Published Monthly by 
THE AMERICAN 
PSYCHIATRIC ASSOCIATION 


Editorial Office, 
1700-18th Street N. W., 
Washington, D. C. 20009 


The subscription rates are $12.00 to 
the“ volume: Canadian subscriptions 
$12.50; foreign subscriptions, $13.00, 
including postage. Rates to medical 
students, junior and senior internes, 
residents in training during their first, 
second or third training year and also 
to graduate students in psychology, 
psychiatric social work and psychiatric 
nursing, $5.00 (Canada $5.50). Single 
issues, $1.50, Copyright 1966 by The 
American Psychiatric Association. 

Business communications, remit- 
tances and subscriptions should be 
addressed to Mr. Ed Pace, Chief, Pub- 
lications Services Division, the Ameri- 
can Psychiatric Association, 1700-18th 
Street, N. W., Washington, D. C. 
20009% 

Advertising Consultant: Austin M. 
Davies, Ph.B. 

Printed at 69 Lyme Road, Hanover, 
N, H. 03755. Second class postage paid 
at Hanover, N. H. 


ty 


EDITOR EMERITUS 
CLARENCE B. FARRAR, M.D. 


ty 


EDITOR 
FRANCIS J. BRACELAND, M.D. 


ASSOCIATE EDITORS 
BERNARD BANDLER, M.D. 
HENRY W. Brosin, M.D. 
ROBERT A. CLEGHORN, M.D. 
JONATHAN O. COLE, M.D. 
HENRY A. DAVIDSON, M.D. 
DANA L. FARNSWORTH, M.D. 
MILTON GREENBLATT, M.D. 
ZIGMOND M. LEBENSOHN, M.D. 
ALEXANDER H. LEIGHTON, M.D. 
Howard P. ROME, M.D. 
GEORGE TARJAN, M.D. 

S. BERNARD Worris, M.D. 


4 


ASSISTANT EDITOR 
Mrs. EVELYN S. MYERS, B.A. 


EDITORIAL ASSISTANT 
Mrs. JUDITH B. WEISS, M.A. 


» 


FORMER EDITORS, 1844-1931 


AMARIAH BRIGHAM, M.D. 
Founder, 1844-1849 


T. ROMEYN BECK, M.D. 
RicHArD DEWEY, M.D. 
Joun P. Gray, M.D. 
HENRY M, Hum, M.D. 
G. ALDER BLUMER, M.D. 
EDWARD N. BRUSH, M.D. 


THE PRESIDENTIAL ADDRESS: “NOVALES- 
CENCE” Daniel Blain 
ON NOVALESCENCE : A RESPONSE TO THE 
PRESIDENTIAL ADDRESS OF Dr. DANIEL 
BLAIN Howard P. Rome 
DANIEL BLAIN, M.D.: A BIOGRAPHICAL 
e SKETCH Kenneth E. Appel J 
SENSITIVITY OF SYMPTOM AND NONSYMP- 
TOM-FOCUSED CRITERIA OF OUTPA- 
TIENT EFFICACY Ronald S. Lipman, 
Jonathan O. Cole, Lee C. Park and Karl 
Rickels 
BRIEF PSYCHOTHERAPY OF DEPRESSION Pe- 
ter F. Regan 
THE AUDITORY EVOKED RESPONSE AS A 
DIAGNOSTIC AND“ PROGNOSTIC MEA- 
SURE IN SCHIZOPHRENIA Reese T. 
Jones, K. H. Blacker, Enoch Callaway 

III and Robert S. Layne 

A CONSIDERATION OF PSYCHOANALYSIS IN 
RELATION TO PSYCHIATRY GENERAL- 

Ly, CIRCA 1965 Van Buren O: Hammett 
PSYCHIATRY AND PUBLIC POLICY Mike Gor- 
man y 
TECHNIQUES FOR EVALUATING THE EFFEC- 
TIVENESS OF PSYCHIATRIC TEACHING 
Russell R. Monroe +.. Di 
New HORIZONS IN UNDERGRADUATE Psy- 
CHIATRIC EDUCATION Albert J. Silver- 

A PSYCHOENDOCRINE STUDY OF SEVERE 
PSYCHOTIC DEPRESSIVE CRISES Wil- 
liam E. Bunney, Jr, John W. Mason, 


VOLUME 122: CONTENTS 


JULY 1965 


13 


24 
28 


33 


42 
55 


61 


68 


John F. Roatch and David A, Hamburg 
PSYCHIATRY AND THE SOCIAL ORDER Exgene 
B: MBPOdy A a cee ia ees oe 
EDITOR’S NOTEBOOK 
Change of Command Francis J. Braceland. . 
Some Notes on the History of the Journal, 
Its Editors and the Silver Pitcher Francis 
FoR Gere sos kl ae ee oe 
Unrest in the Colleges Dana L. Farnsworth 
1965 Anniversaries George Mora 
CLINICAL NOTES 
Triperidol in Newly Admitted Schizophren- 
ics Leo E. Hollister, John E, Overall, J. 
Lamar Bennett, Isham Kimbell, Jr. and 
Jack Shelton 
The Epaminandos Phenomenon James L. 
Titchener 
CASE REPORTS 
Acute Brain Syndrome Associated with So- 


dium Diphenylhydantoin Intoxication Ber- _ 


nard Swerdlow ... 
Cursillo Psychosis Philip R. Sullivan .. 
Transient Granulocytopenia Associated with 
Administration of a New Thioridazine 
Derivative : TPS-23. D. M. Gallant and 
M. P. Bishop 
Hypertensive Reaction to Two Monoamine 
Oxidase Inhibitors Irving L. Breakstone . 
COMMENTS 
Highlights of the 121st Annual Meeting . 
CORRESPONDENCE 
NEWS AND NOTES 
Book REVIEWS 


AUGUST 1965 


ON MEETING PsycHIATRY: A NOTE ON 
THE STUDENT'S FIRST YEAR Joel Elkes 


. CHALLENGES IN UNDERGRADUATE PSYCHI- 


ATRIC EDUCATION George Saslow 
SPECIAL SECTION: 
BRIEF PSYCHOTHERAPY 
METHODOLOGY IN SHORT-TERM THERAPY 
Lewis Wolberg ........... prt ene 
RESPONSIVE ACTION IN PSYCHOTHERAPY 
Joseph Natterson and Martin Grotjahn . . 
PSYCHOTHERAPY IN A COMMUNITY MEN- 
TAL HEALTH CENTER Robert J. Camp- 
bell 
SHORT-TERM TREATMENT UNDER AUSPICES 
OF A MEDICAL INSURANCE PLAN Helen 
Hershfield Avnet 
Discussion Jerome Frank a 
ELECTRIC SLEEP-PRODUCING DEVICES: AN 
EVALUATION UsING EEG MONITORING 
Lawrence W, Woods, Francis A. J. 
Tyce and Reginald G. Bickford 
PSYCHIATRIC ILLNESS IN THE PHYSICIAN’S 
WIFE James L. Evans 
e 


121 


129 


135 
140 


DRUG ADDICTION : 
PRIVATE PRACTICE EXPERIENCE WITH 
EIGHTY-FOUR ADDICTS Manuel M. Pear- 
son and Ralph B. Little 

PSYCHIATRIC INTAKE IN GROUPS : Á PILOT 


THE TREATMENT OF 


STUDY OF PROCEDURES, PROBLEMS 
AND PROSPECTS David Abrahams and 
John B. Enright 
EVALUATION OF THE PHYSICAL EXAMINA- 
TION AS PART OF PSYCHIATRIC CLINIC 
INTAKE PRACTICE Fortune V. Mannino 
and Harold W. Wylie, Jr... 6.0.2 +108 
PSYCHOPATHIC PERSONALITY AS PATHO- 
LOGICAL STIMULATION-SEEKING Her- 
bert C. Quay 
SOME OBSERVATIONS ON AIRMEN WHO 
Break DOWN DuRING BASIC TRAIN- 
ING Ari Kiev and Martin B. Giffen . 
TALE OF Two INSTITUTES Ewen Cameron 
and Baruch Silverman 
SOCIAL PSYCHOLOGICAL CONTRIBUTIONS TO 
MENTAL HOSPITAL ADMINISTRATION 
Sven Lundstedt 


101 


102 
104 
105 
109 ¢ 


112 
114 


164 


170 


175 


i 


= THE SCIENCES OF PSYCHIATRY : 


N 
Short, An Ideal Editor” Francis J. 
eland 


the Use of Psychological Tests in Gov- 

nment Agencies Zigmond M. Lebensohn 

he Status of Brief Psychotherapy Shervert 

H. Fratton oona ieee 
ns to Rescue” Lauren H. Smith . 


ngth of Hospitalization with Various 
Treatments for Depression Donald G. 
Langsley and Helle Siirdma ......... 


) The: age of peice in the Disturbed 


Geriatric Patient Jackson A. Smith and 
Antioco R. Barrow 2... eee ees 


‘Acute Brain Syndrome Secondary to Niacia 
Deficiency David M. Martz .......... 
Imipramine-Induced Auricular Fibrillation 
C. N. Moorehead and S. J. Knox a 
Multiple Personality as Sequel to Hyperven- 
tilation Syndrome Joseph S. Silverman 
Tranquilizers and meore to ai Sanity 
Werner Tuteur .. 
HISTORICAL NOTES 
A Nohpsychiatric Pioneer of Childhood 
Neuropsychiatry Ernest Harms 
COMMENTS 
Conference on Handling Psychiatric Emer- 
genciés 6. 2.28 TAN i ‘ É 
IN MEMORIAM 
Ladislas Von Meduna Lothar Kalinowsky 
John D. Benjamin Herbert S. Gaskill 
CORRESPONDENCE 
Book REVIEWS .. 


SEPTEMBER 1965 


'CHOANALYSIS AND ONGOING HISTORY : 

PROBLEMS OF IDENTITY, HATRED AND 

NONVIOLENCE Erik H. Erikson ...... 
ISSION OF PROFESSOR ERIKSON’S PA- 


SYCHIATRY Jules V. Coleman, Claude- 
well S. Thomas and Bernard J. Bergen .. 
NAVAL MEDICAL OFFICER AS A PsY- 
HIATRIC PATIENT Ransom J. Arthur .. 


DESIGNED FOR GREATER THERAPEUTIC 
CONTROL Jerome E. Jacobson ....... 
YEAR FOLLOW-UP STUDY OF PROTEIN- 
BOUND JODINE ELEVATION IN PA- 


[ Sade COMPONENT OF NARCOLEP- 
_ $Y Alan L. Morgenstern ............. 


HYGIENE CONSULTATION SERVICE Har- 

Ri Greenberg 20a vie oe 
OYMENT EXPERIENCE AMONG 200 
SCHIZOPHRENIC PATIENTS IN HOSPI- 
TAL AND AFTER DISCHARGE Robert 
Walker and James McCourt .......... 


Nursing Homes: A DIM BAND IN THE 
MENTAL HEALTH SPECTRUM James W. 
Eprror’s NOTEBOOK 
Intervention “Against Poverty: A  Fielder’s 
Choice for the Psychiatrist Stanley F. 
EN T ASNA AE 
Computers in Psychiatry Bernard C. Glueck, 
BS wee gts SE et oe atin 
Phenothiazines, Skin Pigmentation and Re- 
lated Eye Findings Henry Brill, Harold 
G. Scheie and Samuel L. DeLong . 
CLINICAL NOTES 
Trends in Postpartum Illnesses Jane E. olr- 
man and Samuel Friedman ..... 
Estrogen Treatment of Patients with Chronic 
Brain Syndrome Associated with Cerebral 
Atherosclerosis Kenneth Lifshitz and Na- 
PROS SIERIIE 55's ye tae os Cee 
Lens and Cornea Changes ading Pheno- 
thiazine Therapy : A Preliminary Report 


Joseph A. Barsa, James C. Newton and E 


Jobn C. Saunders 
PROCEEDINGS OF THE AMERICAN PsYcHI- 
ATRIC ASSOCIATION 
Summary of Meetings of Council and Exec- 
utive Committee, May 1964 to May 1965 
Report of the Treasurer 
Report of Coordinating Committee on Tech- 
nical Aspects of Psychiatry . . 
Report of Coordinating Committee on Com 
munity Aspects of Psychiatry 
Report of Coordinating Committee on Pro- 
fessional Standards 
CORRESPONDENCE ... 
Book REVIEWS 


OCTOBER 1965 


CONCEPTUAL AND COGNITIVE PSYCHIATRY 


P. a AN A owe tee Ne 


FIELDS, 
FENCES AND RIDERS Roy R. Grinker, Sr. 


367 


SPECIAL SECTION : 

SLEEP AND DREAMING 

PROGRESS IN THE NEW BIOLOGY OF 
DREAMING Frederick Snyder .....++ 


MOVEMENT SLEEP Arnold J. Mandell 
and Mary P, Mandell .... 

DREAM PATTERNS IN 'NARCOLEPTIC AND 
HYDRANENCEPHALIC PATIENTS Chester 
M. Pierce, James L. Mathis and J. T. Jab- 


RECENT STUDIES ON THE BIOLOGICAL 

£ ROLE OF RAPID EYE MOVEMENT SLEEP 
William C. Dement 

DISCUSSION OF PAPERS BY Drs. PIERCE 
AND DEMENT Irwin Feinberg 

DEPRESSION : DREAMS AND DEFENSES Mil- 
ton Kramer, Roy M. Whitman, Bill Bald- 
eridge and Leonard Lansky +......%. 

DISCUSSION OF PAPER BY DR. KRAMER Wal- 
ter Bonime 

DREAMING SLEEP IN AUTISTIC AND SCHIZ- 
OPHRENIC CHILDREN Edward M. Ornitz, 

i Edward R. Ritvo and Richard D. Walter 

THE REACHES OF INTRAPSYCHIC CONFLICT 

„Jacob A. Arlow 

HAND MORPHOLOGY IN SOME SEVERELY 
_ ĪMPAIRED SCHIZOPHRENIC CHILDREN 

ghar Theodore Shapiro 

g ALCOHOLISM, PAROLE OBSERVATIONS AND 
CRIMINAL RECIDIVISM : A STUDY OF 

6 PAROLEES Samuel B. Guze and Den- 

nis P. Cantwell 

“OBSERVATIONS ON CHILDREN WHO HAVE 
| BEEN PHYSICALLY ABUSED AND THEIR 


i 

iA 
SOME PERSPECTIVES IN PSYCHOANALYSIS 
= Douglas D. Bond ... 

SPECIAL SECTION : 


EDUCATION OF THE NONPSYCHIATRIST 


HY SICIAN 

PSYCHIATRIC TRAINING AND THE GENERAL 
| PRACTITIONER C. H. Hardin Branch .. 
TANDEM” TEACHING TO NONPSYCHIA- 
TRIST PHYSICIANS James R. Nicholas 

© and William Ransohoff 
(ODOLOGY IN POSTGRADUATE PSYCHI- 
TRIC EDUCATION William F. Sheeley . 
NCE WITH SMALL GROUP SEMI- 


ATTEMPTS AT EVALUATION Lucy. Zab- 
_arenko 
GENERAL PRACTITIONER’S APPROACH 
EMOTIONAL PROBLEMS: A COM- 
ARATIVE STUDY IN Two COUNTRIES 
Knight Aldrich 
ATECHOLAMINE HYPOTHESIS OF AF- 
ECTIVE DISORDERS: A REVIEW OF 


IMAGES OF THE PRESIDENT Fred 
By RA Greenstein 


411 
417 


419 


425 


432 


481 


485 


489 
494 


SELF-PITY Eugen Ken 
EpiTor’s NOTEBOOK 
Memo from the Editor F.J.B. 
Information Explosion 
trieval Henry W. Brosin . 
Responsibility of Psychiatrists and O 
Physicians for Alcohol Problems .. 
CLINICAL NOTES 


The Use and Effectiveness of Electrosl 
in the Treatment of Some Common P! 
chiatric Problems E. C. Miller and 


Haloperidol—A Preliminary Clinical Stu 
Arthur P, Holstein and Calvin H. Chen: 
COMMENTS 
Conference on Medicare Legislation 
IN MEMORIAM 3 
David Kennedy Henderson” D. Ewen: Cai 
eron 
Maxwell Gitelson Mors A. Skiansty . 
CORRESPONDENCE .. 
BOOK REVIEWS 


NOVEMBER 1965 


FoLLOW-UP Jobn A. Plag sad’ eee 
J. Arthur : 

THAT Most DIFFICULT YEAR J. Thomas 
Ungerleider 

MEMORY AND ELECTROCONVULSIVE THER- 
APY Emil N. Zamora and Rudolf Kaelb 
ling 

OBSERVATION OF HOSPITALIZED PRISONERS 
BY THE PSYCHIATRIC NURSE Barbara 
Stankiewicz E 

EFFECTS OF METHIONINE AND “Hy: ROXY- 
CHLOROQUINE IN SCHIZOPHRENIA 
George G. Haydu, Andreas Dhrymiol 
Charles Korenyi and Leontine C 
schmidt 

‘THE FIFTEEN-MINUTE Hour: BRIEF T 


EDITOR’S NOTEBOOK 

Ambassador Par Excellence : Austin M. D; 
vies, PhB. P. J. B. ..... 

New York's Pioneering ‘Admission Lay 
Terrence ... 

CLINICAL NOTES : 

The Use of Fialicingaentt Dies Anong 
College Students William H. McGlothlin 
and Sidney Coben 

Suicide and Urinary Tract Infections S. 
H. Rosenthal and David Ri 


Compounds Robert J. Daly and Francis The Permeability of the Blood-Brain Barrier 


Fg GN [Ne te ean Se ae tae 577 (BBB) and Blood-Cerebrospinal Fluid 
~ Accidental Convulsion Induced by Atropine Barrier (BLB) to Clt Tagged Ribonu- 
William Karliner .... 0-00-00 ev es 578 cleic Acid (RNA) H. Eist and Ulysses 
The Application of Negative Practice to Spas- SY Oey cc! Poo iar: 
X modic Torticollis Stewart Agras and Carl- Experiences in the Management of Geriatric 
EE tom “Marshall... aae an 579 Patients with Chronic Brain Syndrome 
Protriptyline in the Treatment of Depressive Isadore Green D, 
d Reactions Jane E. Oltman and Samuel CORRESPONDENCE .. 
T EA OLT 582 Book REVIEWS 


DECEMBER 1965 


BRIEF PSYCHOTHERAPY: A PSYCHOANA- INFANT FEEDING METHOD AND ADOLESCENT 
LYTIC VIEW Robert D. Gillman ...... 601 PERSONALITY Richard E. Davis and — 
SPECIAL SECTION : Rene A. Ruiz 4 
_ FORENSIC PSYCHIATRY PSYCHOTIC VISITORS TO THE WHITE HOUSE 
_ THE TEACHING OF FORENSIC PSYCHIATRY Joseph A. Sebastiani and James L. Foy . . 
4 IN LAW SCHOOLS, MEDICAL SCHOOLS THE PSYCHIATRIC TEAM : MYTH AND MYS- 
AND PSYCHIATRIC RESIDENCIES IN THE TIQUE William T. Bowen, Don C. Mar- 
UNITED STATES Norman I. Barr and ler and LeRoy Androes z 
FOBAE Me: SHITO OE Tead 612 EDITOR'S NOTEBOOK 
CRITERIA FOR COMPETENCY TO STAND That Other Helping Profession Henry A. 
TRIAL: A CHECKLIST FOR PSYCHIA- Davidson 
TRISTS Ames Robey i... 616 Community Psychiatry : We Are ‘Willing 
COMPETENCY FOR TRIAL AND DUE PROCESS to Learn Harold M. Visotsky `.. 
VIA THE STATE HOSPITAL A. Louis Mc- CLINICAL NOTES 
CHOY «cau E AE A EEE 623 Combined Phenothiazine, Chlordiazepoxide 
LIABILITY OF HOSPITAL AND PSYCHIATRIST and Primidone Therapy for Uncontrolled 
IN SUICIDE Irwin N. Perr ........... 631 Psychotic Patients Russell R. Monroe and 
CONFIDENTIALITY AND THE REQUEST FOR Samuel P. Wise Ul š 
PSYCHIATRIC INFORMATION FOR NON- Desipramine and Imipramine in. an Out 
THERAPEUTIC PURPOSES W, Walter patient Setting: A ‘Comparative Study 
N Menninger and Joseph T. English ...... 638 H. G. Lafave, B. W. March, A. K. Kersa 
PSYCHIATRIC ASPECTS OF DANGEROUS BE- and S. Y. Shuffler ..... 
HAVIOR: THE RETARDED OFFENDER Hypomagnesaemia and Delirium Tremens : 
Harold M. Boslow and Arthur Kandel 646 Report of a Case with Fatal Outcome 
THE LEGAL CONTROL OF DANGEROUS BE- G. Milner and J. Johnson ..... 
HAVIOR John Biggs, Jr. ............ 652 Trifluoperazine in Children and ‘Adolescents 
TELEVISION EVIDENCE IN COURT James H. with Marked Behavior Problems $. aie 
| Ryan and Vito J. Cassan ............ 655 Sy -e 
ADAPTATION TO OPEN HEART SURGERY : COMMENTS 
A PSYCHIATRIC STUDY OF RESPONSE Dedication of a Plaque at the Grave of Ben- 
oi TO THE THREAT OF DEATH Harry S. jamin Rush : The Story in Chronological 
PTS Rae chile thse le i ESCA 659 Order Daniel Blain ............0055 
BORDERLANDS OF PETIT MAL Maurice H. CORRESPONDENCE Lae icc, ae 
ROBART FOI iN chy stew Tepeos was ok amor 669 BOOK REVIEWS ............ 
JANUARY 1966 
HYPNOSIS, MOTIVATION AND COMPLIANCE CIANS: A TEN-YEAR FOLLOW-UP Pe- 
Martin Ts Orme. 3 oe 721 ter L, Putnam and Everett H. Eiln 
SPECIAL SECTION : WORN ei... E Chea ae 
DRUG DEPENDENCE AND ALCOHOL LEGAL RESPONSIBILITY AND CHRONIC AL 
PROBLEMS COHOLISM Robert A. Moore 3 y 
A TWELVE-YEAR FOLLOW-UP OF NEW THE USE OF COURT PROBATION IN THE 
York NARCOTIC ADDICTS: I. THE MANAGEMENT OF THE ALCOHOL AD- 
` RELATION OF TREATMENT TO OUT- DICT Keith S. Ditman and George G. 
COME George E. Vaillant ............ 727 Gra 3 AS ana day ee 
URINE DETECTION TESTS IN THE MANAGE- ALCOHOLISM AND TRAFFIC FATALITIES : 
MENT OF THE NARCOTIC ADDICT Al- Sruby IN FuTILITY Melvin L. Selzer 
bert A. Kurland, Leon Wurmser, Frances aid Ske Weiss 2. 22008 5 ee 
Kerman and Robert Kokoski ....... 737 GENETIC AND BIOCHEMICAL CORRELATES 
MANAGEMENT OF THE OPIATE ABSTINENCE OF ALCOHOL PREFERENCE IN MICE 
SYNDROME Paul H. Blachly ......... 742 Kurt Schlesinger... 0.0.00. rany 


Narcotic ADDICTION AMONG  PHYSI- EXPERIMENTAL ISOLATION : AN Oven 


VOLUME 122: CONTENTS 


LESTER Mervyn Shoor, Mary Helen Speed 
‘ and Claudia Bartelt 
ORGANIC COGNATES OF ACUTE PSYCHI- 
ATRIC ILLNESS Iver F. Small, Joyce G. 
Small, Stanton P. Fjeld and Mary P. 
f . ° Hayden 
Group TREATMENT OF CONDITIONALLY 
: DISCHARGED PATIENTS IN A MENTAL 
_ HEALTH CLINIC Samuel P. Shattan, Lu- 
an Deamp, Emi Fujii, G. G. Fross and 
Robert J. Wolff .. ae 
COMBINED PSYCHIATRIC RESIDENCY AND 
+ PSYCHOANALYTIC TRAINING Harold 1, 
Kaplan, Alfred M. Freedman and Simon 
H. Nagler H 
EDITOR’S NOTEBOOK 
Drug Dependence: No Longer Can We 
“Let George Do It” Dale C. Cameron 


806 


810 


Memo from the Editor F. J. B. 
BRIEF COMMUNICATIONS 
Acute Brain Syndrome with Florid Psychosis 
from Combined Desipramine-Imipramine - 


Attitude Changes in Medical Students during 
Their Training Lisbeth J. Sachs 

Identity and Character Formation Helen B. 
Carlson 


American Board of Psychiatry and Neurology 824 
Committee on Certification of Mental Hos- 
pital Administrators f 
COMMENTS 
Some Impressions of the White House Con- 
ference on Health Robert L. Robinson .. 
CORRESPONDENCE 
Book REVIEWS 


82 


FEBRUARY 1966 


THE MENTAL HEALTH OF THE UNMARRIED 
Genevieve Knupfer, Walter Clark and 


Robin Room . 4 841 Babe AER eee EN A ie RAN 908 
SPECIAL SECTION : THERAPEUTIC ORIENTATION : A HANDICAP 
SOCIAL PSYCHIATRY IN MENTAL HEALTH ADMINISTRATION? 
‘CULTURAL EXCLUSION, CHARACTER AND Andrew S. Wachtel a., n 96 
ILLNESS Eugene B. Brody ....,. 852 THE ROLE OF INPUT RELEVANCE IN SEN- f 

$ ADOPTION AND PSYCHIATRIC ILLNESS Na- SORY ISOLATION Norman Rosenzweig 
y than M. Simon and Audrey G. Senturia 858 and LaMaurice Gardner ............. 921 
_ SOME THOUGHTS ON THE FORMATION OF Eprtor’s NOTEBOOK 
f PERSONALITY DISORDER: STUDY OF Social Psychiatry and the Concept of Cause : 
AN INDIAN BOARDING SCHOOL POPU- Alexander H. Leighton .............. 929° 
fi LATION Thaddeus P. Krush, John W. A Psychiatric Council for the Americas 
i Bjork, Peter S. Sindell and Joanna Nelle 868 Howard P. Rome .............. { 
| TOWARD SOCIOCULTURAL FLEXIBILITY IN BRIEF COMMUNICATIONS 

RESIDENT EDUCATION Sherwyn M. Six Cases of Hypertensive Crisis in Patients 

E A A, .. 876 on Tranylcypromine after Eating Chicken l 
PSYCHIATRIC EVALUATION IN OPEN BI- Livers David L. Hedberg, Malcolm W. 3 

RACIAL GROUPS Jobn E. Snell ....... 880 Gordon and Bernard C. Glueck, Jr. .... 933 — 
AN INSTRUMENT FOR EVALUATING SUICIDE An Experiment in Programmed Teaching of 

POTENTIAL: A PRELIMINARY STUDY Psychiatry James L. Mathis, Chester M. 

Earl Cohen, Jerome A. Motto and Rich- Pierce and Vladimir Pishkin .......... 937 

1 ard H. Seiden ............ et GS Psychotherapy of Anxiety States Marianne 
_ RELEASE AND COMMUNITY STAY IN Eckardt .. 
-CHRONIC SCHIZOPHRENIA Lee Gurel _ 892 St. Augustine : í 
COMPARISON OF DRUG TREATMENT. BEFORE logical Matters Stanley L. Block ....... 943 
_ AND DURING PSYCHIATRIC HOSPITALI- Nocturnal Enuresis: Remission in a Pa- 

ZATION Rudolf Kaelbling and Donald tient Treated with Desipramine and Pro- _ 

Uti A 7 Sar ee apse cant . 900 triptyline Conrad M. Ayres so 947 
A NATIONWIDE SURVEY OF OUTPATIENT ~ Psychiatry in Iran Ebrahim J. Kermani ... 949 

PSYCHIATRIC CLINIC FUNCTIONS, IN- CORRESPONDENCE .. 

TAKE POLICIES AND PRACTICES Beatrice Book REVIEWS 

MARCH 1966 


OccupationaL MENTAL HEALTH : REVIEW 


| SPECIAL SECTION : 

_ COMMUNITY MENTAL HEALTH 
INTRODUCTION William Malamud and Francis 
USC TATE 5 ea oan) Ca 

COMMUNITY MENTAL HEALTH: 

AND POLICIES Stanley F. Yolles 


_ OF AN EMERGING ART Alan A. McLean 961 


M. Rosen, Jack Wiener, Catherine L. 
Hench, Shirley G. Willner and Anita K. 


THEORETICAL CONSIDERATIONS FOR THE 
DEVELOPMENT OF THE COMMUNITY 
MENTAL HEALTH CENTER CONCEPT 
A. R. Foley and David S. Sanders 

IMPACT OF SOCIAL FACTORS UPON ADJUST- 
MENT WITHIN THE COMMUNITY Leo 
W. Simmons De 990. 

PSYCHIATRY AND THE URBAN COMMUNITY 


1002 


E OF THE MENTAL Wi 
UM OF INTERACTION Mrs. Winthrop 


THE NEUROPHYSIOLOGY OF MOTIVATION 
Orthello R. Langworthy i 103 
BIOCHEMICAL STUDIES OF FAMILIES OF | 
SCHIZOPHRENIC PATIENTS Thomas M. 
Sullivan, Charles E. Frobman, Peter G. S: 
Beckett and Jacques S. Gottlieb 1040 
CASTE AND MENTAL DISORDERS IN BIHAR 


Ockejeller irin a a a 1004 Sharadamba Rao 
OF perene Eel kaan EDITOR'S NOTEBOOK ; 
Hospi COMMUNITY Community Mental Health: A Great and ; 
TREATMENT OF THE MENTALLY ILL Significant. Movement Robert H. Felix 1056 
Ein esses, 1007. Cinderella and the Prince : Mental Retarda- a 
IN GENERAL anc lerelia an x the rince : enta etarda: 4 
tion and Community Psychiatry George 
` AND PRIVATE PRACTICE Tari 
bk 1011 hee 
PSYCHIATRY : INTEGRATION BRIEF COMMUNICATIONS tae 
AND NONMEDICAL COM- Extreme Sensitivity to Phenothiazines in a 
y RESOURCES Kenneth E. Appel, Psychotic Patient with Pickwick Syndrome 
G. Zerof and Emily H. Mudd .. 1014 Jobin R. Gonzalez 
YORKTON PSYCHIATRIC CENTRE G. A. Experience with Greater than Recommended 
Pama ho: 1017 Doses of Fluphenazine and Trifluproma- 
TAL DISORDERS AND HEALTH INSUR- zine Theodore Kushner 1061, 
ANCE Charles P. Hall, Jr. 1021 IN MEMORIAM : 
ROENTGENOGRAPHY IN HOSPITAL- Ewing H. Crawfis Irwin N. Perr 
IZED PSYCHIATRIC PATIENTS Robert T. CORRESPONDENCE 
1028 Book REVIEWS 
APRIL 1966 
THE PSYCHOANALYST AS COMMUNITY ISTICS OF ENGINEERING STUDENTS : 
PSYCHIATRIST Harry R. Brickman, Don- IMPLICATIONS FOR THE OCCUPATIONAL 
ald A. Schwartz and S. Mark Doran ... 1081 PSYCHIATRIST Henry L. Rosett, Burton 
CIAL SECTION : L. Nackenson, Herbert Robbins and Mil- 
OLLOW-UP STUDIES ton R. Sapirstein 
SEVEN-YEAR FOLLOW-UP STUDY OF PA- INFLUENCE OF PERSONALITY TYPE ON 
TIENTS IN A GENERAL HOSPITAL PSY- Druc RESPONSE Alvin L. Frostad, Gary 
CHIATRIC SERVICE Arnold D. Bucove L. Forrest and Cornelis B. Bakker 
and Lawrence I. Levitt ............ 1088 THE PSYCHOPATHOGENESIS OF HARD-CORE 
TWO-YEAR FOLLOW-UP EVALUATION OF FAMILIES John G. Howells 
ACUTE PSYCHOTIC PATIENTS TREATED USE OF THE ORGANIC INTEGRITY TEST 
IN A DAY HOSPITAL Jack F. Wilder, (OIT) witH CHILDREN WHO CANNOT 
Gilbert Levin and Israel Zwerling ..... 1095 READ H. C. Tien 
FOLLOW-UP STUDY OF FORMERLY HOSPI- EDITOR'S NOTEBOOK 
TALIZED VOLUNTARY PSYCHIATRIC PA- Psychiatric News F. J. B. 
TIENTS: THE FIRST Two YEARS Sid- Journals and Editors F. J. B. y 
ney Levenstein, Donald F. Klein and Max BRIEF COMMUNICATIONS ! 
; Pollack: se ha 1102 RNA and Memory : A Negative Experiment 
‘A FOLLOW-UP STUDY OF 618 SUICIDAL Malcolm W. Gordon, Grace G. Deanit, 
PATIENTS Alex D. Pokorny ` 1109 Harry L. Leonhardt and Robert H. Gwynn 1 
PROGNOSTIC FACTORS IN RECOVERED AND Integration of a Day-Care Program into A 
DETERIORATED SCHIZOPHRENICS Joseph General Psychiatric Hospital Jack A. Mor- 
H. Stephens, Christian Astrup and Jobn genstern and J. Thomas Ungerleider 
C. Mangrum ioin BATRE 1116 Play Production in a Mental Hospital Seopa 
CHILDHOOD SCHIZOPHRENIA: 30 YEARS Richard Green and Rita Lynn 1 
LATER Stephen Bennett ana Henriette R. A Clinical Trial of Alpha-Methyldopa in 
Klein $ 1121 Elated States Loren R. Mosher, Gers 
Group THERAPY WITH ` PsycHotic AND L. Klerman and Joseph F. Greaney =- 
BORDERLINE MILITARY WIVES prre Manic-Depressive Psychosis Manifested as 
Hartog 1125 Recidivism Thomas P. Lowry + 
INCESTUOUS FATHERS : fi CLINICAL RE- OFFICIAL ACTIONS 
PORT Hector Cavallin Wee 1132 American Board of bie rag and Non 
THERAPY OF OBSESSIONAL STATES Lada Ogy.f 25.0 
Salzman 1139 CORRESPONDENCE 


PERSONALITY AND COGNITIVE CHARACTER: 


Book Reviews 


SPECIAL SECTION : 
CHILDREN AND ADOLESCENTS 
MODIFICATION OF AUTISTIC BEHAVIOR 
witH LSD-25 James Q. Simmons HI, 
Stanley J. Leiken, O. Ivar Lovaas, Benson 
Schaeffer and Bernard Perloff ..... .. 1201 
CHRONIC SCHOOL FAILURE IN Boys: A> = Stamtom ©. 0 0.0 cee ceive sss 
_ ‘SHORT-TERM GROUP THERAPY AND 
EDUCATIONAL APPROACH Arthur P. Bur- Wark ‘aa A Psychotherapeutic Di 
don and James H. Neely ........ 1211 _ mension Lawrence J. Hatterer 
THE SPEECH OF MOTHERS OF SCHIZO- The Familial Occurrence f 
PHRENIC CHILDREN William Goldfarb, mentosa, Mental Disorders and EEG 
Nathan Goldfarb and Hannah H. Scholl 1220 -normalities Joyce G. Small and Gi 
THE FACADE OF MENTAL RETARDATION : 
Irs CHALLENGE TO CHILD PSYCHIATRY 


eae with AAIE 


Frank J. Menolastino c... onna 1227 Patients Marvin Hader and J. 
INTEGRATION OF A MENTAL RETARDATION Desipramine and Nortripeyli 
oe PROGRAM INTO A SERVICE OF CHILD Depression Alex J. Arieff ...... 
j AND ADOLESCENT PSYCHIATRY IN A Diaze S Aara AE 
GENERAL Hospitat Robert Evans ... 1235 FELE je onedem and Gordan a 
THE SYMPTOMATIC ADOLESCENT : PSYCHI- TOD TAEAE eS athe is 
eg omg bp pects api hpk Use of Methylphenidate to Colier AEH 
A ibiri aiz 1240 Dystonic Effects of Phenothiazines Wile 


liam B: Fann ovo. ek OS f: 
ADOLESCENTS WHO ATTEMPT SUICIDE : Blinding Hysterical Blepharospasm “Tren 


PRELIMINARY FINDINGS Joseph D. 

Teicher and Jerry Jacobs a . 1248 bi Sitges Hiydtochl brides gam 
ALUATION OF TREATMENT WITH RECORD- the 
ED INTERVIEWS Murray Alpert, Leon J. 
© Hekimian and William A. Frosch ..... 1258 

ELECTROSHOCK THERAPY IN HIGH-RISK 
PATIENTS Carl P. Malmquist and James 


Characteristics of Murder in Mental Disorder 
L, P. Varma and B. K. Jha ........- $ 
Small Groups Treatment of Chronic Mental 
Patients : The Problem of Applicabili 


H.. Matthews n.e... -1265 W., Scott MacDonald ........... 
RENAL FAILURE, ARTIFICIAL KIDNEY AND OFFICIAL ACTIONS ` 
: KIDNEY TRANSPLANT John P. Kemph 1270 Psychiatry and Mental Retardation. . 
‘THERAPEUTIC COMMUNITY PRACTICE Max- CORRESPONDENCE =... i 
well Jones Re a o MTSE VBOOK REVIEWS 9530.5, 2G eee 
JUNE 1966 


“THE PSYCHIATRIC INPATIENT UNIT IN A 
GENERAL HOSPITAL: A FUNCTIONAL 
ANALYSIS Mannuccio Mannucci and 
MM. Ralph Kaufman ....... . 1329 PROBLEMS OF UNDERDEVELOPMENT : 
PSYCHIATRIC ‘TESTIMONY IN MILITARY Mist's VIEW Max F, Millikan . 
Courts Robert L. Sadoff, Donald J. Col- NEW ‘TRENDS IN EDUCATION Ralph W. Tyi 
lins and William J. Keeler ............ 1344 MEDICAL INSTITUTIONS AND MODIFICATION 
ADAPTATIONAL AND DEFENSIVE BEHAVIOR OF DISEASE PATTERNS Walsh McDermott 
IN YOUNG HEMOPHILIACS AND THEIR PSYCHIATRIC PROBLEMS OF OVERDEVELOPED 
PARENTS Ake Mattsson and Samuel Gross 1349 COUNTRIES George M. Carstairs... 
SUICIDE CONSULTATION: A PSYCHIATRIC EDITOR’S NOTEBOOK 
SERVICE TO SOCIAL AGENCIES Marvin Psychedelic Drugs Max Rinkel .... 
_N. Kaphan and R. E. Litman 1357 The World Psychiatric Association D. E 
[ONAL RESPONSES TO PEPTIC ULCER Cameron. niay olen coring eats 
MANAGEMENT Neal E. Ely and Merlin BRIEF COMMUNICATIONS 
He Johnson pate! © Ye os ae 1362 A Private Psychiatric Hospital Becom 
‘ATE PRACTICE OF PSYCHIATRY : A SYM- Comprehensive Mental Health Cen 
POSTUM Robert L. Robinson, Charles H, Walter Lewin and Elmer Ediger ..... 
rown, Max Rinkel, Wilfred Dorfman, The Empty Nest: Psychosocial Aspects oi 
lexander Gralnick and Jesse Arnold ., 1372 Conflict Between Depressed Women 
IVE EMOTIONAL BEHAVIOR IN Cor- Their Grown Children Eva Y. Deykin, 
E SEDENIA Robert S. Berns Shirley Jacobson, Ek Klerman a 
Maida Solomon Be i 


A SYMPOSIUM 
INTRODUCTION Alexander H. Laighion. 


Personalism Is Not Patientism : A Philosop! 
1426 “ical Position Applied in Psychotherapy 
Michael E. Cavanagh ..........-. 

OFFICIAL ACTIONS 
American Board of Psychiatry and Neurology 


CORRESPONDENCE . 
_ and Myro m AAE) 1427 BooK REVIEWS ..` 
Enuresis, Firesetting and Cruelty to Animals : ANNUAL INDEX 


$ _A Triad Predictive of Adult Crime Daniel Subject Index 
‘ellman and Nathan Blackman ..... 1431 Author Index 
other Report on the Wearing of Diapers Volume 122 : Contents 
and Rubber Pants by an Adult Male Sid- SUPPLEMENT— (bound separately and dis- 


P EE S i 1435 tributed with this issue) 
The. Franklin G. Ebaugh 70th Birthday 
RO ies Sia Gene sats oS A 1437 Celebration 
SUPPLEMENT 


en Hake 1 DREAMING, DRAWING AND THE DREAM 
IE PREPARATION OF A COMMUNITY- SCREEN IN THE PSYCHOANALYSIS OF 
ORIENTED PSYCHIATRIST R. H. Felix 2 A TWO-AND-A-HALF-YEAR-OLD BOY 


'ENTY-FIVE YEARS OF UNIVERSITY DE- AE Phe 
_ PARTMENT CHAIRMANSHIP Jobn Ro- ROMPT DIAGNOSIS OF PSYCHOPATHIC 


‘PERSONALITY Jobn M. McDonald . 


RMA A AES AUKAR OTTA 7 
he PROJECTIONS FOR COMMUNITY MENTAL 
THE PSYCHIATRIC LIAISON DEPARTMENT OF eee SERVICES Jack R. Ewalt 
THE UNIVERSITY OF COLORADO MEDI- PSYCHIATRIC DISORDERS IN MULTIPLE” 
om SCHOOL AND HOSPITALS Edward G. SCLEROSIS Frederick Lemere i 
BOG A E E A KEE 28 FRANKLIN EBAUGH, PIONEER George S. Taig 


Se ESS MUA ae 33 


P 


$ July 


“THE AMERICAN JOURNAL OF PSYCHIATRY 


» 


M i THE PRESIDENTIAL ADDRESS 
“NOVALESCENCE” — 
$ DANIEL BLAIN, M.D.* 


In reflecting on the most gratifying mo- 
ments of my experience as your President 
„this past year, I think that I can say they 
“occurred on April 19 when I had occasion, 
-in your name, to preside over a ceremony 
at which our Association erected a plaque 

at the grave of Benjamin Rush at Christ 

~ Church Burying Ground in Philadelphia. 
 Astonishingly, it was the first time that this 
great man’s remains had been suitably 
“marked as those of the father of American 
"psychiatry, signer of the Declaration of 
Independence, and Physician General of 
he Continental Army. It was we, the psy- 
shiatrists of America, who paid this long 
overdue tribute to a peer of Washington 
— and the other founders of our 


ition. 

On becoming your President last year, 
recall evoking the spirit of Benjamin 
Rush in guidance. Now at the end of my 
term, as I attempt to convey to you in 
- words some essence of my innermost feel- 
" ings and thoughts, I once again call on Dr. 
Rush to guide me in a difficult communica- 
a tion. In the first paragraph of his book 
Medical Inquiries and Observations Upon 
the Diseases of the Mind(1), Dr. Rush 
approached his subject in this prayerful 

ay: “I feel as though I were about to 
| upon consecrated ground. I am 
aware of the difficulty and importance of 

` it, and most humbly implore that Being, 
whose government extends to the thoughts 
‘of all its creatures, to so direct mine in 
this arduous undertaking that nothing 
armful to my fellow citizens may fall from 
y pen, and that this work may be the 


7 


— 

Read at the 121st annual meeting of The 
“Saad Le ed ‘Association, New York, N. Y., 

May 3-7, 1965. 

ie? Consultant in | Psychiatric Planning to the Penn- 

“pylvania Hospital 


American Psychiatric ‘Association, 1964-65. 
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. break, and where I ‘majored in 


i Philadelphia ; Professor of Clin- 
sychiatry, University of Pennsylvania; Presi- | 


it 


world, but realistic appraisals 1 
needs and thoughtful contemplati 
impending crises in the nation give 
pause. I would not have us view the futu 
lightheartedly for we could be accus 
wishful thinking and irresponsibility. 1 
believe that by careful appraisal of our 
assets and measurement of our responsibi 
ties we can justify more confidence than 
despair. Several events of the year are 
definitely encouraging, but only by con 
scious effort to mobilize our resources can 
we be confident of our direction in th 
pursuit of realistic goals. 
So it is that I present to you the conce] 
of “novalescence’—a neologism, meanin| 
in part, the opposite of obsolescence 
connoting also youthful devotion to ex: 
cellence, the development and maintenan 
of creativity and the idea of renewal 
would apply the term to our Association 
to our institutions, to ourselves as ind 
duals, to our young men who dream: dream 
and our old men who see visions. _ 
I came to the Presidency with a 
sense of history. I braced myself 
solid foundation of an Association 
an illustrious past. This was natural to 
with a background of growing up 
Orient where grave mounds that had 
there since the time of Abraham loom 
nearby ; with forebears in Jamestown, Va 
including an American Indian; witi 
son in a college which my family ha: 
for six generations attended withou' 
ture and history. This reverence | 
past was remarkably 
went, two years ago, 


«i 


ered in 1751 as “an Hospital for the Relief 


_of Lunatics and Other Distressed Poor in 


this Province”(2). It was the hospital 
of Benjamin Rush and of Evan Morgan 
who founded the first medical school in 
the colonies at the University of Pennsyl- 
vania. It was the hospital where the Amer- 
ican Psychiatric Association, the first na- 
tional medical association, was founded 
in 1844, the first outpatient psychiatric 


_ clinic in the nation was established in 1886 


and the first open hospital came into being 


_ at the Institute in 1929. It was the hospital 


of Kirkbride, Chapin, Copp and Earl Bond 
(now 86 and Emeritus President for 36 
years!). It has also been the hospital of 
Strecker, Appel, Braceland, Branch, Lauren 
Smith and Rome, who, when he succeeds 
me this week, will be the 10th President of 
the Association associated with this cradle 
of American psychiatry. Here stands, in 


daily use, the original Pine Street building 


where the first mental patient was housed. 
Francis Gerty, on his retirement as Dir- 


ector of Mental Health in the State of 


Illinois, was led to observe that he was 


_ in the fortunate position of having had at 


his disposal the three conditions for a 
successful career. These were: dedicated 


_ teachers, stimulating colleagues and com- 
_ petent persons to carry out his policies. I, 


too, have had these resources, but I am in 
a somewhat different position from my 92 
predecessors. 

I worked for 10 years as the paid servant 
of the Association, starting, literally alone, 
with a secretary. My first associate was 
Robert L. Robinson, M.A., sent to me by 
William C. Menninger who was President 
at the time. He is still here after 17 years, 
the one link of continuity with the first 
days of the Medical Directors office. We 
enjoyed a mutually stimulating relationship, 
between us evolving many of the new pro- 
grams which characterized the golden age 
of expansion of 1946 to 1961 which we 
are now consolidating. I-am indebted to 
the Association for the privilege of being 
present in those times. 

Like Francis Gerty, I had inspiring 
teachers—12 Presidents of the APA under 
whom I worked. There was Overholser, 
the legalist; Menninger, the expansionist ; 
Stevenson, the commoner ; Whitehorn, the 
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administrator; Bartemeier, the pai 
Cameron, the innovator; Appel, the id 
man; Noyes, the patriarch ; Braceland, the 
witty, wise and puckish prognosticator; ” 
Gayle, the expediter ; Solomon, the genial 
man of iron ; and Gerty, the thinker. K- 

And there was yet one other of most” 
precious merit—one who never sought the © 
high office of President though he wielded” 
the influence of that degree and more, 
refer to Howard Potter. He was our first — 
Treasurer, from 1947 to 1954, and one who ` 
had faith in our program and our future, ~ 
a man who never doubted our solvency 
and a man dedicated to the principle that 4 
it is not the proper business of a professional © 
association to pile up treasures on this — 
earth, but to expend its resources wisely 
in service of mankind. ) 

I have also sat at the feet of Strecker, © 
Ruggles, Bowman, Hamilton and Bond, 
from all of whom I learned much. And 
there were all of the elder and not-so-elder- ` 
ly statesmen who have served as APA © 
Councilors over the years, and the vice 
Presidents and the Speakers of the Assem- ~ 
bly—all of them colleagues par excellence. 

We have competent persons to carry out — 
policies. I doubt if any association was 
ever more fortunate than we are in having ~ 
Dr. Walter Barton as our senior staff officer. 
An ex-President, he has long since provén j 
himself as a great leader in administration 
and public service. He is ably assisted by | 
Dr. Bartholomew Hogan, former Surgeon ~ 
General of the Navy, and other members ~ 
of the staff. It is this quality of staff comp! 
tence that frees the President and Counci 
from executive details and enables them to 
devote their time to serious contemplation — 
of the directions of American psychiatry and — 
the policies needed tô move along with j 
the times. EA y 

While the complete record of activities of 
the Association for. the year are reported 
by the Medical Director, several events 
occurred with which I,“ personally, was — 
closely identified, and which I must men- — 
tion since they concern the theme of my i 
address. ie. ee 

The first is the potential breakthrough i 
the financing of mental health services. - 
refer to the agreement in the automotive 4 
and agricultural implement industries to 
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Melvin Glasser of the UAW. 

There has also been initiated this year 
a movement to bring together the national 
psychiatric societies of all the countries of 
the Western Hemisphere for mutual assis- 
tance, exchange of ideas, promotion of 
training and research and other matters of 
common concern. We are now ready to 
organize the Inter-America Council of Psy- 
chiatric Associations; in fact, the action 
‘was ratified by our Council yesterday. 

This year has seen substantial but in- 
complete progress in eliminating the dis- 
crimination against mentally ill persons in 
the amendments to the Social Security Act 
which, since 1936, has consistently excluded 
mentally ill and tuberculous persons from 
‘its benefits. We did not get all we asked. 
But it is a start, and we will go forward 

` ‘next year toward complete elimination of 
the discriminations against the mentally ill 
‘and retarded. (Ed. note : the Senate agreed 
June 3.) 

My assignment when President-Elect as 
Chairman of the Reference Committee 
proved a most fruitful event of that year. 
“The distinguished Coordinating Chairmen, 


= Drs. Farnsworth, Rome and Greenblatt, 


engaged with me in most stimulating dis- 
course throughout the year on matters 
concerning how the Association could bet- 
_ ter position itself to meet the emerging 
needs of the profession. 
) Tt was because of the complex demands 
being made on.the Association, and our 
“lack of preparedness in knowing how to 
meet them, that we decided—the officers 
and the Councilors—to have a special 
three-day meeting last September at Airlie 
House in Warrenton, Va., at which we 
“considered a single question: IS THE 
AMERICAN PSYCHIATRIC ASSOCIA- 
TION ORGANIZED TO PLAY ITS AP- 
PROPRIATE ROLE IN DEALING WITH 
EXISTING PROBLEMS AND PRES- 
SURES WHICH CONFRONT THE PRO- 
FESSION OF PSYCHIATRY AS A 
WHOLE, AND, IF NOT, WHAT 
CHANGES ARE INDICATED? 
- Out of that “think tank” session came 


. 


more than 30 specific propositions having 
to do with the role, the responsibilities 
and the mechanisms of our Association. A ~ 
few of the propositions have already been — 
approved and put into effect. A few have ~ 
been rejected. Many others continue to be ; 
the subject of sustained debate. Suffice it 
now to say that, in my opinion, the Airlie — 
House meeting was probably the most ~ 
significant historical event in the history of 
our Association since its founding in 1844. 

Whatever final form the propositions 
emanating from the Airlie House meeting — 
may take, there can be no question but — 
that they added up to a consensus that 
the Association must move towards a de- | 
lineation of a social objective appropriate ~ 
to a broad interpretation of its professional — 
and scientific objectives. As we deliberated 
there, ever present in our mind’s eye was 
that foreboding iceberg of national need 
for adequate treatment and care for all 
people. But there is always the unseen 
part of the iceberg—the poor and deprived, 
our Negro and Spanish American friends~ 
in short, the great masses who have had ` 
precious little share in our triumphs. 

Problems of understanding and rational 
treatment processes for mental conditions 
are only partially solved, as Karl Menninger 
has indicated(3). My almost obsessional 
concern and constant speaking out this — 
year on “The World Around Us” is shared’ 
by all of us, I believe. 

There has been an explosion of know- 
ledge. The advance of science is exciting, 
almost unbelieveable and, I am beginning 
to realize, also frightening in its bombard- 
ment of our senses. 

The population explosion has a most 
threatening aspect. Totally aside from ~ 
shortages of food and geographical space, ~ 
I am immediately concerned by the in- 
creasing numbers of children and young 
adults with emotional disturbances, by 
school drop-outs and delinquency, by the 
effect of these problems on future respon- 
sible and productive adults. 

Signs of distress are all around us: 
violence, hate, crime, alcoholism, suicide. 
A disturbing fact in the causation of mental 
illness and of these stressful situations is 
that they are almost all connected with 
deep, underlying social problems that defy 
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‘easy solution. There is no immunity for 
‘mental disorders, in the simple, easy way 
one wards off typhoid fever. 

There may, however, be something just 
as “magical” in the way we reduce 
symptomatology by means of the psycho- 
pharmacology of the day. Particularly 
treacherous is the “magic” of lysergic acid 
‘compounds which heighten the suggesti- 
bility of the subject, causing the hardest- 
thinking scientist to believe in Santa Claus, 
as it were. There are some who sincerely 
believe that one dose may change one’s 
personality profoundly, or that the drug 
frees the way for other therapeutic meth- 
ods to take effect. 

There is the problem of urbanization and 
its effect on health and human adjust- 
ment: the threat of megalopolis. The other 
side of the coin is that rural areas are being 

"further depleted of their manpower. There 
_ is the exciting promise and threat of auto- 
~ mation, leading to the “overproduction” of 
leisure time and calling for more money 
to spend, more control and restraint in 
behavior, and the decreasing use of un- 
skilled labor. What of the marginal man 
who cannot be trained? And the slow 
learner, who is barely able to compete in 
the labor market ? 

These are serious matters. They represent 

“problems of adjustment and adaptation. 
' Surely we in psychiatry have a responsi- 
bility, along with some interests and skills, 
that can be applied as we join other 
like-minded people in solving these prob- 
lems. 
What can we say of physical science in 
_ “The World Around Us?” Ritchie Calder, 
_ outlining “A European View of American 
- Science,” observes : 


"In a single generation the Atomic Age has 
merged into the Space Age and is moving 
rapidly into the Nucleic Acid Age. Man has 
nearly unlocked the secret of matter and al- 
ready released it as nuclear energy; he has 
burst the gravitational fences of the Earth, and 
in the study of molecular biology is probing the 
secrets of life itself with implications as great 
or greater than either the atom or space. By 
jet and rocket he has diminished distance and 
miniaturized the planet. . . . This juggling with 
the clock of scientific progress is as though 
Harvey had discoursed with Aristotle; as 


| 


though Einstein had exchanged reprints 
Newton; as though Watt had met Archin 
at a seminar; or as though Pasteur had 
sulted Rhases, the Lute Player, who, in 
900 hung pieces of fresh meat around Bag 
and, where the meat putrefied least, built t 
Caliph’s capital (4). 


Let us look at the social sciences. 
Benjamin Franklin said in 1870 : 


The rapid progress true science now 
occasions my regretting some times I was b 
too soon, It is impossible to imagine the hei 
to which may be carried in a thousand 
the power of man over matter . . . Oh, 
moral science were in as fair a way 0 
provement, that men would cease to be wol 
to one another, and that human beings wo 
at length learn what they now improperly 
humanity ! 


In 1964 the Explorers Club, devoted 
physical science and geography, said: j 


The startling—and frightening—fact is the ral 
at which man’s technology creates fearan 
new problems which he cannot solve. Medici 
and public health are doubling human popu} 
tions every few years, and soon we won't ki 
where the food is coming from. The need 
more room on earth increases tensions betwee 
peoples, and we don’t know how to rel 
them short of war. Nuclear science has mi 
the bomb—an instrument of possible total d 
—and we don’t know how to keep it oui 
the hands of irresponsibles. We live in a 
so lacking in the understanding of social 
human problems that gentle solutions are 
remotely in sight. So we spend much of 
energies, and use a large part of our mir 
lous technological skills, making bombs 
navies and air forces that could one day 
it all for us(5). y 


The image that Berelson and Ste 
draw of Behavioral Man is a troub 
one. They note that while on the evoluti 
ary scale he is far removed from his a 
origins and has created great skills for le 
ing and shaping his environment, in his 
tions with others, behavioral man “i 


himself as well as others.” They conclu 


For the truth is, apparently, that no matter: 
successful man becomes in dealing with 
problems, he still finds it hard to live in 
real world, undiluted; to see what one 

is, to hear what others really think of on 


1965 
face the conflicts and threats really present, or, 
for that matter, the bare human feelings. Ani- 
mals adjust to their environment more or less 


on its terms; man maneuvers his world to suit 
himself, within far broader limits(6). 


The Vanderbilt Alumnus of March, 1965, 
brings in the deficiencies in the humanities : 


“Today, examining Western Man and men, 
many of them are profoundly troubled by 
what they see; an evident disregard, or 
at best a deep devaluation, of the things 
that refine and dignify and give meaning 
and heart to our humanity.” 

Perhaps because I am in my seventh 
decade, or because I am weary, or because 
the years have given me an added dimen- 
sion fed by many observations in many 
places, or perhaps because like the pro- 
__ phetsaid, our young men will dream dreams 
and our old men see visions, I am more 
and more anxious to see my associates 

‘and myself live up to the challenges of 
our time. I would have us reach out and 
| hold on to some of our youthful spon- 
~‘taneity, touch the solid ground of reality 
and renew our strength, find some common 
ground between the exuberance of youth 
and the wisdom of experience. 

Perhaps the future looks darker to me 
than to many of you, but there seems to 
me a mass of evidence that is more real 
than fantasy; that we are in the shadow 
of a serious threat to future satisfactions ; 
that it will take more effort and skill than 
we are likely to produce unless we make 
a mighty effort, unless we develop more 
resources, hang on to and retain our past 
skills and add to them; unless we, in 
essence, find the way to increase the total 
of applicable wisdom and the will to apply 
it. 


All is not lost. There is always hope. 
But I would seek deepest anaesthesia rather 
than a blind faith that the future will 
take care of itself. We see much move- 
ment about us, much of it in constructive 

directions. But I fear that we will become 

fired and discouraged; that our ennui 
will trap us into the fantasy of a bright new 
world, the real quality of which is made 

drab by compromise with excellence, a 

world offering quantity to all and none of 

it of first quality; that we might slide 
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into obsolescence. I do not fear fall 
I fear mediocrity. 


THE NOVALESCENT MAN 


I suggest that the antithesis of the 
lescent man will be distinguished by rë 
dedication to excellence, to the | for 
creativity and by conscious effort toward: 
renewal. In search of a word I present to 
you the concept of Novalescent Man 
of novalescent organization and a no 
cent system of direct service to the mei 
ill. - 


l. EXCELLENCE 
The first quality of the Novalescent M 
is a rededication to excellence. If youth 
the age of idealism, one of the pui 
and justifications for renewal is to rej 
some of that idealism and direct it to the ~ 
highest standards of excellence in all i 
manifestations. oy 
Professionally, we give much thought to 
setting standards, creating qualificatio 
and meeting objectives. But I suspect 
tend to change our priority system under 
the pressure of demands, the urge to ex- 
pansion, the impulse to be all things to 
all people. We grow weary. We seek short 
cuts. We explain the poorly done job, 
we compromise on quality in the nee 
to get through the day and move on. 
I confess these pressures have, in 
affected me this way. It has posed a 
dilemma for me: to do more, sacrih 
some quality, or to do less but insist ‘ 
what is done is well done, We must care 


John 
made the following observations : 
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Duke’s response was vigorous and to the 
point. “So he is a fool, and a damned fool, 
but he can take Rangoon.” 

In the intellectual field alone there are many 
kinds of excellence. There is the kind of 
intellectual activity that leads to a new theory, 
and the kind that leads to a new machine. 
There is the mind that finds its most effective 
_ expression in teaching and the mind that is 
most at home in research. There is the mind 
that works best in quantitative terms, and 
the mind that luxuriates in poetic imagery. 
_ And there is excellence in art, in music, 


R, 
l in craftsmanship, in human relations, in techni- 


cal work, in leadership, in parental responsi- 
bilities. 

Some kinds of excellence can be fostered by 
the educational system, and others must be 
fostered outside the educational system. Some 
‘Kinds—e.g., managerial—may lead to worldly 
‘success, and others—e.g., compassion—may not. 
There are types of excellence that involve 


y: 


Diets something well and types that involve 


__ being a certain kind of person. There are kinds 
_ of excellence so subjective that the world can- 
‘not even observe much less appraise them. 
_ Montaigne wrote, “It is not only for an exterior 
show or ostentation that our soul must play 
her part, but inwardly within ourselves, where 
no eyes shine but ours . . . ” 
-Taking the whole span of history and litera- 
tūre, the images of excellence are amply 
varied : Confucius teaching the feudal lords to 
govern wisely . . . Leonidas defending the 
_ pass at Thermopylae . . . Saint Francis preach- 
ing to the birds at Alviano . . . Lincoln 
writing the second inaugural “with malice 
toward none” . . . Mozart composing his 
first oratorio at the age of eleven . . . Galileo 
dropping weights from the Tower of Pisa . . . 
Emily Dickinson jotting her “letters to the 
world” on scraps of paper . . . Jesus saying, 
= “Father, forgive them; for they know not what 
‘they do” . . . Florence Nightingale nursing 
; the wounded at Balaclava . . . Eli Whitney 
_ pioneering the manufacture of interchangeable 
= parts... Ruth saying to Naomi, “Thy people 
_ shall be my people...” 
4 In our own society one does not need to 
= search far for an idea of great vitality and 
power which can and should serve the cause 
of excellence. It is our well-established ideal 
of individual fulfillment. This ideal is im- 
_ plicit in our convictions concerning the worth 
of the individual. It' undergirds our belief in 
_ equality of opportunity. It is expressed in our 
conviction that every individual should be 
enabled to achieve the best that is in him. . . . 
Standards are contagious. They spread 
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throughout an organization, a group or a- 
society. If an organization or group cherishes 
high standards, the behavior of individuals who 
enter it is inevitably influenced. Similarly, if ` 
slovenliness infects a society, it is not easy for 
any member of that society to remain unin- 
fluenced in his own behavior. With that grim 
fact in mind, one is bound to look with appre- 
hension on many segments of our national — 
life in which slovenliness has attacked like 
dry rot, eating away the solid timber. ... — 

Equally perplexing are the problems of mo- 
tivation which emerge in adult life. These 
problems are not discontinuous with those of | 
childhood—indeed, they may have the same ~ 
roots—but they manifest themselves in different | 
forms. We know a good deal about the things ` 
men work for—love, security, status, money, 
power and the like—and we know something ~ 
about the crises of middle age brought on by 
early commitment to values too shallow to 
endure for a lifetime. But we know all too 
little about the remarkable differences in moti- 
vation which exist between one man and 
another. Why do some individuals come to 
defeat early and live out their lives in resigna- ~~ 
tion, while others seem capable of endless 
renewal, rising from defeat, learning and ` 
growing, constantly discovering new resources 
of energy and spirit ?(7). 


Excellence implies more than compe- 
tence. It implies a striving for the highest 
standards in every phase of life. We need 
individual excellence in all its forms—in 4 
every kind of creative endeavor, in political — 
life, education, industry—in short, univer- — 
sally. 

But we are just beginning to understand 
that our society, and our profession, must 
set their own goals and be their own 
taskmaster if we are to achieve excellence 
in the form of a truly great society. This is - 
the pact that we must make with our- 
selves. 

We should also have a healthy skepti- ` 
cism. Speaking on “The Fifth Estate in 
the Seventh Decade,” Dr. Paul Gross said : 
“The imaginative and original mind need 
not be overawed by the imposing body 
of present knowledge or by the coiplex 
and costly paraphernalia which today sur- 
round much of scientific activity. The 
great shortage in science now is not Op- 
portunity, manpower, money, or laboratory 
space. What is really needed is more of 
that healthy skepticism which generates the 
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key idea—the liberating concept” (8). 


We must avoid what Sir James Barrett 
has named “neophobia’—a strange yet 
ubiquitous disorder in which “mankind is 
afraid of the new.” And we must carefully 
circumnavigate the treacherous lure of 
sectarianism, described by Yochelson as 
“that human state characterized by an ex- 
cessive devotion or zeal for a particular 
belief.” 


2, CREATIVITY 


The achievement of excellence in psy- 
chiatry and related fields is a difficult 
matter. We must have new growth, new 
ideas, new approaches, and they must 
include a broad spectrum of medical and 
social sciences with the leavening influence 
of the humanities. How else can we solve 
the clinical problems of delivery of services 
to all people and produce sufficient know- 
ledge, personnel, financing, back-up com- 
munity services? How can we develop 
informed and supportive publics—the tools 
of our trade? 

The second characteristic of Novalescent 
Man and his institutions is, therefore, 
creativity. 

The word “creativity” is of recent origin. 
There is little common agreement about the 
source, but the need for such a word. is 
unquestioned. We must achieve further ad- 
vances, we must generate creativity in our- 
selves, our young, in our organization and 
our institutions. While I have no blueprint 
for solutions, I offer some materials. 

Golann has called attention to the “di- 
yersity of interests, motives, and approaches 
among many investigators. Creativity has 
been viewed as a normally distributed 
trait, an aptitude trait, an intrapsychic 
process, and as a style of life. It has been 


. described as that which is seen in all chil- 


dren, but few adults. It has been de- 
scribed as that which leads to innovation 
in science, performance in fine arts, or 
new thoughts. Creativity has been de- 
scribed as related to, or equatable with 
intelligence, productivity, positive mental 
health, and originality. It has been de- 
scribed as being caused by self-actualiza- 


‘tion and by sublimation and restitution 


of destructive impulses. Clearly, there is a 
need for organization and integration with- 


in the psychological study of creativity” (9) 

Burt gives us some perspective. Histori- 
cally, he notes(10), the gift of creativity 
has been venerated almost as if it were — 
divine. Prometheus, fire-maker, Vulcan, 
the smith, Hermes, creator of writing, © 
Aesculapius, medicine-man, were members 
of the Pantheon. When ordinary men were — 
recognized as geniuses, they were often 
regarded as congenital sports or members 
of a rare anthropological species. Some 
said a genius was nothing but an unbal- 
anced pathological freak and after all, who 
could be more original than a lunatic, and — 
what is more imaginative than a dream ; 
perhaps the so-called genius is just a sleep- 
walker whose dreams hit upon the truth. 

Various theories have been developed. 
Sir Francis Galton “proved” that the 
most important element in genius was sim- 
ply an exceptionally high degree of all 
around mental capacity, general intelli- 
gence. He later mentioned special aptitudes 
such as fluency, receptivity, intuition or 
insight which William James called sagac- 
ity and T. S. Elliot a sense of fact—char- 
acteristics that were said to distinguish the 
useful inventiveness of the genius from 
the useless fancies of the eccentric and 
crank, McDougall defined a fourth and still 
more elusive characteristic as productive ~ 
or deviant association and finally all agreed, — 
there must be a motivational ingredient ~ 
described as zeal. 

Certain debunkers have suggested that 
it is not the gifted individual but the spirit 
of the age and contemporary trends in — 


society that deserve the credit for ac- — 
cumulative achievements, Thus had 
Copernicus, Kepler or Newton been vic- 


tims of the plague or if William Shake- 
speare, like his elder sister, had died in the 
cradle, others would have risen to produce 
their scientific and literary achievements: 
The psychoanalytic literature, summar- — 
ized by Giovacchini(11), records observa- 
tions rather than studies in depth on 
the personality of creative persons. Freud, 
Stekel, Rank, Sachs and Lee focus on 
sublimation as a form of creativity. Klein 
and Sharpe note that significant emotional 
figures who had been destroyed in fantasy 
were unconsciously restored by the crea- — 
tive process. Lee feels that creativity is 


part of a healing process following a de- 
pression. Beres believes that something 
creative occurs in the psychoanalytic rela- 
_ tionship. ; 
_ In general, the tendency is to place 
creativity in the area of ego function. 
Giovacchini notes that the scientist is able 
to refine a crude idea or a disturbing ques- 
tion into a hypothesis which, through the 
use of special techniques of observation 
_ and mathematical manipulation, he is able 
_ to test and formulate into something new. 
Kris discusses the phase of inspiration and 
_ the phase of elaboration. Greenacre be- 
_ lieves that creativity is a special capacity 
which occurs under certain conditions but 
she adds, “creativity is a gift from the 
- Gods,” and Ghiselin states “Even to the 
= creator himself, the earliest effort may seem 
_ to involve a commerce with disorder. The 
_ first need, therefore, is to transcend the 
_ old order. New light comes from the out- 
side; therefore, in order to invent one must 
deal with the indeterminant within himself 
or certain ill-defined impulses which seem 
_ to be the very texture of the ungoverned 
_ fullness which John Livingston Loews calls 
‘the surging chaos of the unexpressed.’” 
Nearly every researcher indicates that 
factors of an unconscious nature are im- 
portant, although conscious calculation is 
also stressed. But Chekhov forcibly fights 
"any major emphasis on the unconscious. 
an artist boasted to me of having 
written a story without a previously settled 
~ design, but by inspiration, I shall call him 
lunatic.” 
Lehrman believes that creativity is de- 
rived primarily from the process of induc- 
tive reasoning in which one generalization 
is made from several specific data(12). 
Albert Szent-Gyorgyi, at the First World 
Congress of Psychiatry in Montreal, spoke 
on scientific creativity(13). He attributed 
the large number of artists and scientists 
which his native Hungary had produced 
= to the status of these people, for, he not- 
ed, the outstanding scientist had a higher 
=~ standing in the public mind than an out- 
standing business man, executive or politi- 
cian, His own experience indicates that he 
was motivated to think of his problems day 
and night and that he usually got the 
answer to his problems ready-made at the 


moment he awakened. Asked where he 
got his tremendous drive, Szent-Gyorgy 
replied ; “I do not know.” He says, “posin 
a good problem, asking a good question i 
already half the work, the bigger, the 
more fundamental the problem, the bet 
ter, but this has strong limits and too big” 
a problem is no good either.” His philoso- 
phy relating to new ideas is illustrated by 
his experience with fishing at Woods Hole, 
He said : “I always used an enormous hook 
I was convinced that I would catch nothi 
anyway and I thought it much more excitin; 
not to catch a big fish than not to catch a 
small one. I have since reduced the size 
of my hook and I am catching more fish.” 7 
In the same symposium, Lord Adrian(14) 
was less subjective and stated flatly : “New 
ideas in science are induced by new d 
coveries, and at the present time it see 
to me that the most potent factor in promot 
ing new discoveries has been the introduci 
tion of some new technique, some new tool 
which can be used for exploring natural) 
phenomena.” 
Richie Calder in The Great Ideas of 
has commented : 


Today 


It is said the contemporary acceleration of 
scientific discovery has been due to the “feed” 
back” of technology and the final emancipation” 
of science from the thralldom of pure theory. 
This thralldom was expressed in Plutarch's 
description of Plato’s attitude to Eudoxus and 
Archytas when, by experiments and recourse to” 
instruments, they solved problems which the 
theorists considered insoluble. . . . 
The enthronement of theory over practice 
continued to tyrannize Western thinking. 
There were rebels against this intellectual” 
convention like Roger Bacon, William of Oc” 
cam, Paracelsus, Leonardo, and Galileo, wh 
invoked the eye as well as the inward bi 
and insisted upon experimental evidence. The! 
was Francis Bacon who, in the early seven-1 
teenth century, laid the foundations of modern 1 
scientific inquiry; there were the Royal Socie 
of London and the Paris Academy in the” 
1660's which were concerned, in their original 
inquiries, with mundane things, like the mam 
ing of soil or acids for cultivation; but t 
breakthrough came with what A. N. Whi 
head called “the greatest invention of 
nineteenth century . . . the invention of the 
method of invention.” . . . The inventor, as GS" 
tinct from the seeker after original truth 
became the archetype of the “American si 
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tist” in the nineteenth century. This was entire- 
ly natural in a developing country where 
practical needs had first to be served (15). 


There is creativeness in Whitehorn’s idea 
of “evocative leadership” (16). 

Koestler in his Act of Creation(17) is 
engaged in presenting a new hypothesis. 
He has formulated his theories around 
three major human qualities. These are wit 
or the sense of humor, sagacity or scientific 
wisdom and art in all of its forms. He 
holds that creativity is by no means a 
peculiarly human gift. It is merely the 
highest manifestation of a phenomenon 
which is discernible at each successive level 

of the evolutionary hierarchy, from the 
"simplest one-celled organism and the ferti- 
lized egg to the adult man and the 
highest human genius. It is, to adopt his 
hraseology, an “actualization of surplus 

p tentials”—of capacities, that is to say, 
hich are untapped or dormant under 
dinary conditions, but which, when the 


"ited by animals and man. At every stage, 
he maintains, much the same homologue 
principles, derived from the hierarchical 
“nature of the basic part-whole relation, 
` can be seen to operate. 
_ Burt, in his foreward to Koestler’s 
book, comments; “The outcome is a wide 
and an entirely novel synthesis, and Mr. 
Koestlers book will at once take its place 
as a Classic among recent contributions to 
the science of the human mind.” I recom- 
mend this book as a source of new informa- 
tion and rich, stimulating ideas. 
Lord Adrian gives us a comforting 
thought(14) : that great advances can be 
_ madé without a particular kind of origi- 
nality, although originality is certainly 
needed and someone must break away 
from the pattern of thought set up by a 
great leader and respected too long by his 
loyal followers. We are all training our 
‘oung men to distrust their elders, and 


human nature will assist them to 

So will the facts they may find, 
look hard enough. Indeed, fo: 
science nowadays, the capacity for 
pains is at least as important as the 1 
conventional approach, and that gives 
all a chance, for at least we can exe! l 
selves. 

We do not yet know the genes 
creativity. We cannot reconstruct our 
genes, but we might find some m 
selecting as our successors those wh 
creative. Since we can assume that muc! 
this quality is lying dormant in our s 
dents and in ourselves, we should se 
ways to encourage the expression of er 
tive urges; we can conserve and perhap 
increase our creativity by reversing th 
tendency to become stagnant, lazy 
satisfied. 

Finally, I put forward the suggestion tha 
facing up to a moment of truth may 
“actualize surplus potential” (Koestler 
phrase) and bring out hidden creative 

. WE 
pression. I have long placed confidence in 
the “inspiration of necessity” which yo 
recognize as a twist of the well 
“necessity is the mother of invention. 
can often do more at the last minute—e: 
adrenalin must help here—and I count í 
its 
Joel 


us, 
you know a rabbit can't climb a tree.” 
The old man replied, “Lor’, honey, that 


rabbit was ‘bleeged to climb that tree. 


What can we say of the third at 
of the Novalescent Man—his capacity 
self-renewal and innovation ? see A t 

John Gardner, in his book, Self-Renewa 
(18), notes : š 


We are witnessing changes so profound 

far-reaching that the mind can hardly gré 
all the implications. With respect to most 
these events—space exploration is the specta! 


lar example—we are not just passive obser 
but are helping to produce the change: 
is a story of dynamism, not dete: 
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We are beginning to understand the processes 
_ of growth and decline in societies. We under- 
stand better than ever before how and why 
an aging society loses its adaptiveness and 
5 stifles creativity in its members. And we are 
beginning to comprehend the conditions under 
which a society may renew itself. . . . 
~- If a society hopes to achieve renewal, it 
wl have to be a hospitable environment for 
_ creative men and women. It will also have to 
produce men and women with the capacity 
_ for self-renewal. 


I must confess at this point to a certain 
_ introspective curiosity about my interest 
h the subject of Novalescent Man and 
his capacity for renewal in particular. 
_ Certainly, in my life I have experienced 
_ this sense of renewal more than once. For 
example, you may recall that in the APA 
_ Newsletter in 1959, after going to Cali- 
_ fornia, I wrote: “If anyone wants to be- 
come younger and get a new interest in 
life, let him, after he is 60, pull up his roots 
and depart his home for a new milieu 
3,000 miles away. Take a job that offers 
_a wholly new set of challenges and work 
_ ten times harder than before.” I did that 
_ and I became young again. 
= It is perhaps symbolic that my personal 
_ book-plate contains a drawing of an oriental 
bathtub which has two Chinese characters 
pyinted on its side, “Zuh,” meaning day, 
and “Shin,” meaning new. It all came about 
in 1919 when I had returned to China to 
teach school. My scholarly Chinese mentors 
there suggested that I should give up my 
childhood name and take a new one as 
_befitted my personality and my new status 
as teacher and scholar. I asked them for 
a suggestion and, after consulting the 
Analects of Confucius, they told the story 
of the emperor who, travelling in a foreign 
land, found the people revelling in daily 
bathing with great refreshment and pleas- 
ure. When the emperor returned home he 
_ constructed a jade bathtub with running 
_ water and the words “Zuh Shin” carved 
on the side meaning “renewed daily.” And 
that was the name my Chinese scholar 
friends thought I should have. 

_ Be that as it may, we in psychiatry speak 
often of maturity as the great objective 
of youthful growth. Maturation in nature 

is the next step to the beginning of decay. 
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Ripe fruit is soon over-ripe. We do not 
know how to reverse the process, but — 
we do find examples of reversal in man, 
Sometimes by unwanted tragedy or new — 
responsibilities, or by sudden vision of a 
different and new world, man receives — 
new motivation and outlook. Bucke, Presi- 
dent of the APA in 1900, believed all highly 
successful people experienced something — 
which he described in his book Cosmic 
Consciousness( 19). We know that religious 
conversion does something. Some feel that 
existential analysis has imparted to Freud- ` 
ian principles a new vista into a brave new — 
world, one more personal than Huxley's 
use of the term. LSD, in the minds of — 
some, may be such a catalyst. 

We hear constant references to the 
awareness of children, the innovations 
which youth seeks, the capacity to dream | 
in the young, idolization and idealism, — 
daring, courage, devotion to action—all 
found in youth. 

The word adolescent means “preparing 
to be an adult,” and we have here some 
sense of the importance of this period, for 
the youth is leaving his daring explorations 
and is about to enter a far more circum- — 
scribed adult responsibility. ; 

It is the rare adult who breaks out of 
the closed system into which he enters, 
seemingly of his own free will, on the road 
to maturation. But there are those who do 
and can testify to the value of retaining the 
essence of youth’s quality. I submit that 
Novalescent Man must find new ways of 
bypassing the prison and the closed systems 
which would trap him at every turn in | 
his journey through life. 5 


CONCLUSION : THE PSYCHIATRIST AS PRO- 
TOTYPE OF NOVALESCENT MAN 


To sum up, I have sought to share with 
you my sense of awe and vague apprehen- 
sion as I view the world about us, At the 
worst, it seems to me that we verge on @ 
society out of control. At the best, un- 
dreamed of satisfaction for all. P 

I have postulated, in effect, that man is 
faced with the stark necessity of a qualita- 
tive change in his nature if he is to survive 
his own ingenuity: When I speak of qualita- 
tive change I do not have in mind, manifest- 
ly, a biological mutation, but rather a | 
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functional change based on our present 
biological endowment and brought about 
through an act of will. 

Finally, I have contrasted obsolescence 
and its characteristics with novalescence— 
the one giving in to despair, growing 
tired, settling for a future that will take care 
of itself, harboring a distaste for the new, 
comforted by quantity at the expense of 
quality, unable to experience a sense of 
renewal or to recapitulate youth’s zeal in 
a new problem context, and the other 
generating a capacity for creativity, innova- 
tion and self-renewal in the never-ending 
pursuit of excellence. I have elaborated at 
some length on the attributes of the 
Novalescent Man and the qualities he must 
have to lead us to a more promising land. 

I speak not only to psychiatrists, of 
course. But I speak most especially to 
psychiatrists, and justly so, I venture, be- 
cause it is they who have been in the 
vanguard of those who would master the 
science of behavior, and if they are true to 
their calling, it behooves them to be in the 
vanguard of those who would help to 
bring it under control. 

Look, for example, to our state hospital 
systems. They grow better, to be sure, and 
we may take pride in modest gain. But 
the novalescence I speak of—the dedica- 
tion to excellence, the creativity, the sense 
of renewal—does not lie in continuing in the 
old way to build more mental hospital beds, 
hiring more people to do the same kind 
of work they have always done. The build- 
ings and the beds may be shiny and new, 
but the instrumentality is obsolete. The 
Novalescent Man in hospitals, state pro- 
grams, legislatures and the governor's office 
will do better, and we will see the signs 
of this leadership reflected in the many 
modalities of modern psychiatry, including 
a shift to the medical model of delivery 
of services and the public health model 
in prevention and positive mental health. 

We have been loud in our shouts of alarm 
about ‘the manpower shortage in our field 
and quick, publicly, to espouse the need 
for more medical schools, for more appeal- 
ing recruitment campaigns, and vastly ex- 
tended training programs to reproduce our 
kind. We are comfortable with the thought 
of reproducing more of our kind. But what 


of other kinds ? Do we not grow ill at eas 
when we contemplate the possibility that 
we might redefine our own roles and call 
in others less highly trained but competent 
to carry out many of the functions which r 
we have thus far reserved to ourselves ? j 

Psychiatry and its related sciences have kg 
opened vast new vistas to the exploration of 
behavior—in control and out of control. 
While our findings may reflect a disconcer- 
ting lack of precision and an uncertainty 
as to their specific applicability and ef- 
fectiveness, I submit to you that they are 
sufficiently prescient that society ignores — 
them at its peril. Yet it is the exceptional 
among us who raise great hue and cry in 
support of social measures to combat 
poverty and deprivation and reinforce those 
community agencies which deal with the 
very stress that engenders the clinical load 
weighing so heavily on our shoulders. Still, 
there are Novalescent Men among us. 

As for our Association as a whole, it has 
more than once shown a capacity for crea- 
tive self-renewal. Our founding fathers, — 
the innovators of moral treatment, were F 
shining examples of creativity in their day. — 
But then we slept for the better part of 
a century, reawakening only under the im- 
pact of World War II. But we did — 
reawaken, as I have indicated. And now, — 
just this past year, with our Airlie Housg — 
meeting as the evidence, we show promise q 
of a renewed dedication to excellence, ~ 
creativity, and _ self-renewal—to novales- — 


cence, 
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ON NOVALESCENCE: A RESPONSE TO THE PRESIDENTIAL 
ADDRESS OF DR. DANIEL BLAIN? 


HOWARD P. ROME, M.D? 


It is quite fitting that Dr. Blain, whose 
rich and varied personal and professional 
life has kept him on the leading edge of 
change, should choose as the subject of his 
presidential address to this Association an 
inquiry into the dynamics of the spur which 
urges us to find and explore new vistas in 
our roles as men and women, as profession- 

‘als concerned with the vagaries of human 
behavior and as members of an Association 
which has furnished a forum for discussions 
of these drives for the past hundred and 
twenty-one years. 

He has given us a brief glimpse of his 
colorful background. I would like to add 
yet another view to his Proustian sketch 
of times-past which, as he has said, have 
been links in a mosaic of significant in- 
fluence. 

We were in the throes of an earlier war— 
too few struggling with the care of too 
= many who had gone through too much. 
-~ January 23, 1943, was the nadir of that 
= winter of discontent. The nation was un- 
_ prepared in every way for the corrosive 
_ experiences which were encountered on the 
myriad islands of the Pacific and the 
hazardous passages of the North Atlantic. 
‘And it suffered from much more than the 
abuse of distance. 

i Surgeon Daniel Blain, then Director, 
United States Public Health Service, in col- 
is laboration with the United Seamen's 
' Service and the War Shipping Administra- 
_ tion, convened a conference in this city at 
the Academy of Medicine. It was a memo- 
rable occasion. There were assembled rep- 
resentatives of all the Armed Services as 
well as others of our allied forces. We had 
come to discuss the psychiatric crises of 
that day and the programmatic innovations 
which ‘had been devised to cope with them. 


"ie Read at the 12lst annual meeting of The 
| American Psychiatric Association, New York, N. Y., 
May 3-7, 1965. 
Senior Consultant, Section of Psychiatry, Mayo 
Clinic, Rochester, Minn.; President, American 
chiatric Association, 1965-66. 


Our observations were shared with a d 
tinguished panel of this Association's mem- 
bership(1). 

Dr. Edward A. Strecker, 


juste, Dr. Strecker observed that 
trary to general opinion, psychiatris 
very practical fellows . . .”(2). He s 
presciently of the “most important contri 
tion to the psychiatry of the war, | 
establishment of rest houses in an informal 
setting . . . without the atmosphere of a 
hospital.” Dr. Strecker, although he did 
not use the term, went on to describe 
therapeutic advantages of what is now 
called community psychiatry. The focus of 
the discussion was upon the merchant sę 
man casualties. Dr. Blain’s missionary 
had recognized in their disadvantag 
plight the common lot of all disenfranchised 
psychiatric casualties. 

That effort to draw attention to 
quintessence of a mass problem is typi 
of Dr. Blain’s indefatigable efforts evef 
since, For example, four years after that 
time, shortly after becoming our first full- 
time Medical Director, he organized 
first Mental Hospital Institute. When 
was asked why a Mental Hospital Inst 
tute, he plainly stated: “The APA i 
doing nothing for the mental hospitals of 
the country”(3). Moreover, he saw the his- 
torical relevance of this Association’s s 
sorship of that Institute to the purpose of 
the Association of Medical Superintende 
of American Institutions for the Insa 
which was founded in Philadelphia in 
It was said of us at our centenary that 
were “the only national medical bo 


the vicissitudes of all of the years 
century” (4). UN 

Psychiatrists value symbols as clues to 
their practical insights. We are convince 
that in the sum of those small things o 
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RESPONSE TO PRESIDENTIAL ADDRESS 


centenary emblem of the Association ap- 


" pears on the title page of the historical vol- 


ume One Hundred Years of American Psy- 


_ chiatry. It symbolizes graphically the veil of 


isolation being lifted from the eyes of 
science, startled by social problems and 
public issues. This vision is novalescence 
personified. 

These vignettes and snippets of a distant 
and near past are auguries of our present 
and our future. Significantly, Dr. Blain’s 


_ personal idea of renewal is a dedication to 


excellence. His own creativity encompasses 
a social purview which is a proper study 
for psychiatry, expecially for a psychiatry 
attuned to the unmet needs of the mid- 


sixties of the twentieth century. When one 


compares his contributions with those of 
his illustrious predecessors, the Presidents 
of this Association, it is evident that he 
has enriched that historical lineage by a 
legacy of distinctive innovations. 

We find intriguing his invitation to view 
the world around us with a new look at 
the territories which lie beyond the domain 
of traditional psychiatric practice. Tra- 
ditional psychiatry has long claimed a 
legitimate patrilocal residence within the 
nuclear family of diagnostic and therapeutic 
medicine, the care of the sick patient. But 
even from the beginning, psychiatry’s status 
Among these peers has been questioned 
by some because it has been compelled to 
extend its role, its collateral affiliations and 
many of its functions beyond those preoc- 
cupied with diseased tissues and organs. 
Clinical psychiatry has had to expand its 
self-image, its practices and its expectations 
to accommodate the social and legal con- 
straints imposed upon its patients by the 
community. 

Consequently, with one foot planted in 
a metaphorical psyche and the other in 
the terra incognita of an unpredictable 
soma, it is small wonder that psychiatry’s 
station and gait have been called by some 
unstable and even ataxic. The toddling 
awkwardness of its moves to an under- 
standing of the human condition can be 
appreciated only if one sees that it trods 
the shifting grounds of changing ideas and 
values. 

Dr. Blain suggests that the far horizons 
of excellence and creativity are the only 


possible points of fixation which can lend 
a stability for the nonce to these lame, halt 
and blind falterings. In the past, philoso- 
phers and other social commentators, re- 
acting with a keen appreciation of the 
stumblings of the human condition, have 
made many of these same observations, 
However, there is a difference to be noted 
between their speculations and what Dr. 
Blain asks of us. They exhort us but the 
exhortation tends to be in the abstract— 
without tangible means, explicit guidance — 
and focused direction to effective action. 

The social revolutions in progress at 
present are the fulminations of a demand ` 
for action. On many fronts, one finally 
sees the toe-holds of salients in the long- 
stymied battles for political, civil and 
human rights. And the bitterly contested 
beginnings are present only because the 
stalemated issues at last have been force- 
fully moved into the arena of action. En- 
franchisement in principle has never opened ~ 
doors locked to the demeaned and forgotten 
psychiatric patient. Therapeutic efforts de- 
signed to achieve a more congenial con- 
gruence with reality if they are undertaken ~ 
in a social vacuum remain at the level of 
empty words. Roseate pictures of compre- 
hensive community programs are chimeri- 
cal without the synthesizing impetus of 
action among the people involved. It is 
sterile scholasticism to teach and preach 
the value of retrospective inquiry without 
the accompaniment of tangible demon- 
stration in the here and now. Explanation 
without implementation, analysis without — 
synthesis, become little more that ritualized — 
irony, a grotesque mockery of what is in- 
tended to be a meliorative change. > 

Throughout the ten years of his steward- 
ship as-our Medical Director and through 
this past year as President, Dr. Blain has — 
essayed the role of a gad. He has prodded — 
national, state and local mental health pro- ` 
grams no less vigorously than he has — 
prodded us to see and do something about | 
the unmet needs in the world around us 
and within our own organization. His most ~ 
recent effort, the establishment of the first 
Inter-American Federation of Psychiatric 
Associations, is another witness to the — 
broad gauge of his purview. Obviously in 
his dictionary, psychiatry fills a semantic — 
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space that spreads far beyond the walls 
of the mental hospital, beyond the private 
practitioner’s office and even beyond its 
related professional formalisms, into the 
mainstream of social behavior. 

Participation in this expanded social 
action precludes the leisure, the comforts 
and even the fabled dispassion of the 
Academy which, myth would have us be- 
lieve, are the gratuities of the professional 
life. Sometimes even the mere espousal of 
such action is at the cost of one’s member- 
ship in those professional circles in which 
to act is to invite the label of reactionary. 
Thus, there is an inevitable struggle in- 
yolved in every effort to further the ob- 
jectives Dr. Blain commends. Inasmuch as 
their sponsors are innovators par excel- 
lence, they are disturbers of the peace 
since they strive to change the status quo. 
The label “disestablishmentarian” is an 
effective bar to many forums. And even 
when all else is equal, not all those who 
are theoretically sympathetic to this cause 
are prepared to act—to take the time from 
their own occupations to join the ranks, 
link arms and march off in new directions. 

Disappointment, frustration and sense of 
doing a big job alone frequently attend 
the early stages of these creative social 
efforts. It is only after the benefits are ob- 
vious and widely recognized that the 
accolade is awarded. The work of social 


- action is hard because the hypothetical 
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yield is most often nebulous. 

This is why motivation commitment—as 
Dr. Blain calls it, renewal—is an indispensa- 
ble ingredient. It implies the prerequisite of 
inner direction, the capacity to hew to an 
unswerving course despite the countervail- 
ing action of others. The internal gyroscopic 
stabilizers required for this come only from 
having weathered successfully those inter- 
locked developmental crises of earlier life. 

Creativity when it is the insistent expres- 
sion of a personal need appears to be a 
phenomenon of a different order. The basic 


_ idiosyticratic character of such creativity is 


not modified merely because incidentally 
others may happen to benefit. Creativity, — 
as defined by Koestler “the actualization of 
surplus potentials,” differs according to the 
expressed intent of its objectives. When it 
is addressed to planning for improvement — 
in the lot of one’s fellow men it has been 
accorded a paramount position throughout 
history. In the ethic of our ideology, it is 
the summum bonum. It has this enhanced 
status because its primary psychological re- 
quirement is that one first find and identify 
oneself, and after this personal emancipa- 
tion, attain the further capacity to identify 
empathically with others, without exploita- 
tive intent or personal aggrandizement. The 
Greeks had a work for this rare, creative 
power—agape. It can be transliterated as 
sublimated love ; love freed of its hedonistic _ 
motives. 

The oath Hippocrates required of his 
acolytes implies a dedication to this ob- — 
jective. The prayer which opens Benjamin 
Rush’s text and its literal and thematic 
recollection by Dr. Blain invoke us to this 
broad social commitment. Though such con- 
cerns may seem to some to be a far cry 
from the daily professional activities of a — 
clinical psychiatrist, Dr. Blain, through per- 
sonal example and this trenchant precept, 
has made it clear that this in fact is the 
tradition on which humanistic psychiatry 
has to base its practice. 
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_ The distinguished physician who has 
_ been President of the American Psychiatric 
_ Association for the past year is a member 


Hospital that the practice of treating psy- 
chiatric patients in a general hospital 
_ began, more than two centuries ago. Today 
We are trying to reinstate that tradition 
throughout the country as part of the 
community mental health movement to 
_ which Dr. Blain has always been commit- 
ted, 


This is the saga of a man of good will, 
of social conscience and devotion, of medi- 
cal and psychiatric skills, of kindness, of 
indefatigable energy, of willingness and 
pacity to try the new. He has been an 


spital Service and Institutes, the estab- 
ent of a national 
in Washington, 

tive press relations and the extension of 


j ty psychiatry, the further- 
ance of psychiatric education and the 

founding of the Joint Commission on Men- 
tal Illness and Health, 


To Dr. Blain himself, the following three 


areas of his work and participation have 


_ been a source of special satisfaction ; 

__1. The September 1964 “Airlie House” 
Conference of the Council of the American 
Psychiatric Association which considered 
the extent to which the Association is or- 
ganized and operated to meet the ongoing 
and emerging needs of the nation. While 
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recognizing that many problems, such as ; 

the population explosion, urbanization, autos s 
mation and outbreaks of violence and hate, 
extend beyond the immediate psychiatric T 
field into general medicine, sociology and 
anthropology, the Conference affirmed the 7 
responsibility of the Association in help- | | 
ing to solve the social problems pressing 
upon the nation. It reaffirmed that ways 
and means should be found to advance E 
community psychiatry and mental health 
in pursuance of the recommendations of — 
the Joint Commission on Mental Illness and 
Health, the essence of which was supported ` 
by President Kennedy in his message of — 
February 1963. 

2. The encouragement of the United | 
Automobile Workers to include in its cok | 
lective bargaining agreements adequate 4 
coverage of mental illness in its health 4 
insurance program. Dr. Blain established k 
contacts with Dr. Melvin Glasser, social — 
scientist and present head of the Social — 
Security Department of the United Auto- ’ 
mobile Workers, and participated in meet- 
ings with one of the top automobile com- 
panies of the country, with the U.A.W. 
and the national Blue Cross. The plan that — 
materialized from these negotiations merits : 
emulation throughout the land. 

3. Efforts in behalf of mentally ill pa- 
tients over 65, Social Security legislation 
and regulations since 1936 have always 
excluded mental patients, or most of them, 
from many benefits accorded others. Be- — 
cause of Dr. Blain’s leadership in calling 7 
public attention to this unfair discrimina- 
tion, there is, for the first time, hope that — 
it will be rooted out of our Social Security — 
system in the imminent future, i ', 

These are indeed great contributions to ` 
the mental health of our citizens, but the 
record of Dan Blain has other outstand- 
we entries. As head of the Merchan 

arine program in psychiatry in Worl 
War I, he ‘trades See for 
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emotionally disturbed seamen that reached 
out in new directions. Patterned to some 
extent on the treatment methods of Dr. 
Austen Riggs, at Stockbridge where Dr. 
Blain had worked and studied, it was a 
highly pressured program with great em- 
phasis on social rehabilitation, designed to 
get these victims of shipwrecked and 
torpedoed vessels back to sea quickly. He 
organized a volunteer corps to help, and 
part-time civilian physicians were used 
extensively. This was pioneer work in social 
psychiatry; it was social therapy, milieu 
therapy and the open door—in short, a 
program far ahead of the times. Dr. Blain 
was one of two reserve officers to achieve 
the rank of Captain in the United States 
Public Health Service, and the first psy- 
chiatrist certified by examination in the 
Public Health Service. 

Following World War I, Dr. Blain 
moved into the Veterans Administration as 
Chief of the Division of Psychiatry and 
Neurology. There he developed a forward- 
looking program under the leadership of 
Generals Hawley and Bradley. Forty-nine 
new mental hygiene clinics were estab- 
lished in two years, with 100,000 patients 
going through. The mental hospitals them- 
selves were improved in architecture, staf- 
fing and budgeting. Plans were developed 
for new psychiatric units in general hospi- 
tals, and new mental hospitals were con- 
structed. Perhaps the greatest contribution 
was made to the training programs. These 
were sponsored by medical schools and 
deans’ committees all over the United States. 
Dr. Blain was involved in the organization 
of the Menninger program and appointed 
Dr. Karl as administrator and head of the 
Winter Veterans Administration Hospital. 
Approximately 2,500 physicians partici- 

ted in the various VA psychiatric 
training programs. As of two years ago 15 
per cent of all practicing psychiatrists were 

= graduates of these programs. In psychol- 
_ ogy, a clinical training program was also 
- organized, producing over 2,500 trained 
clinical psychologists. 
FIRST APA MEDICAL DIRECTOR 

In 1948, after two and a half years at 

the Veterans Administration, Dr. Blain be- 
! came the first Medical Director of the 
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American Psychiatric Association, The fi 
thing he did was to establish better com- 
munication within the profession, specifi- 
cally by means of the Newsletter and the 
Mail Pouch. He paid the postage himself 
on the first couple of issues. There was no 
budget for it and Dr. Blain wrote out a 
personal check for $500. He was later 
reimbursed because the Mail Pouch soon 
began to pay for itself. During his ten-year — 
tenure as Medical Director, psychiatry 
expanded rapidly, as did many fields of 
activity of the Association. Dr. Blain spear- 
headed many of these changes. He gave ~ 
unstintingly of his experience and help to 
the various Presidents elected for one year 
during his directorship. He got the Associa- 
tion off the ground so that it is now a vital 
force in our professional life. Impro 
intercommunication brought all 
trists closer together and developed a new 
feeling, a new energy and a new devotion 
to the profession. ' 
When Dan Blain stepped down as Medi- < 
cal Director of the Association in 1958, he 
west westward—first to Boulder, Colorado, 
as Chairman of the Mental Health Research — 
and Training Project of the Western Inter- 
state Commission for Higher Education, 
and then to the State of California as 
Director of the Department of Mental 
Hygiene at Sacramento. Here he found a a 
new type of society—a restless, energetic’ — 
people eager for leadership that would 
move them ahead in new directions. 
During his four years in California he did — 
an outstanding job in education with the 
general public, the medical associations, — 
the psychiatric groups, state legislators — 
and his administrative associates under 
Governor Pat Brown. He promulgated the 
idea that psychiatry was now ready for — 
implementation at the same levels as ` 
general medicine; that people needed to i 
be treated in their own communities ; : 
that the state service could be changed 
to conform to this new idea. As a result 3 
California had a substantial decrease i 
the number of state-operated hospital beds . 
for the mentally ill. The tion of — 
California was approximately same as 
that of New York, yet the number of beds — 
operated by California only 40 per 


= 


was 
cent of the number operated by New York. 


18 DANIEL BLAIN, M.D. 


Dr. Blain’s successful effort to lighten the 
financial burden upon the state, to in- 
crease the number and use of outpatient 
and private hospital facilities and to en- 
courage private insurance was notable, 
particularly in view of ever-increasing 
demands on government for support of 
medical programs. 

Dr. Blain has done much to develop the 
principles that underlie what might be 
called the New Look in psychiatry—the 
trend toward less hospitalization, early 
treatment, continuity of treatment, the use 
of social forces, more dependence on volun- 
tary and nongovernmental sectors of so- 
ciety and on local resources, and closer 
association with public health officers and 
nurses. In planning a mental health pro- 
gram he believes that the basic goal is to 
develop, maintain and restore social and 
personal equilibrium, despite emotional 
stress, with the principal aim to assist 
people to a reasonable operating level. 
Complete cure may not be possible in 
given circumstances. Psychiatric services 
should be within the living radius of the 
patient, and when possible, needs should 
be met by general health, welfare, educa- 
tional or recreational facilities of the 
community rather than by specialized psy- 
chiatric services. 


"BACKGROUND AND EDUCATION 

What went into the making of Daniel 
Blain—this unusually effective man of 
diverse activities and abilities and excep- 
tional pioneering spirit? What were the 
polarizing forces or varied quanta that 
directed his development? Some of them 
are to be found in his ancestry and family 
background, the education he received, 
the people he met and the experiences 
he had at different times and in various 
settings. 

His racial stock was almost entirely 
Scottish, with a seasoning of English. There 
was much religious, educational, medical 
and missionary activity among his fore- 
bears, Six successive generations of Blains 
have gone to Washington and Lee Univer- 
sity. Dr. Blain’s maternal grandmother 
was a close relative of Dr. Barringer, first 
President of the University of Virginia. 


His grandmother Blain was a great-grand- 
daughter of General Hugh Mercer, a 
descendant of Pocahontas and Surgeon 
General of the Army in Washington’s time, 
who started out as an apothecary and 
was so highly respected by George Wash- 
ington that he was made a general in the 
line and led the troops in the Battle of 
Princeton, where he was killed. 

Dr. Blain knew both of his grandfathers 
well and was greatly influenced by them, 
His grandfather Blain, a veteran of the 
Civil War, became a Presbyterian minister 
in a rural parish near Charlottesville, 
Virginia. His grandfather Grier also served 
in the Civil War on the Southern side, ~ 
as a Captain. After the War he graduated 
from Jefferson Medical College, practiced 
until he was 89 or 90 and lived to be 92. 

Dan’s parents were from large families. — 
His mother was the oldest of eight, his 
father the oldest of six, and there were 
many relatives. Dan resembles his mother, 
but he has always been closest to his © 
father’s side of the family. His parents met 
en route to the Orient—his mother a teacher 
on her way to China, his father a Presby- — 
terian minister going to Japan. They were 
married in Japan in 1897, on the day that ` 
Admiral Dewey was in Yokohama Harbor. 
Informed of the marriage of the two young — 
Americans, the Admiral invited them to tea 
aboard his flagship, the Olympia. This 
historic battleship now sits in Philadelphia 
Harbor, and is an object of special interest ~ 
to Dr. Blain. 

The Blains went from Japan to China in 
1898, and in December of that year Dan 
was born in Kashing. He was educated by 
his mother until the age of 11, when he 
entered the seventh grade in the board- 
ing school in Shanghai. He felt homesick 
and somewhat rejected at this point, but 
these feelings had no lasting adverse effects _ 
and he performed well in his studies. The 
school, like his home, had a religious 
atmosphere. He was a leader in the 
Presbyterian Church and the Young Peo- 
ple’s Christian Group, and taught Sunday 
school. By the time he was 28 he had less 
time for church affairs, He has maintained 
his connections, however, and feels that 


religion has been an extremely important 
matter all his life. 

Dan Blain came to the United States at 
the age of 13 to continue his education. 
Thereafter he saw little of his immediate 
family. His sister, who was two years 
younger than he, had died of meningitis 
at the age of 5, in the interior of China. 
At the age of 64, his father died and 
was buried in China. Dr. Blain had not 
seen his father for a number of years. He 
felt a deep sense of loss. It was difficult 
to accept the fact of his father's death. 

China had a great influence on Dr. Blain. 
It gave him a deep respect for older 
people, for scholarship and for the printed 
word. Books have always been a hobby 
with him, especially works of history. Hav- 
ing grown up next to a cemetery where 
there were graves dating back to the time 
of Abraham, he has a great deal of feeling 
for the past. This has made the atmo- 
sphere of the Pennsylvania Hospital most 
congenial to him since he joined the staff 
in April 1963, as Director of Psychiatric 
Planning and Development. 

When Dan Blain came to America, he 
was a complete stranger to American cul- 
ture. He was different from other boys and 
had to prove himself, He was also thrown 
largely on his own resources, for his 
parents had little money. This was all to 
the good, for it strengthened his self- 
reliance and determination to succeed. He 
worked most of his way through prepara- 
tory school, college and medical school, 
and made an excellent record. He also 
played football, both in preparatory school 
and college. 

‘After his second year at Washington and 
Lee, he taught English in the Hang Chow 
College for one year and then went back 
to complete his studies, graduating with 
a Bachelor of Arts degree. He taught in 
a preparatory school for two years, then 
moved to Chicago to do graduate work in 
education. After several months, however, 
he decided to go into physical education 
and studied for two years in this field, 
both in Chicago and Nashville. This broad 
education and experience he found to be 
of considerable value to him in later years. 
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The two courses in anatomy and dissection 
which he had taken in his physical educa- 
tion program helped make him eligible 
for medical school. 

There is an interesting story about 
entry into Vanderbilt Medical School, He 
had already done anatomy and had a good 
record in college. There was a second 
foreign language requirement, however, 
which he had to meet. Asked whether he 
had Spanish or German or any other 
foreign language to offer, he finally said 
that he could speak Chinese. He was given 
the language credits, He received his medi- j 
cal degree in 1929. 

In his internship at Peter Bent Brigham j 
in Boston, he worked under such men as ~ 
Cushing, Sam Levine, O'Hare and Sandy — 
McPherson, and at the Boston City Hospi- — 
tal, where he had his neurology training, — 
under Stanley Cobb and Myerson. These 
great teachers influenced him profoundly, 
It was the psychiatrist, McPherson, how- | 
ever, who made the deepest impression. — 
As McPherson made his rounds in the medi- 
cal service talking to patients and listening — 
to information no one else would have 
thought of eliciting, he invariably got a — 
new slant on what was wrong with the 
patients, and he always left the patient — 
more contented than he had been before - 
the interview. McPherson exercised a tree 
mendous influence on Dan Blain and all 
the other residents, and many of them went 
from the Brigham into psychiatry. 

Dan Blain thinks he has been very lucky. 
He never felt that he was the brightest 
person in the world, yet he was confident 
that if he pushed himself to the limit he 
could keep abreast. He was determined to 
make the most of his abilities. The changes 
and transmigrations which have been part 
of his life since his early years have always 
been taken in stride. 

Dr. Blain’s wife is the former Logan 
Starr. He reports that she has had “a 
great influence on me.” They are now in 
their 20th year of marriage. They have one 
son, a graduate of Washington and Lee. 
Mrs. Blain has been admirably tolerant of 
Dr. Blain’s travels and most devoted to 
supporting his career. She has been espe- 
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ially helpful to him in his professional 
obligations, because of her social poise, 
her interest in people and her willingness 
to entertain on the briefest of notice. The 
Blains are aristocrats in the best American 
sense of the word. They are at once 
blessed with the status and easy confidence 
that comes with membership in old and 
distinguished families and withal a deeply 
stilled sense that status entails obligations 
o humanity, and that the posession of 
wealth is a social responsibility rather than 
a personal privilege. 
Dr. Blain goes at twice the pace of most 

people. He thinks he was able to go fairly 
fast without physiological damage because 
he had a low metabolism, a slow heart 
and a low blood pressure. How fast he 
could go was quite apparent to all during 
his years as Medical Director of the 
American Psychiatric Association. 
_ Robert Robinson, a close friend and 
_APA’s Public Information Officer who 
_ served with Dr, Blain during his ten years 
_ as Medical Director, volunteers this impres- 
"sion of what it was like to work with Dan. 


THE GREAT STIMULATOR 


_ “Dr. Blain was always the great stimula- 
tor,” he says, “intense, highly imaginative 
and productive of new ideas. Working 
_ closely ‘with him over any period of time 
gives one the feeling of having survived a 
tornado, Nevertheless, he has the most 
‘wonderful capacity to win the affection of 
} ‘intelligent and productive people who will 
work incredibly hard for him and produce 
"all manner of good works. 
_ “He believes that leaders should overcom- 
mit themselves—say ‘yes’ to virtually any 
reasonable request for service. This means, 
_of course, that a leader must sacrifice cer. 
_ tain niceties and refinements in the interest 
of more massive accomplishment, It is in- 
-cumbent upon the leader to keep things 
moving on all fronts, from every conceiva- 
ble angle, utilizing every conceivable re- 
‘source. By overcommitting yourself, you 
will wind up getting 90 per cent of the jobs 
done which you set out to do, far more 
than you would accomplish by ‘playing it 
safe.’ Activity is better than sitting around. 
‘Travel is good. So are committees, Hard 


work and hard play are both good for the 
spirit. Contemplation has its place, to be’ 
sure, but don't overdo it! Quick thinking 
and fast action—that’s what we need, 
Natural change is not a neat, orderly proc- 
ess anyway. Things will come out satis- 
factorily if you will only take the leadership. | 
People will follow and work out the de-' 
tails. Once an idea begins to materialize, 
turn its administration over to others and“ 
go on to set still newer forces in motion, © 
Such is the spirit of this dynamic leader, 

“Dan Blain almost defies any neat sum- 
ming up. He does not burden others with | 
his own problems, though he is glad enough © 
to share those of others, He is tremendous- 
ly kind. He loves a good time. Some people ™ 
think of him as an incurable optimist, to 
the point of naivete. They are quite wrong. 
He is as realistic as they come and never | 
the victim of false expectations. He expects | 
no millennium, but he does count always © 
on taking a few steps forward. He also has 
great faith in every man’s potential for good 7 
and for improving his lot. He is not,” Mr, ` 
Robinson concludes, “a man to speak un- 
Kindly of another person, another profe 
sion, another agency. He is always reaching | 
for common ground in the interest of mov- 
ing ahead cooperatively.” 

Dan Blain brought to psychiatry the | 
pioneering spirit of his missionary parents. | 
He is a man of energy, vision, courage and | 
conviction. His will power, determination 7 
and sheer persistence have been brought 
to bear on many fronts. Here’s an example: 
When he was in Boston, he had what ap- a 
peared to be a profound allergy to seafood. — 
He could not eat lobster or shrimp. He be- 4 
came violently ill whenever he tried. His ` 
father, he remembered, claimed to have — 
some sort of allergy to seafood. Dan’s al- 
lergy continued as long as he was in Massa- 
chusetts. After he moved to New Canaan, 
Connecticut, he was often faced with sea- 
food at dinners to which he was invited, or _ 
at country clubs and the like. He wondered | 
whether his difficulty was perhaps a hang- 
over from his father. He made up his mind 
that he would eat seafood, come what © 
may. It made him sick again, and he had q 
a cold sweat on his brow. Though fearful ~ 
lest he poison himself, he persisted, and a 


after a number of times he no longer got 
sick. Now he finds seafood a favorite dish. 
Dan Blain is dedicated to the relief and 
prevention of the suffering of patients and 
the building up of a constructive world 
society. He believes in a closer integration 
of medicine and psychiatry, and, as we have 
seen, in the great possibilities of social and 
community psychiatry. He shares the 
opinion that psychiatry has much to learn 
from the social sciences and anthropology, 
and from experimental psychology as well. 
It is highly important, from the point of 
view of etiology, to bring together the two 
divergent schools of biological psychiatry 
and dynamic psychiatry. Dr. Blain believes 
further in the closer cooperation of psychia- 
try and religion, on the premise that peo- 
ple’s psychological needs are closely related 
to their spiritual needs. Thus the church 
has a social as well as a spiritual mission, 
and its ministry and membership have a 
definite contribution to make in the field of 
mental health. 
_ Dr. Blain thinks that one of psychiatry’s 
most important tasks is to learn more about 
the roots of those strivings which lead to 
fears and hostilities. These are the forces 
especially likely to create social problems 
and problems in international relations. 
People everywhere are operating from social 
pressures which they do not understand 
and the pressures are certain to increase. 
Dr. Blain is on the steering committee 
of a new group called the Joint Com- 
mission on Correctional Manpower Short- 
ages. He points out that by 1970, 45 per 
cent of our population will consist of per- 
sons 24 years of age and younger. Many 
of them will be in school and therefore not 


_ productive. Those not in school will have 


enormous problems in getting any kind of 
job. They will have many opportunities, 
therefore, to get into trouble, to have un- 
desirable emotional reactions and to cause 
serious social disturbances. 

To comprehend Dr. Blain within the 
limits of a sketch is like trying to square 
a circle. The areas and arcs become so mul- 
tiple that each one demands a story in it- 
self, His writings, like his travels, are 
global. Samuel McCord Crothers wrote 3 
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Destiny; these, it appears, are © 
Skill and Love. Certainly the subject of this 
sketch has such attributes in abundance. — 
He has shown them all his life, even in the 
face of physical disability. For he has had, 
of late, his share of physical illness, He was 
quite surprised to discover, several years: 
ago, that he had been seriously ill for a long — 
time. Up to age 52 he had never had 
general anesthesia or major surgery. Then 

he required an operation for hiatal hernia, 
the symptoms of which had been trouble- 
some for several years. The operation was 

unsuccessful and he had to live on liquids — 
and eggs for months, Yet he kept on work- 
ing. A second operation was then performed. 
His capacity for food continued to be 
limited, but he gradually stopped thinking 
much about it. Five years later he had a ; 
generalized esophageal inflammation. He 
had a gall-bladder operation, was found to 
have very high cholesterol, and went on a 
radical anticholesterol regime. He made an 4 
uneventful and rapid recovery from his 4 
operations. Since 1963 he has been living ; 
with a fair amount of medication and has 

not slept in a flat bed for three years. None y 
of this seems to have interfered much with 4 
his activities. He learned to sleep sitting — 
up and now he can fly all night in a plane J 
and sleep right through. He feels now, in, 
his 66th year, that he is probably doing 


more and better intellectual work than ever — 
before. He looks at himself rather curiously — 
from time to time and says, “Isn't it funny: — 
I have really been chronically ill for a long — 
time now, some ten years or more, and yet — 
it does not seem to interfere or have any y. 
particular effect on my activities.” ; 
This rare display of mental health and — 

fortitude is in keeping with all that has | 
gone before. Dan Blain is living testimony — 
to the truth of Goethe’s observation that 
“trying and effort generate resources.” When — 
we are speaking of Dan Blain, we are 
ing of eminence. It is a humbling ex- 
perience to talk of life, perspectives, mold- j 
ing influences, goals, ambitions, achieve- _ 
ments with such a person. There should be ~ 
a library of interviews on tapes of the — 
leaders in our profession, and I am privi- . 
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leged to present to the archives of the 
Association a tape I have from Daniel 
Blain. 

This man seems to me, if I may say so, 
a composite of three figures prominent in 
story and history: of Apollo the healer, 
father of Aesculapius, and the God of Life 
and of Truth; of Pegasus, who had the 
wings to carry him to the ends of the world ; 
of St. Paul, the great missionary who be- 
lieved in the spiritual democracy of frater- 
nal good will. He reminds me too of the 
Gentleman, in the definition of Cardinal 
Newman : 


He is never mean or little in his disputes, never 
takes unfair advantage, never mistakes per- 
sonalities or sharp sayings for arguments, or 
insinuates evil which he dare not say out. 
From a long-sighted prudence, he observes the 
maxim of the ancient sage, that we should ever 
conduct ourselves toward our enemy as if he 
would one day be our friend. He has too much 
good sense to be affronted at insults, he is too 
well employed to remember injuries . . . He 
may be right or wrong in his opinion, but he 
is too clear-headed to be unjust; he is as 
simple as he is forceable, and is as brief as he 
is decisive . . . Not that he may not hold a 
religion too, in his own way, even when he is 
not a Christian, In that case his religion is one 
of imagination and sentiment; it is the em- 
bodiment of those ideas of the sublime, majes- 

etic, and beautiful, without which there can 
be no large philosophy. Sometimes he acknowl- 
edges the being of God; sometimes he invests 
an unknown principle or quality with the attri- 
butes of perfection. And this deduction of his 
reason, or creation of his fancy, he makes the 
occasion of such excellent thoughts, and the 
starting point of so varied and systematic a 
teaching, that he even seems like a disciple 
of Christianity itself. 


This definition applies not only to Dr. 
Blain, of course, but to many of his pred- 
ecessors, whether their names be Bond, 
Strecker, Menninger, Gerty, Braceland, 
Felix, or whatever. And we, the members 
of the Association, realize that we belong 
to a noble lineage with a great and worth- 
while heritage. This not only carries us 
along but also prods us to take new and 
exploring steps for the benefit of mankind. 

Widening and new horizons are inspiring 


and energizing, and they can be found i 
many places. They can be found in history 
science, literature and the biographies 
persons. I have verified this fact in eš 
ploring and recording the life and phi 
losophy of our most recent President of thi 
American Psychiatric Association. This is ¢ 
man to be proud of for his human and spirit 
ual perspectives, his energy, wisdom ang 
effectiveness and his unending labor in be 
half of the maximum mental health of a 
people. 

Tn one of his most recent publications; 
Dan Blain had this to say : 


The wide field of general welfare, the operation 
of trouble-shooting agencies, the caretakel 
of the world, and those to whom people go 
when they are troubled and heavy laden can 
become a force far more important than the 
inadequate treatment services that a few high: 
ly trained specialists in mental health 
bring to the people . . . So now we pay a gre 
deal of attention to the kind of person wl 
works with people in trouble, with speci 
emphasis on the ability to be kind, to gi 

of oneself, and to move out toward people ; in 
short we search for those who like people: 


Dan Blain also submits that the psychia 
trist of the future will be not only a humani- 
tarian and a scientist, but also a member 
of the Fifth Estate, which is to say, in the 
definition of Arthur Little, one who has the 
simplicity to wonder, the ability to ques 


Much of what I ask is extracurricular, so 
beg you to recall the words of a well-known 
character in Dickens’ A Christmas Carol. “But 
you were always a good man of business, 
Jacob,” faltered Scrooge. “Business,” replied 
the ghost, wringing his hand. “Mankind was” 
my business—charity, mercy, forbearance, and 
benevolence were all my business. The dealings 


2 Blain, Daniel : 


Organized Religion and Mental 
Health. Journal of 
1965. 
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of my trade were but a drop of water in the graphical sketch with the Citation io Dr. 
comprehensive ocean of my business.” Blain from the Association on the occasion 
It seems appropriate to close this bio- of his leaving the Directorship. í 


THE AMERICAN PSYCHIATRIC ASSOCIATION 
pays this tribute to 
DANIEL BLAIN, M.D. 


for exceptional service 
rendered as its first Medical Director from February 
nineteen hundred and forty eight to September 
nineteen hundred and fifty eight. His unselfish 
and wholehearted attention to his task and 
his creative ability are forever 
posz by the priceless products 
of his work which all who will may see. To recount his 
accomplishments is to chronicle the advances 
of psychiatry over a decade, for he 
initiated oad of them, furthered others, and shared 
in all of them. His breadth of vision 
and tireless devotion to duty have endeared 
this respected Fellow of the 
Association to all who have worked with 
him. It is truly said that he gave of himself without 
stint of reservation for the benefit of the Association and the 
mentally ill, With boundless gratitude, 
the members of the Association join as one in wishing i 
him Godspeed as he relinquishes his i 
position as Medical Director and turns to other 
tasks in the Association's behalf. 
Done on the occasion of the 114th Annual Meeting of the 
‘Association in San Francisco, California in the i 
month of May nineteen hundred and fifty eight. f 
l 


Harry Solomon, M.D., President 
William Malamud, M.D., Secretary 


(Text of illuminated scroll given Dr, Blain when he resigned as Medical Director. ) 
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_ INTRODUCTION 


__ The evaluation of clinical change in psy- 
chiatric outpatients has proved most diffi- 
cult, and much time and effort have gone 
into the development of measurement tech- 
“niques(1, 2, 3). In part, the observed 
variability of results in outpatient drug 
evaluations(4) may stem from the use of 
_varied outcome criteria by different inves- 
_tigators. 
= While everyone would agree that an 
adequate drug trial should include criterion 
measures which reliably reflect relevant 
therapeutic change, and that, at a minimum, 
ith the minor tranquilizers we typically 
ook for an improvement in mood and a 
eduction in the psychic and somatic dis- 
comfort of the patient, questions remain with 
‘regard to the use of multiple raters and 
the actual choice of outcome criteria, 
_ For these reasons we have employed the 
itrategy of including a variety of different 
" outcome measures using both the doctor and 
‘patient as raters. In proceeding from study 
to’ study, insensitive measures would be 
eleted and new measures added. Proceed- 
g in this way it is feasible to develop a 
battery of maximally sensitive criteria. 


1 Read at the 121st annual meeting of The 
American Psychiatric Association, New York, N. Y., 

May 3-7, 1965, 

_ The data were collected from studies supported 
two NIMH-PSC research grants from the Na- 

tional Institute of Mental Health to the University 

“of Pennsylvania (MH 04731) and to The Johns 

eis University (MH 04732). 

= ĉ?Program Head, Outpatient Studies, Psycho- 

pharmacology Service Center, National Institute of 

Mental Health, Bethesda, Md. 

+ Chief, Psychopharmacology Service Center, 

NIMH. 

__ ‘Assistant Professor of Psychiatry, The Johns 

ae University School of Medicine, Baltimore, 

Md. 


5 Associate Professor of Psychiatry, School of 
Medicine, University of Pennsylvania, Philadelphia, 
Pa. 
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SENSITIVITY OF SYMPTOM AND NONSYMPTOM-FOCUSED 
CRITERIA OF OUTPATIENT DRUG EFFICACY * 


BACKGROUND 


The findings reported here were gather 
as part of the Collaborative Outpatient 
Program involving the Psychopharmacology 
Service Center of the National Institute of 
Mental Health, the Henry Phipps Psychia- 
tric Clinic of The Johns Hopkins Universi! 
the Psychiatric Clinic of the University 
Pennsylvania and the Psychiatric Clinic 
Philadelphia General Hospital. These find 
ings were derived from a meprobamate( 
and chlordiazepoxide trial in which 
employed some traditional and some rela- 
tively unique criterion measures. Both 
studies were double-blind and_placél 
controlled, with the hospitals followin, 
identical protocols. Patients accepted for 
treatment were anxious, tense neurotics 
without sociopathy, organic impairment, ~ 
alcoholism or marked depression. \ 

Presenting complaints, in deceasing or- | 
der of frequency as marked on checklists, _ 
were “nervousness or shakiness inside,” 
“feeling easily annoyed or irritated,” “head- © 
aches” and “feeling fearful.” Whites and — 
Negroes were about equally represented; 
females outnumbered males by about 2:1; 
age ranged from 18 to 65, with the mean age — 
in the early 30s; roughly three-fourths of | 
the sample had prior exposure to psycho- © 
tropic drugs; and approximately 80 per 
cent of the patients were from the two 
lower social classes as defined by the Hol- 
lingshead classification(6); An N of 138 
and 204 patients, respectively, completed 
each drug project. 


CRITERION MEASURES 


Our criterion measures can be roughly 
classified as symptom- or nonsymptom- ` 
focused, Symptom-focused measures in- _ 
cluded: (a) a 65-item Symptom Check ~ 
List (SCL), adopted from The Johns Hop- ~ 
kins Distress Check List(7) and covering 
the more common psychoneurotic com- — 
plaints; (b) target symptoms—defined at 
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the first treatment visit as any complaint 

on the SCL checked as present by both 
patient and doctor; in effect, Target Symp- 
toms represent the most salient complaints 

of the patient; i.e., both those reported on 

a paper form and presented verbally to the 
treating doctor; (c) Anxiety, consisting of 

15 adjectives culled from the Clyde Mood 
Scale and MeNair-Lorr Tension-Anxiety 
Factor; (d) Depression, consisting of 15 
adjectives culled from the Clyde Mood 
Scale and the VA Depression Factor ; and 

(e) the six Clyde(8) Mood Scale Factors. 
Nonsymptom-focused criteria included : 

f (a) Global Improvement, measured by 
a seven-point scale ranging from seven, 
t “very much worse,” through four, “no 
| change,” to one, “very much better” (two 
| reference points—“since the start of treat- 
| ment” and “since the last clinic visit”—were 
indicated for this question) ; (b) significant 
life-situation events reported by the patient 
to the treating psychiatrist who, in turn, 
| rated these events as positive or negative 
(collected only in the chlordiazepoxide 
~ trial and only at one clinic, N = 62); (c) 
| Patient’s Evaluation of the Doctor (P.E. 
D.), an instrument developed by Dr. Balter 
of the Psychopharmacology Service Center 
including such adjectives as “warm,” “friend- 
ly,” “interested in me as a person” which 
are rated by the patient to show the extent 
to which these describe his doctor ; (d) the 
_ patient's desire, after completing the trial, 
~ to continue or discontinue taking the pre- 
_ scribed medication (only in the chlordiaze- 
_, poxide trial); and (e) doctor medication 
~ guess—at each rating period the treating 
psychiatrist guessed whether the patient 
"was receiving active or inactive medication, 


~ Tn the meprobamate study patients were 
scheduled for four biweekly appointments 
~ and filled out criterion forms before seeing 
‘their assigned doctor. The SCL, Anxiety, 
‘Depression and the Clyde Mood Scale were 
i completed at Weeks 0, II, IV and VI, the 

_ Global Measures at Weeks II, IV and VI 
and the P.E.D. at Week VI. Psychiatric 

residents completed these same criterion 
| ratings (with, of course, the exception of 
R- P.E.D.) independently and immediately af- 
ter each patient visit. 
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In filling out the distress and mood 
sures, patients rated themselves with re 
to how they had felt during the prio 
Doctors based their ratings on info 
tion elicited from the patient during U 
15- to 30-minute treatment visit. Frequent 
nondirective probes were used. A “ne 
elicited” category was checked by the doc 
tor whenever appropriate. y 

Similar E RA obtained in the chlor- 
diazepoxide trial, which lasted only one 
week, At one clinic patients were also P 
whether anything “significant” or “impor- 
tant” had happened to them during the 
medication week. With the very fe e 
tients who seemed confused by this un est, 
an example of a marriage or death in 
family was cited by the doctor. 

Following the last trial visit all patie 
were told that the psychiatrist in charge 
the clinic would see them in order to pla 
future treatment, During this disposi 
interview patients were asked whether they” 
wanted to continue taking their medication, 
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RESULTS AND DISCUSSION 4 4 
Rater type. In general, although a fair 
degree of concordance was found cen 
patient and doctor ratings on the same mea 
sures, there were sufficient differences to 
consider both kinds of raters as provid 
useful information. For example, d 
tended to pick up drug effects early 
patients late in the trial, More det 
results are presented elsewhere(9). f 
Measurement period. Our experience hi 
strongly indicated the desirability of ob 
taining pretreatment criterion scores on pa- 
tients, By employing covariance pı u 
to statistically adjust posttreatment scores 
for individual differences in initial di 
tress levels, we have found, particu’ 
with patient ratings such as Target Symp 
toms, that as much as 60 per cent of t 
postscore variance is removed, thus per- 
mitting a much more sensitive test of tre 
ment outcome. More than twice the n 
ber of patients would have been ded 
to provide this same degree of sensitivity 
assuming constant mean differences be! 
medication groups, had only posttreatn 
scores been obtained. 
Sensitivity. Of the sympton-focused 
terion measures, Target Symptoms consis- 
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tently revealed the most reliable drug- 
placebo differences. The SCL and the 
Anxiety and Depression Scales fell in a 
middle range of sensitivity while the fac- 
tors of the Clyde Mood Scale (Score Key 
#3) showed poor sensitivity; subsequent 
revisions of this scale may prove more 
sensitive. 

Since the Clyde Mood Scale was devel- 
oped with college students, it is not sur- 
prising that it has proved insensitive in low 
education clinic populations both in these 
studies and others(10, 11), while proving 
quite useful in acute drug studies in uni- 
versity settings(12). 

Our anxiety depression data do not really 
comment on the sensitivity of the corres- 
ponding VA mood factors since only 5 of 
the 15 items in each scale were taken from 


_ the larger VA factors. The current status 


of the VA mood factors in neurotics has 
recently been reviewed by McNair and 


~ Lorr(13), 


Nonsymptom-focused measures generally 


_ proved more sensitive to drug effects than 


symptom-focused measures, with the ex- 


~ ception of Target Symptoms. Global Im- 


r 
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provement, which allows the rater to make 
an assessment in which all facets of change 
may be computed and integrated psycho- 
logically, proved quite sensitive. 

» Doctor medication guesses at all time 
periods in both studies showed that doctors 
were reliably “breaking the double-blind.” 
That is, they were correctly guessing the 
medication the patient was receiving—drug 
or placebo—reliably better than chance. 
When doctor medication guesses were re- 
lated to whether or not the patient had 
reported side effects, no relationships were 
evident. However, highly significant rela- 
tionships were found when doctor medica- 
tion guesses were related to their global 
impressions of patient improvement (X?s 
ranged from 11.4, p < .001 to 5.48, p < 02). 
Thus, their medication guesses in these 
data can be considered as a further index 
of differential clinical improvement. 

A reliable drug effect (p < .005) was also 
indexed by the higher proportion of chlor- 
diazepoxide-treated patients as compared 
with control patients who wanted to con- 
tinue on medication. This measure has a 
particularly strong face validity since this 


interview when future treatment plans and 
options were being discussed with the 
patient. 

The patients’ reports of “significant” life 
situation events(14), mainly relating to 
their interaction with other people, and 
their evaluation of the treating doctor 
(P.E.D.) both revealed the presence of a 
reliable drug effect (X?=694, p<.05; 
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information was elicited at a disposition 


F=6.54, p<.025). Chlordiazepoxide-treated i 


patients perceived “significant” others more 
positively than did control patients. 

Our findings with these last two measures 
seem particularly interesting and meaningful 
clinically, since they raise the intriguing 


hypothesis that the minor tranquilizers may ` 


influence the perceptual-processing com- 
ponent of neurosis. This finding may, how- 


ever, be specific to chlordiazepoxide, since 1 


our meprobamate P.E.D. data did not re- 


veal a reliable drug effect. Further, addi- 


tional life-situation events data co!l ted 
by Rickels in other meprobamate studies 
also do not show a greater incidence of 
positive events reported by meprobamate 
than by placebo-treated patients. 


GENERAL REMARKS AND RECOMMENDATIONS 


In addition to the measures we have dis- 
cussed, the investigator should also be 
aware of differential drop-out rates(5, 10), 
dosage deviations(15, 16, 17), and in flexible 
dosage studies, differential prescribing rates 
of drug and placebo since all these factors 
may reveal useful criterion information. 

We would most definitely recommend 
the inclusion of at least one criterion mea- 
sure that is independently rated by both 


the patient and the doctor, particularly if j 


placebo controls are not employed. A com- 
bination of symptom and nonsymptom-fo- 
cused measures—such as Target Symptoms 
and Global Improvement—would seem: de- 
sirable. In single medication studies, it 
is useful to determine, at the end of the 
trial period, whether the patient wants to 
continue medication. In cross-over studies 
where the patient is exposed to a sequence 
of medications, Rickels et al.(18) and 
Wheatley(19) have tapped patient medica- 
tion preference at the end of the trial. This 
procedure has provided sensitive criterion 
information. 
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Although our findings are based on anx- 
ious neurotic patients seen in an outpa- 
tient clinic setting, we suspect that our 
findings have varying degrees of relevance 
for other patient populations and other 
treatment settings. Global ratings of im- 
provement are also quite sensitive measures 
of drug-placebo difference in hospitalized 
acute schizophrenics(20) and in depressive 
states(21). 

Finally, we should like to indicate that pa- 
tients, seen in the clinic setting or in the 
office of the general practitioner or private 
psychiatrist, do not object to filling out 
rating scales when they are not overly com- 
plicated or lengthy and are presented as 
part of the medical routine useful to the 
treating doctor. 

A judicious selection of criterion measures, 
appropriate to the medical setting and 
the patient sample, can go a long way 
toward increasing the sensitivity of drug 
evaluation and, consequently, of drug treat- 
ment. 
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___ This attempt to discuss the brief psycho- 
therapy of depression will concentrate on 
_ a basic but often neglected area: the use 
_ of tactics, 

A Tactics, in a nonmilitary sense, may be 
defined as “methods of procedure, espe- 
cially adroit devices for accomplishing an 
end,” In practice, they are relatively straight- 
forward operational procedures. They are 
methods which have a proven value in the 
field of concern ; in this instance, the treat- 
ment of depression. 

As will be apparent, tactics are often 
simple. They lack the sweeping grandeur 
of the theoretical formulations and etiolog- 
ical hypotheses which have been erected 
on the subject of depression. It is the very 
_ simplicity of tactics, however, that lies at 
the heart of their value and warrants the 
_ attention which they receive here. 

: 


J 


_ THE VALUE OF TACTICAL APPROACHES 


1. Clarity in Treatment. The most appar- 
ent value of a consideration of tactics is 
the clarity which such consideration can 
cast on therapy, Too often, basic tactical 
pproaches are forgotten, when a therapist 
tempts to work within the larger concepts 
of various theories and hypotheses, 

___ This neglect of tactics is unfortunate, be- 
_ cause the larger theoretical and etiological 
formulations leave something to be desired, 
when applied to treatment. In considering 
them, one is impressed by the uncertain. 
_ ties of our knowledge of depression. These 
_ uncertainties are manifested by the debates 
_ that rage about the characteristics of de- 
_ pression (4), the endogenous or exogenous 
"nature of the illness (3), and about such 
Be ichindynartes formulations as introjected 
hostility(6), anaclytic depression(5) and 
_ environmental precipitation (1, 2). 

3 Within these different frames of reference 
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tactics are a stable base. They can be in 
preted differently in the light of differe: 
concepts, if this is desired, More importa 
however, they provide a more concrete si 
of guidelines for action, within the largi i 
concepts. 4 

2. Opportunities for research. Every tac- 
tic is a circumscribed set of procedures, 
aimed at a specific tactical goal ; protection, 
amelioration, etc. As such, tactics would 
appear to be highly suitable subjects for 
investigations aimed at their verification, 
refinement and improvement. At the mo= 
ment, they are commonly not investigated 
—perhaps because they lack the glamoi 
attraction of larger-scale generalizati 
If more attention is directed toward them 
however, investigation may follow. 

3. Verification of theoretical const 
An eventual benefit which may be deri 
from a consideration of tactics is that any 
resultant investigation will allow them to be 
useful tools in evaluating the accuracy 
more general theories, If research efforts” 
clarify the tactical methods of interrupting a 
depressed ruminative cycle, for example, | 
the results will provide specific facts which” 
must be explained by general hypothesis, 
Too often, it is overlooked that a general 
theory must embrace all known facts, and 
the accuracy of hypotheses is determined 
more by dialectic than by accuracy and 
reliability. s 


TACTICAL APPROACHES IN THE PSYCHOTHER- 
APY OF DEPRESSION d 
With these thoughts in mind, the follow- 
ing tactical approaches are offered for con- 
sideration, Clearly, they demand adaptabil- 
ity of the therapist. Conversely, they can _ 
be used within most of the current concepts — 
of depression. Most important, they are ~ 
aimed at specific action, at specific times, 
and hence would seem suitable for refine- 
ment. š 
Six types of tactical approach are to be 
considered. j 
1. Protection of the patient. Nowhere 


1965 


there such a clear need for the therapist 
to be astute and adaptable as in protecting 
the depressed patient who is undergoing 
psychotherapy. Classically, the therapist has 
many descriptive clues (such as severity 
of the depression, activity of self-destruc- 
tive thoughts, family history of suicide, etc.) 
which help him decide how much suicidal 
protection should be provided. All of these 
clues, however, are predicated on an un- 
changing situation. The patient's history 
and mental status are evaluated, and the 


. therapist then decides on the degree of 


suicidal protection necessary. In general, he 
attempts to utilize the minimal restrictions 
necessary and compatible with security. 

Once the therapist engages in psycho- 
therapeutic efforts with the depressed pa- 
tient, the signals change. This is because 
the very nature of psychotherapy will in- 
duce change. As a consequence, the thera- 
pist must anticipate the effects of his thera- 
peutic efforts, Even though the mental 
status of the patient may not indicate a sui- 
cidal risk at the time of interview, the thera- 
pist must anticipate changes that might 
result from the interview’s discussion, and 
that might bring about suicidal activity. 


Clinical Example No. 1. A 33-year old married 
Catholic housewife was engaged in treatment 
for a postpartum depression. The therapist 
successfully attacked the patient’s defenses of 
denial and compartmentalization, allowing her 
to recognize many of her sexual conflicts. In 
the interview, the patient recognized these 
conflicts appropriately and began long-term 
examination of them. Two days later, how- 
ever, confronted by her husband's sexual 
demands, she suicided. 


This clinical illustration dramatizes the 
burden placed on the therapist in the course 
of psychotherapy. The warning clues here 
could only be found in the therapist's an- 
ticipation; they were not indicated by the 
mental status, 

2. The need for preparatory exploration. 
A uniform feature of depression is the con- 
viction of hopelessness carried by the pa- 
tient. This conviction leads the depressed 
patient into apathy, rumination and nega- 
tivism about therapeutic efforts. Yet the 
therapist must arouse the patient into psy- 
chotherapeutic activity. 
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One of the best means to aco 
this mobilization of the patient is thre 
an initial phase of preparatory explorati 
This phase follows the initial one o 
anamnestic interviews. In it, the thera 
is active while the patient is relatively pa 
sive. How is this accomplished ? Ov 
span of two to six interviews, the therapist 
pursues a knowledge of the details of the 
patient’s daily life. He seeks for such ulti: 
mate details as the patient’s method 
brushing his teeth, urinating and -defe- 
cating, dressing, etc. In every area, 
seeks out the patient's actions, feelings 
thoughts. He does this by direct and aggr 
sive questioning. This allows the patient | 
follow the theme of the interviews in @ 
passive fashion and does not demand ini 
ative on the patient's part, 

This kind of approach certainly sounds 
prosaic and, indeed, “undynamic.” In its 
effects, however, it yields impressive rē- 
sults, for it actually grapples with the fun- 
damentals of the patient-physician relation: 
ship. q 
How does this approach influence the 
patient-physician relationship? First, 
therapist is provided with a much ric 
picture of the actual severity of the patient's 
depression than he could ever otherwise 
achieve. Second, the detailed exploratic 
inevitably leads the patient to associatic 
about dynamic events and provides a ro 
road for further, more psychodynamic, €x- 
ploration. Third, a bond of empathy 
created between patient and therapist; 
former recognizes, perhaps for the 
time, the fact that his predicament is in 
understood by another person. Fourth, the 
demands on the patient are sufficien 
limited that he is able to be success 
providing the information required by tl 
therapist; even this small amount suc- 
cess can interrupt the pattern of con ion 
of futility which the patient experie 
Fifth, the therapist is armed with 
knowledge and a more empathetic doctor: 
patient relationship as he moves on to the 
next stage of therapy. a 


Clinical Example No. 2. For several v 
a 66-year-old retired physician was en 
in unproductive psychotherapy, with r 
tive thinking about his “h x 
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lessness” and “disgrace.” He passively re- 
fused to discuss meaningful dynamic leads. 
Three interviews were then devoted to de- 
tailed exploration of his daily life, highlights 
of which involved the patient's great difficul- 
ties in dressing himself, in urination and in 
brushing his teeth. Using these three areas as 
a jumping-off point, the patient was able to 
move ahead spontaneously into a discussion of 
his life-long drive for independence, his nu- 
merous sexual affairs and current impotence and 
the fact that embarrassment prevented him 
from enjoying the many opportunities for 
pleasure currently available to him. 


3. Interruption of the ruminative cy- 
cle. A sense of failure feeds on failure. 
The depressed patient, retarded and rela- 
tively ineffective, does things poorly; each 
failure reconfirms his feeling of futility and 
_ worsens the psychopathologic situation. 

_ Carefully calculated intervention on the 
‘part of the psychotherapist can interrupt 
this vicious cycle. Thus, the psychothera- 
_ pist can step into the situation, prohibiting 
_ the patient from engaging in activities in 
which he will fail, and limiting the possi- 
bilities for activity to those spheres in 
which he is certain the patient will succeed. 
A Within the interviews, he can do this in 
the fashion described in Section 2, above. 
___ In the management of the patient’s daily 
life, he can do this by working closely 
with the patient, a skilled occupational ther- 
_ apist and/or the patient’s family. With their 
help, he can prescribe an activity program : 
as advanced as possible, but not crossing 
-the threshold of the patient's incapacity. 
_ Anything from a minor modification of the 
_ patienťs usual daily life to an array of very 
simple tasks (writing, simple household 
tasks, uncomplicated occupational thera- 
py projects) can be specified. If the tasks 
are simple, the therapist’s collaborators can 
ensure that the patient does not work too 
long at any one of them. In this fashion, 
the patient will find that the day provides 
him with repeated proofs of ability, rather 
than proofs of failure. 
This method will never eliminate depres- 
sion. It will, however, eliminate a secondary 
elaboration of the depression. It will also 
help to curtail the patient’s suffering. 

4. The use of physical therapy. Con- 
sideration of the use of physical treatments 


rests on a recognition of the fact that these — 
treatments can provide some measure of 
psychological relief. Whether the relief 
is lasting or temporary depends on the 
nature of the overall psychotherapeutic situ- 
ation. Hence, the use of physical treatments 
should be based on psychotherapeutic un- 
derstanding. 

For any depressed patient, the depression 
represents the culmination of a number of 
forces—whether these be deeply rooted 
hereditary or psychodynamic forces, tem- 
porary convergences or mild disequilibria. 
If the symptomatic relief provided by 
physical treatment is to be lasting, the forces 
resulting in the depression must be elimi- 
nated, simultaneously with the administra- 
tion of the treatment. 


Clinical Example No. 3. A 62-year-old banker 
had received three courses of electroconvulsive 
treatment, over an 18-month period, for treat- 
ment of a depression. On each occasion, tem- 
porary improvement was followed by a re- 
turn of symptoms within a two-month period. 
Psychodynamically, the depression appeared 
to be linked to the patient’s ambivalence sur- 
rounding plans to retire, versus a continuation 
of a sibling rivalry with his younger brother. 
This matter was explored in detail, and the 
patient saw the alternatives that faced him. 
Electroconvulsive treatment was then initiated. 
As it progressed, the patient decided on his 
future course of action. Symptomatically well 
at the end of the course of treatment, he fol- 
lowed his plans and remained well. 


5. The initiation of attitudinal change. 
As indicated in Section 4 above, the real 
crux of psychotherapy in depression is to 
create a sufficient attitudinal change that the 
patient, when symptomatically well, will 
be able to derive enough satisfaction from 
life that he can continue without further 
symptomatology. It is in this area that the 
greatest responsibility is thrust on the psy- 
chotherapist, since the degree of attitudi- 
nal change may be minor in some instances, 
major in other. Should the therapist attempt 
too little, the patient may suffer relapse; 
should the therapist make the goal too high, 
many months will be spent in needless 
therapeutic efforts. A number of clinical 
examples will suffice to provide a picture 
of these possible variations. 


Clinical Example No. 4 (attitudinal change : 
the acceptance of limits). In the instance of 
the 66-year old physician referred to in clin- 
ical example number 2, the depression cleared 
within two weeks from the time of preparatory 
exploration, without benefit of drugs. Within 
these two weeks, the patient recognized the 
limits which his advanced age placed on his 
professional activity. At the same time, he was 
able to accept the help and respect of others, 
which would allow him to provide himself 
with pleasure and satisfaction. He ceased to 
follow an all-or-none method of evaluation, 
and was able to accept the reasonable limits 
LEEN his age and life circumstances imposed 
on him. 


Clinical Example No. 5 (attitudinal change : 
utilization of assets). A 59-year-old house- 
wife, suffering from depression, had entered a 
depression over a 10-year period. The first 
symptoms had begun when her youngest child 
left home for marriage, and she began a vain 
attempt to direct and dominate the manage- 
ment of her children’s families. The patient 
was attem, Be carry on a pattern of being 
“worthwhile” through housewifely tasks, which 
she had utilized satisfactorily from the ages of 
20 to 50. In psychotherapy, she was able to 
recognize the futility of this pattern and was 
able to turn her warmth, intelligence and so- 
cial position to great advantage in consultative 
and advisory roles in community activities, At 
home, and with her children’s families, she be- 
came a warm, permissive and friendly figure. 
The depression cleared without physical treat- 
ment. 


Clinical Example No. 6 (attitudinal change : 
the establishment of new goals). A 38-year-old 
physician, in treatment because of depression 
arising about conflicts in his life goals, required 
18 months of intensive psychotherapy before 
recognizing the conflicts that existed between 
his idealized view of self-sacrifice through 
medical practice versus his need for accuracy 
and specialization, his desire for warmth 
versus his desire for regimentation, his per- 
missive philosophy versus his fundamentalist 
_ religious patterns. More than 100 interviews 
were necessary to expiore the infantile dy- 
namics and achieve a recasting of life goals, 
coupled with an ability to enjoy them. 


Clinical example No. 7 (attitudinal change: 
ability to experience pleasure). A successful 
40-year-old physician, suicidally depressed, re- 

more 200 hours of psychotherapy 
to explore the unconscious psychodynamic pat- 
terns which had caused him to regard any 


personal pleasure as a betrayal of his family, — 
A fundamental change in personality struc- 
ture had to be accomplished. 


Thus it can be seen that a large ran 
of therapeutic possibilities is open to 


therapist in treating depression. It is his 


acumen and skill that will determine how 
effectively these are brought to the benefit 
of the depressed patient. 

6. Effective collaboration with other re- 
sources, As indicated in Section 3 above, 
the psychotherapeutic treatment of depres- 
sion usually is not limited to activities by 
the therapist alone. On the contrary, he 
needs to call on a number of other people, 
professional and otherwise, in order to pro- 
duce a maximal therapeutic effect, Such 
other resource people include the patient's 
family, neighbors and employers. In many 
situations the treatment team should be 
composed of nurses, occupational therapists, 
vocational rehabilitation counselors and 
social workers, each carrying his share of 


a multifaceted problem’ confronting the 


patient. Through the collaboration with 
these other agencies, to an extent usually 
not paralleled in the treatment of psycho- 
neurotic patients, the therapist can pals K 
the effectiveness of his efforts manyfol 


DISCUSSION AND SUMMARY 


The foregoing tactics are, clearly, ones 
which may be utilized in most patients with ` 
depression. In one instance the ability and 
personality of the patient, and the charac- 
teristics of his environment, may be such 
that the therapist's role is one of skilled 
avoidance of obstruction. In another, the 
therapist may need to foment action, to 
direct, to push actively into certain psy- 
chotherapeutic areas. In yet another, the 
therapist may foster the continuation of 
reparative and stabilizing factors in the pa- 


ce 
E 


tient’s life while pursuing the analysis of — 


fundamental personality characteristics, In 
yet another example, the timely and appro- 
priate use of physical treatments may ac- 
complish the entire goal. 

The crux of brief psychotherapy of de- 
pression, then, is the adaptability of the 
therapist, as reflected in his careful review 
and planning. In whatever strategic or theo- 
retical framework, and with whatever ideo- 


above should be continually in the thera- 
pist’s mind. In each of the areas indicated, 
it is necessary for him to establish particular 
goals. He can then direct his activity with 
appropriate use of tactics, within his over- 
all strategic intents, with maximal speed 
and effectiveness. 
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THE AUDITORY EVOKED RESPONSE AS A DIAGNOSTIC 
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INTRODUCTION 


We previously reported on a technique 
using differences in the wave form of 
averaged auditory evoked responses to 
distinguish schizophrenic from nonschizo- 
phrenic psychiatric patients and normals 
(1). The evoked response recorded from 
scalp electrodes was used as a neurophysio- 
logic correlate of attention to explore a 
particular psychological theory of schizo- 
phrenia, This paper describes the relation- 
ship between the evoked response measure 
and changes in the clinical state of hos- 
pitalized psychiatric patients. 

Impaired attention, particularly the in- 
ability to attend selectively, is a prominent 
feature of schizophrenia(2). Shakow has 
neatly conceptualized many aspects of this 
defect in his theory of segmental set(3). 
He found schizophrenics have a tendency 
to form multiple, disarticulated approaches 
to tasks, Clinically, one can see evidence 
of segmental set in the schizophrenics’ 
difficulty with sustained attention and their 
increased awareness of ordinarily disre- 
garded details of their environment. It is 
also reflected in their marked variability 
of response and in their fragmented con- 
cepts and percepts. 

Evoked potentials vary in amplitude and 
wave form with changes in attention(4, 1), 
and appear to be useful in the study of 
segmental set. A nonschizophrenic subject 
with the capacity to establish a well 
integrated, organized major set, when pre- 
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sented with two slightly different tones in 
a random series, soon treats the tones as 
part of the background. Schizophrenic sub- 
jects with segmental set and the associated 
defects in attention, continue to discrimi- 
nate between the two tones in the ab- 
sence of any apparent reason to do so. 
Continued differentiation of the tones im- 
plies a different style of attention to a — 
particular tone or set of tones and hence 
is associated with different evoked re- 
sponses. Thus, the similarity in the wave 
forms of such a pair of ayriga evoked 
responses is reduced in a schizophrenic 


group. 

One would expect clinical improvement 
in the schizophrenic patient to be asso- 
ciated with a shift in the two-tone evoked 
response measure toward values seen in 
nonschizophrenics, This paper investigates 
effects of clinical change on the two-tone 
evoked response measure, 


METHOD 

The subjects described in Table 1 were 
all recent admissions to the Langley Porter 
Institute. They were tested within 48 hours 
of admission, and three and six weeks 
later. Patients had an admission diagnosis 
of schizophrenic reaction or there was a 
question of schizophrenia in the differential 
diagnosis. This was the first or second 
hospitalization for the majority of the pa- 
tients, All were cooperative enough to ob- 
tain an artifact-free EEG. Assignment to 


TABLE 1 

Subjects 
OOOO OOOO 

NUMBER 

oF sex Mt 
GROUP CASES MALE FEMALE MEAN RANGE 
Schizophrenia 
nonparanoid 8 7 2 m 
Schizophrenia 
paranoid 6 4 2 2 1843 
Nonschizophrenic 
patients * lo 3 7 33 1462 


ee 
* Adjustment reaction 3, depression 3, personality disorder 2, 
manic depressive 1, obsessive compulsive reaction 1. 
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the diagnostic groups in the table was on 
the basis of an independently made hos- 
pital discharge diagnosis. 

Most patients received phenothiazine 
drugs. Patients were assigned only to low, 
medium or high-dose groups. Chlorpro- 
mazine was used as the “reference drug.” 
The low-dose group received the equivalent 
of 200 milligrams chlorpromazine or less 
daily ; the medium-dose group the equiva- 
lent of 200 to 800 milligrams, and the high- 
dose group above 800 milligrams daily. One 
milligram of trifluoperazine or fluphenazine 
and 100 milligrams of thioridazine was 
considered to equal 100 milligrams of 
chlorpromazine, Other medications (seldom 
used) consisted of amytriptyline, night-time 
sedation and antiparkinsonian medication. 
Five patients, all schizophrenics, received 
electroshock therapy at some point during 
the study. All patients participated in an 
intensive therapy program, including indi- 
vidual ‘and group psychotherapy, occupa- 
tional therapy, etc. 

Assessment of the patient’s clinical state 
was made each time the evoked response 
measure was obtained. Global ratings of 
severity of illness and degree of clinical 
improvement were assigned by the senior 
author, without knowledge of the evoked 
_ response results, These ratings were based 
on reports from the ward staff and an 

individual interview with the patient at the 
time of the test. Severity of illness was 
rated on a seven-point scale, ranging from 
normal, not ill, to extremely ill, Clinical 
improvement was rated on a seven-point 
seale going from very much improved to 
very much worse. 

At each recording session, the subjects 
were comfortably seated with neck muscu- 
lature relaxed. The EEG was recorded 
from vertex to ear. The subject was told 
that this was a test to see how well he 
could ignore some tones. He was then 
shown what eye movement and muscle 
artifact looked like on the monitor, visible 
to him throughout the experiment, and 
was asked to keep his eyes open and fo- 
cused on the screen and to keep the 
EEG trace as level as possible. An inked 
EEG record was monitored throughout 
the recording session, and if at any time a 
sleep pattern appeared, the subject was 
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aroused. If eye-blink or excessive muse 
artifact appeared in the record, the ru 
was discarded. In the patients tested, thi 
was seldom a problem. 

Four pairs of averaged evoked response 
were collected from each subject using 
Mnemotron Computer of Average Trani 
sients, Model 400 (CAT). The EEG was 
amplified with Tektronix Type E preampli* 
fiers (frequency response .8 to 50 cycles 
per second). The evoked responses from) 
a typical recording session are shown in 
Figure 1. Each pair of evoked respons 
consisted of an averaged evoked respon 
to forty 1,000 cycle per second tones, ant 
to forty 600 cycle per second tones. Th 
tones were presented in a haphazard pai 
tern at a comfortable sound level of about 
70 db. Background room noise was 
db. The tones were of 600 msec. duratio 
and the evoked response was avera 
over an analysis time of 500 msec. ; th 
only the “on” response was recorded. Thi 
interval between tones varied haphazardly 
from .75 to 3.0 sec. Presentation of all 
tones took five minutes, and the recordii 
session lasted one half hour. 

The digital output from the CAT wa 
read onto punched tape, and further com* 
putations done on a general purpose com 
puter. A Pearson product moment correla 
tion between the values at the 200 ordinates 
of the evoked response averaged for 4 
160 high-tone evoked responses and coma 
parable values for the low-tone evoked) 
responses was obtained and used as 
measure of the similarity of the wave forms: 


RESULTS i 

Typical averaged evoked responses from 
a schizophrenic and a nonschizophrenit 
subject are shown in Figure 2. Latenciés 
and amplitudes of the various components) 
varied markedly between subjects, and, taf 
a lesser degree, with the same subject 
run to run. It was most often tri-pha 
with a positive peak at 75 to 125 msec., & 
negative peak at 175 msec., followed by 
a high amplitude positive peak at abo 
300 msec. In some subjects the potent 
had not yet reached the baseline at 
msec., and in nearly all subjects, 
response lasted 400 msec. The long latency 


iar tr 


hope ae Bi pata Ne, Se Leelee 
K. H. BLACKER, E. CALLAWAY HI, AND R. 


FIGURE 1 
Average Auditory Evoked Responses from a Typical Recording Session 
600 — tones 1000 — tones 
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FIGURE 2 


Typical Averaged Auditory Evoked Responses from a Nonpatient and a Schizophrenic Patient 
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tion measure at any of the three points 
during the hospitalization. The schizo- 
„Phrenic patients rated clinically improved 
at the six-week point had a significant in- 
crease in the two-tone correlation mea- 
sure; that is, an increase in the similarity 
of the pair of evoked responses. The schizo- 
phrenic patients not improved after six 
weeks did not change significantly in their 
two-tone evkoed response correlation mea- 
sure, 

The Wilcoxon matched pairs signed 
ranks test was used as a test of signifi- 
cance(5). Only values <,.01 were termed 
significant, The differences in the two-tone 
evoked response measure on admission are 
significant in all three groups. The differ- 
ence between clinically improved schizo- 
phrenics and the nonschizophrenic patients 
was not significant at six weeks, However, 
the unimproved schizophrenics remain sig- 
nificantly different. The schizophrenic group 
who ultimately showed the most improve- 
ment clinically had the lowest two-tone 
evoked response correlations at the time of 


admission. We will discuss the possible 
prognostic significance of this later, 

Figure 4 illustrates the relationship be- 
tween ratings of severity of illness made 
shortly after admission and the two-tone 
evoked response measure at the time of 
admission and at three and six weeks. 
The schizophrenic patients are divided into 
those who were rated “borderline mentally 
ill” to “moderately ill,” and a second group 
rated “markedly ill” to “among the most 
extremely ill” patients. The schizophrenic 
patients who were rated as being severely 
ill on admission had a significantly higher 
two-tone correlation at six weeks. The other 
changes are not significant. Thus, differ- 
ences in the severity or degree of illness 
on admission do not account for the 
changes in the evoked response measure. 

Changes in amplitude of the evoked 
response are of interest because of the 
relationship between attention and ampli- 
tude of response. The results are described 
in Figure 5. A mean amplitude measure 
was determined by step-wise averaging of 
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10 consecutive points on each averaged 
evoked response and finding the difference 
between the highest and lowest values. 
This is, in effect, a computer simulation of 
what a human examiner might do, and 
provides a peak-to-peak measure of maxi- 
mum amplitude. In our earlier study, we 
found that mean amplitude of the evoked 
responses to be smaller in patients than in 
normals. However, it was smallest of all in 
nonschizophrenic patients. In contrast to 
the earlier findings, the nonschizophrenic 
group in the present study had a higher 
amplitude of evoked response than did the 
schizophrenic patient group. This differ- 


ence was not quite statistically significant. 


In both groups there was a high correlation 
between the evoked response measure and 
amplitude. Of interest also is the fact 
that the schizophrenic group who clinically 
improved had a significant increase in 
amplitude at the six-week point (p<.01). 
The amplitude change was not significant 
in the other groups. The increase in ampli- 
tude of the evoked response with improve- 
ment clinically is of some interest, for in 
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FIGURE 3 
The Relationship between the Two-tone Evoked Response Correlations and Clinical Change 
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changes, schizophrenics differ from nor- 
mals in physiological reactivity, possibly 
related to differing levels of arousal, Level 
of arousal interacts in a complex way with — 
degree of chronicity, anxiety level and 
clinical subtypes. In view of the relation- 
ship between changes in amplitude and in 
wave form of the evoked responses with — 
varying states of alertness and arousal 
demonstrated in a variety of animal and — 
human studies, this variable is worthy of 
further study. x 
The nonschizophrenic and schizophrenic 
patients did not differ as to the number 
taking phenothiazines. However, the schizo- 
phrenics tended to be on a slightly higher 
dose. There was no relationship between — 
the dose of phenothiazine and the product 
moment correlation. Nor were there any — 
significant differences in drug dosage be- 
tween the group rated improved and the 
not improved group at six weeks. 4 
There were no age or sex differences in — 
evoked response correlations of amplitude. 
A retrospective review of routine EEGs 
from both patient groups demonstrated no 
significant differences in fre- 
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FIGURE 4 
Severity of Illness and the Two-tone Evoked Response Correlation 
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FIGURE 5 
Average Amplitude of the Auditory Evoked Response and Clinical Change 
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quency. In the records obtained during the 
evoked response runs, there was a tendency 
for the record during the latter portion of 
the session to show some evidence of 
drowsing. The differences between the 
various groups were not large. 

Global ratings of clinical change, partic- 
ularly in complex conditions like schizo- 
phrenia, run the risk of missing shifts in 
psychopathology. In an attempt to over- 
come this defect in global ratings, we 
have some preliminary data where the 
evoked response measure was related to 
factor scores obtained by factor analysis 
(principal component analysis with quarter- 
max rotation) of daily behavioral ratings 
made by the ward nursing staff. Items that 
cluster together for a particular patient are 
combined, creating a unique set of rating 
items for each patient. 

Figure 6 illustrates data from the first 


FIGURE 6 i 
The Relationship between Two-tone Evoked Response Correlations and Factor Scores of Ward Behavior Ratings at 
Admission and after Six Weeks’ Hospitalization 
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nine patients. A high factor score indicates 
prominence of the symptom complex, A low 
score means that a particular symptom 
complex has lessened in intensity, The 
factor score most loaded with such items 
as disorganized thinking, inappropriate af- 
fect, suspiciousness, withdrawal, craziness 
and confusion is compared shortly after 
admission and six weeks later. In a majority 
of the subjects, the lower score, that is, less — 
intense symptomatology, tends to occur at- 
six weeks and to be associated with the — 
higher two-tone evoked response correla- 
tion. This is consistent with the findings of - 
the global ratings. 
In only one subject was the factor score — 
higher at six weeks than at admission 
(indicating an increase in intensity of symp- 
toms). The evoked response correlation was — 
slightly higher at six weeks than on ad- 
mission, although probably neither of these 
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; changes is significant. One other subject 
‘went contrary to our prediction, having a 
higher evoked response correlation on ad- 
‘mission than at six weeks, despite clinical 
improvement and the associated decrease 
in factor score. In the remaining seven 
subjects the findings were consistent with 
those using the global ratings. The higher 
_ evoked response correlation occurred at six 
weeks and was associated with a lower 
factor score, that is to say, a lessening in 
_ intensity of psychopathology. 
_ Of particular interest was the fact that 
_ in three subjects, the factor heavily loaded 
_ with items indicative of a thought disorder 
was the second or third most prominent 
factor and did not represent the subject’s 
clinically most obvious behavior. Yet it 
was with this factor that the evoked re- 
‘sponse measure varied in the predicted 
direction. The behavior evident to the 
casual observer in these subjects was 
characterized by depression, anger, anxi- 
ety or aggression, and their first factor 
contained such items. The evoked response 
“measure did not vary in the predicted way 
‘with the factor that did not contain items 
‘consistent with a thought disorder. This 
tends to indicate a certain specificity of 
the evoked response measure for schizo- 
phrenic phenomena. 
DISCUSSION i 

The two-tone evoked response measure 
provides more than simply another demon- 
stration that schizophrenics differ from 
-nonschizophrenic subjects. Significant dif- 
ferences between these groups have been 
reported again and again on any number 
of experimental tasks. What the evoked 
"response technique does offer is an objec- 
F tive approach to the classification of schizo- 
eon which converges with evidence 


from current theories having to do with 
A perception and attention now prevalent in 
behavioral psychology and neurophysiol- 
ogy. 
We previously demonstrated that the 
_ technique discriminated between paranoid 
and nonparanoid schizophrenics. In this re- 
_ port, we have shown that the measure has 
~ even more clinical relevance. It changes in 
- the predicted direction with change in clini- 
4 


cal state, and it has possible prognostic” 
value. It offers an objective measure of 
perceptual performance which may be cor- 
related with specific clinical signs and 
symptoms. 4 

The ability to objectively identify schizo- 
phrenic patients or, more important, to 
distinguish specific homogeneous sub- 
groups, may provide new possibilities for 
clarifying this disease entity. For example, 7 
we found that the two-tone evoked re- 
sponse measure occasionally gave clear, 
repeatable false negatives. That is, patients 
who had a relatively incoherent paranoid 
or hebephrenic symptom picture neverthe- 
less had high correlations between their 
evoked responses. Repeated clinical inter- 
views of such aberrant cases by clinicians 
unaware of the response results showed 
that these patients had one peculiarity in 
common. Although their delusional systems ~ 
might be amorphous and disorganized, they 
still served a clearcut defensive function to < 
the point where they could almost be 
called egosyntonic. Thus, it would appear 
that generalized segmental set disappears 
when the psychotic first finds some com- 
fort in psychoses, whether this be in a 
well organized paranoid delusional system © 
or in a more amorphous and fragmented ~ 
approach to life. y 

From this it would seem that a normal © 
two-tone evoked response coupled with 
such a disturbed clinical picture forms an 
ominous syndrome with a poor prognosis — 
for response to phenothiazines. In this” 
study, those schizophrenic subjects who ~ 
were rated minimally improved, or un- 
changed at six weeks, were the ones who 
had the higher evoked response correla- 
tions at the time of admission. 
* Previously reported studies of evoked 
potentials in schizophrenia have involved’ 
other sensory modalities. Rodin(9) found 
visual evoked responses to have lower / 
amplitude and a more complex wave form © 
in chronic schizophrenics than in nonpa- 
tients. Several visual evoked response mea- | 
sures which differentiate between clinical © 
groups have been reported by Shagass( 10). 
Schizophrenic patients had a lower ampli- 
tude evoked response than did nonpsy- 
chotics and were more similar to normals 
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in this respect. The somatosensory evoked 
response has also been extensively studied 
in psychiatric patients by Shagass(11). The 
recovery function and stimulus intensity 
response functions differ between patients 
and nonpatients. However, the technique 
did not differentiate schizophrenics from 
other functional psychosis or personality 
disorders. 

It is difficult to compare the results of 
these studies with ours. The somatosensory 
response is a primary response and is not 
directly comparable to the auditory evoked 
response. There is also a suggestion that 
schizophrenics may have greater impair- 
ment of the auditory modality than the 
visual; thus the auditory evoked response 
may be more sensitive to change(12). 
Studies with different sensory modalities in 
the same subject may clarify this. 


SUMMARY 


Schizophrenic and nonschizophrenic men- 
tal patients can be distinguished by differ- 
ences in the correlation between pairs of 
averaged evoked responses (AER) to tones 
of 600 cps and to tones of 1,000 cps 
recorded from scalp electroencephalo- 
graphs, This two-tone AER effect was 
predicted from Shakow’s segmental set 
theory. Schizophrenics preoccupied with 
ordinarily disregarded details place more 
value on the physical difference between 
two tones when no symbolic significance 
has been assigned and the evoked re- 
sponses are more dissimilar. Clinical im- 
provement in the schizophrenic patients 
was associated with a shift in the two-tone 
AER toward values seen in nonschizo- 
phrenics. No such change was found in 
nonschizophrenic patients. The clinically 
improved schizophrenics also demonstrated 
an increased amplitude of evoked response. 


The use of the measure as a diagnostic 
prognostic technique is discussed, 


BIBLIOGRAPHY 


1. Callaway, E., Jones, R, and La; 

R.: Evoked Responses and Segmental Set 
Schizophrenia, Arch. Gen. Psychiat. 12:83-89, 
1965. 

2. Silverman, J. : The Problem of Attention 
in Research and Theory in Schizophrenia, Psy- 
chol. Rev. 71:352-379, 1964. 

3. Shakow, D.: Segmental Set, Arch. Gen. 
Psychiat. 6:1-17, 1962. 4 

4. Davis, J.: Enhancement of Evoked Cor- 
tical Potentials in Humans Related to a Task 
Requiring a Decision, Science 145:182-183, 
1964. t 

5. Seigel, S. : Nonparametric Statistics. New 
York : McGraw-Hill, 1956, p. 75. 

6. Venables, P. H. and Wing, J. K.: Level 
of Arousal and the Subclassification of Schizo- 
phrenia, Arch. Gen. Psychiat. 7:114-119, 1962. 

7. Jane, J. A., Smirnov, G. D., and Jasper, 
H. H.: Effects of Distraction upon Simulta-- 
neous Auditory and Visual Evoked Potentials, 
Electroenceph. Clin. Neurophysiol. 14:344- 
358, 1962. j 

8. Marsh, J. and Worden, F.: Auditory 
Potentials During Acoustic Habitation: Coch- 
lear Nucleus, Cerebellum and Auditory Cortex, 
Electroenceph. Clin, Neurophysiol. 17:685- 
692, 1964. 

9. Rodin, E., et al. : Presented at Am. EEG. 
Soc. Meeting, San Francisco, 1963. € 

10. Shagass, C., and Schwartz, M.: Visual 
Cerebral Evoked Response Characteristics in 
a Psychiatric Population, Am. J. Psychiat, 121: 
879-987, 1965. 

11. Shagass, C., and Schwartz, M. + Evoked 
Potential Studies in Psychiatric Patients, Ann. 
N. Y. Acad. Sci. 112:526-542, 1964. 

12. Venables, P. H. and O'Connor, N.: 
Reaction Times to Auditory and Visual Stimu- 
lation in Schizophrenic and Normal Subjects, 
Quart. J. Exp. Psychol. 11:175-179, 1959. 


A CONSIDERATION OF PSYCHOANALYSIS IN RELATION 


V TO PSYCHIATRY GENERALLY, CIRCA 1965 


VAN BUREN O. HAMMETT, M.D. 


typical of the 18 or 20 major centers of 
psychiatric training in the United States, 
there are currently 125 residents in train- 
ing for the specialty. Concurrently the 
4 number of students active in the two 
_ psychoanalytic institutes in Philadelphia is 
106. The analogous figures for the entire 
_ nation, according to the most reliable 
information available, are : 3,617 residents 
in psychiatric training, 1,009 students en- 


j 
i 
j In the Philadelphia area, which is fairly 
i 


In addition to this numerical evidence, 
it is a truism that psychoanalytic theory 
and its application in therapy continue 
to exert a profound influence upon psy- 
chiatry generally : the former—slightly 
ied in a few ways and given the 
name psychodynamics—provides what is 
probably the most widely used theoretical 
rame of reference extant ; the latter—either 
in pure form or somewhat altered and 
referred to as intensive psychotherapy— 
continues to be one of the major forms of 
treatment for psychic disease. (It is not 

cessary for the purposes of this paper 
4 to distinguish between psychoanalyti- 
cal theory and psychodynamics, nor be- 
tween psychoanalysis and intensive psycho- 
therapy. While there are points of 
difference the basic similarities outweigh 
them, and for practical purposes they can 
be considered to be synonymous, or very 
nearly so. Grinker supports this usage 
_ when he speaks of “psychoanalytic psychol- 
ogy euphemized as psychodynamics”(1).) 
_ The prominent position occupied by 
_ psychoanalysis in the mental health field 

_has been fairly constantly associated with 

another phenomenon: a continuous bar- 
rage of criticism aimed at it, both as a 
J 
' 


_ lProfessor and Chairman, Department of Psy- 
chiatry, Hahnemann Medical College and Hos- 
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theory and as a method of treatment, ~ 


Within recent years the criticism has in- 
tensified and has come from new angles 
as the whole specialty of psychiatry has 
entered a state of accelerating evolution, ~ 
The current situation is one of flux, with ` 
relatively rapid changes occurring or ap- — 
pearing imminent, causing many to antici- 
pate progression in the mental health field 
which will approach revolutionary propor- 
tions. In this context, the interactions 
between psychoanalysis and psychiatry can- 
not remain unaffected, but are bound to be 
altered in various ways, some of which 
may well have significant impact on the 
future of both psychoanalysis and psychia- — 


It is the intent of this paper to consider, 
against this background of flux which is 
so noticeable in the contemporary situation, 


some of the features observable in the ~ 


interrelationship of psychoanalysis and psy- — 
chiatry generally. These will be considered ~ 
under five headings : 

1. The popularity of psychoanalysis with- 
in the specialty of psychiatry 

2. The attitude of the medical profession 
and the lay public toward psychoanalysis 

3. Particular aspects of psychoanalytic 
training which are of significance to psy- 
chiatry generally J 

4. The effect on psychiatry of certain 
attitudes associated with psychoanalytic 
theory 

5. Maxims of psychoanalytic technique 
which affect its therapeutic effectiveness 
and that of psychotherapy generally. 


THE POPULARITY OF PSYCHOANALYSIS 
WITHIN THE SPECIALTY OF PSYCHIATRY 


There is plenty of evidence of dissatis- ` 
faction with psychoanalytic theory in con- 
temporary literature. It has been described 
as “empiricism dominating psychiatry under 
the cloak of abstract formulation” (2). It 
has been criticized on the grounds that it 
mistakes meanings for causes, and because 
the metaphors by means of which it is — 


1965 
frequently expressed are mistakenly con- 
sidered as reality(3). It is certainly true 
that many thoughtful students of this 
theory cannot escape the impression that 
it is too all-encompassing with its explana- 
tions and that many of its tenets have yet 
to be adequately proven. 

With respect to the method of applica- 
tion—psychoanalytical therapy—some have 
gone so far as to predict its virtual 
disappearance from the psychiatric scene, 
apparently convinced that it will be ab- 
sorbed into learning theory and develop- 
mental theory(4), with most therapy being 
done by others (than psychiatrists) in the 
form of reeducation and rehabilitation in 
contexts other than the consulting office 
(5), Gruenberg writes: “Whether it con- 
tinues to grow or become smaller its 
contributions will remain, [But] whether 
physicians who devote themselves full- 
time to understanding the innermost work- 
ings of the human mind will be as popular 
as they have been remains to be seen. 
Whether such full-time preoccupation is 
humanly bearable remains to be tested. 
Whether people . . . are sufficiently 
helped by physicians with these preoc- 
cupations to spend so much of themselves 
in such a treatment remains to be seen” 
(6). There is much food for thought in 
these comments; they express doubts 
which are shared by many of us who 
ponder the role in psychiatry of this type 
of treatment. 

Recently there has been vigorous criti- 
cism based on societal considerations: 
Branch has stated that most psychiatrists 
are occupied with patients who represent 
a minority of the population, and that they 
(psychiatrists) are reluctant to come to 
grips with the inconsistency between the 
public need and their personal interests ; 
“the majority are in private practice in 
which the emphasis is on one-to-one 
psychotherapy or on group procedures 
which are most applicable to higher in- 
come groups. . . they are not applicable 
to the great mass of community problems 
. .. we cannot justify hiding our heads in 
the sand on the basis that we are making 
an intensive study of the grains”(7). This 
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is clearly aimed at intensive psychoani 
cal therapy as we now conceive it 
practice it. 

Voices such as these are representati 
of a body of opinion within psych 
which has the appearance, at least 
superficial observation, of a spreading 
enchantment with both the theory and th 
practice of alysis. Strong criticism 
of this method is nothing new, however, 
and it is not possible to reach any con- 
clusion concerning its future from a study 
of these and similar criticisms, With 
respect to its present position one can only” 
say that it is under strong attack in many 
quarters, and that the criticisms have 
tended to grow more sophisticated in co 
tent. 


popul 
ranks of 


acknowledged representative o! E 
and practice of psychoanalysis, For the 
most part psychiatrists who are significantly 
committed, in their own minds, to this 
method take the necessary training to quali- 
fy for membership in this organization, 
and become members. Grinker describes 
the period of rapid expansion of psycho- 
analysis as occurring after the conclusion 
of World War II (8). However during tl 
same period there was an equally rapid 
increase in the total number of psy: 
trists, including representatives of all of 
contemporary schools of psychiatry. : 
growth in numbers is illustrated in Table 
1(9, 10). If we are seeking evidence of loss 
of favor of psychoanalysis among psy- 
chiatrists generally, and if we use these 
figures as statistical evidence, we see at 
glance that they do not substantiate th 
idea of waning popularity. The rate ol 
increase in the number of psy al- 
ly-trained psychiatrists almost exactly p 
Jels the rate of increase in the total numb 

of psychiatrists, As a matter of fact, duri 
the past few years the former ho 

a slight acceleration while the latter reveals 
a perceptible deceleration. % 
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TABLE 1 


NUMBER OF MEMBERS 
AMERICAN PSYCHOANALYTIC AMERICAN PSYCHIATRIC 


YEAR ASSOCIATION ASSOCIATION 
1945 290 3,560 
1950 435 5,850 
1955 610 8,150 
1960 855 11,675 
1963 1,300 12,400 
Table 2 represents graphically the 


relative number of psychoanalytically- 
trained psychiatrists vis-a-vis the total 
- number of psychiatrists in the American 

Psychiatric Association, expressed in per- 
centage terms. We see that there has been 
a small but definite increase in the relative 

number of psychoanalysts occurring within 
the past few years. If this is taken as 

objective evidence of the popularity of 
Í psychoanalysis within the ranks of special- 
_ ists in psychiatry, the conclusion to be 
made is obvious: among psychiatrists the 
_ theory and method are gaining favor, not 
losing it. 


TABLE 2 


PERCENTAGE OF AMERICAN PSYCHIATRIC 
ASSOCIATION MEMBERSHIP HOLDING 
MEMBERSHIP IN AMERICAN 


i YEAR PSYCHOANALYTIC ASSOCIATION 
1% 75 
1950 7.45 
1955 74 
1960 76 
j 1963 8.65 
i 


4 THE ATTITUDE OF THE MEDICAL PROFESSION 
AND THE LAY PUBLIC 

There are no objective data available to 
inform us on this point. The most that we 
_ can do is to note trends and observable 
_ factors which seem to have relevant signifi- 

cance. 

In this context one might mention first 
of all the impression gained from one’s col- 
leagues who are engaged in the practice 
of psychoanalysis, For whatever it is worth, 
there has been within the last few years 
some comment within this group, in this 
large metropolis which is one of the major 
psychiatric centers of the United States, to 


j 
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the effect that it is becoming increasing 

difficult to convince patients that psych 

analysis is necessary for the satisfactory 
treatment of their conditions. The author 
has not conducted a systematic survey 
among his colleagues, and what is rei 
ported here is nothing more than a rather 
vague impression gained from random con- 
versations. It cannot be given much weight, 
but is mentioned as being possibly a straw 
in the wind, so to speak. ` 

Rioch has expressed the opinion that the 
development of any type of therapy is 
perhaps largely determined by social ac- 
ceptance of it, as offering some relief from 
the anxieties of the times. He believes that 
the practitioner furnishes to the people 
(i.e. the patients) what they want in the” 
way of treatment, as determined by econom- 
ic, political and religious considerations ; 
and that a rationale or theoretical basis 
evolves to justify what is being practiced 
(11). This idea must seem startling, and 
somewhat objectionable, to practitioners of 
psychoanalysis, or for that matter, any 
other method of therapy in medicine. None- 
theless, the author believes that there is’ 
much truth to it. It seems to be a sort 
of adaptation of the Toynbeean view of 
history to the context of psychiatry: the 
forces within human society produce, at 
any given period, methods of treatment 
which are acceptable to the collective mood 
of the times. 

If we follow this line of reasoning the 
times would seem at first glance to favor 
psychoanalytic therapy, at least insofar as 
the economic factor is concerned. The past 
decade has been a prosperous one in Ameri- 
ca, and the upper middle class has enjoyed 
unprecedented affluence; the cost of this” 
type of treatment does not appear so” 
forbidding as formerly, so that this method 
should be gaining popularity with this 
segment of society. (Acceptance of this 
method of treatment has always been 
limited to this class, almost exclusively. 
The upper class, who could afford it, 
tended always to look upon it with distrust 
and made relatively little use of it. As 
for the lower classes, they scarcely knew 
of its existence and certainly never thought” 
of it as a method for remedying their 
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problems. A favorable attitude toward psy- 
choanalytical therapy has been largely 
restricted to the educated upper middle 
class. ) 

However, there are other important fac- 
tors which need to be taken into account, 
in considering the current situation. One 
of the outstanding social-intellectual phe- 
nomena of the past decade or so is the 
public's fascination with the remarkable 
achievements of applied science, most 
dramatically represented by the develop- 
ment of the nuclear bomb and the conquest 
of space. Also to be included as one of 
the manifestations of this phenomenon is 
the public's reaction to the advent of 
psychotropic drugs: this important devel- 
opment in psychiatric treatment produced 
a reaction in the lay public which was out 
of proportion to the actual significance of 
the event, as considerable as this was. 
The general tendency was to look upon 
these drugs as harbingers of a revolu- 
tionary new era in psychiatry in which 
biochemical causes would be found for 
the various mental diseases, specific psy- 
chotropic drugs would then be synthesized, 
and treatment would become a relatively 
simple matter of chemotherapy analogous 
to the treatment of infection by penicillin. 
It is beside the point that most psychiatrists 
did not share in this optimistic fantasy. 
The significant point is that great numbers 
of the lay public, including members of 
the educated upper middle class who 
might otherwise have been favorably dis- 
posed toward treatment by psychoanalysis, 
began to look upon the latter as outmoded 
and unnecessary. This point of view made 
considerable headway within the medical 
profession itself, and influential bodies such 
as academic appointment committees in 
+ medical schools began to seek psychiatrists 
of organic persuasion rather than those with 
psychoanalytical backgrounds, when there 
were professorships to be filled. Beyond 
doubt the past 5 or 10 years have wit- 
nessed a subtle but definite turning of the 
tide of favor within the medical profession, 
as well as the public at large, towards 
organic basic science and away from the 
psychological point of view. With respect 
to the popularity of psychoanalysis as a 


method of psychiatric treatment, the net 
effect of this has been unfavorable. 

Other factors of great importance to this 
whole question can be observed. One of 
these is the major socio-political reversal - 
of the past two generations or so, which 
is manifested currently in our concern for 
and preoccupation with the needs of the 
lower middle class, the laboring class and 
the poor. For obvious reasons treatment — 
by psychoanalysis has never been available 
in any significant quantity to individuals 
in these large categories of society ; further- 
more it seems altogether unlikely that it 
ever will be. The great amount of time — 
required for the proper application of this — 
method of treatment to an individual pre- 
cludes its mass application. The concepts 
of social psychiatry and the community — 
mental health center, which seem sure to 
undergo great development in the years 
ahead, are in large part motivated by 
recognition of—and desire to do something 
about—the mental health needs of large — 
classes of society which are economically 
below the relatively affluent upper middle 
class. (The author recognizes, of course, 
that there are other important considera- — 
tions favoring the development of social 
and community psychiatry.) This devel- 
opment in psychiatry was inevitable, and 
unless it is mismanaged it will be a good 
thing for mankind. Whether by deliberate 
intention or not, however, it is almost 
certain to produce as a corollary phenom- 
enon some loss of interest in psychoanaly- 
sis as a method of treatment. j 

If we progress to a deeper level with — 
our observations we will take note of © 
the change in collective or social psychology 
which has characterized the past 50 or 75 
years, and we should do so because 
is relevant to our topic. In the Western 
World throughout the 19th century, and 
continuing into the first part of the 20th, 
collective psychology was strongly favor- 
able to individualism and self-determina- 
tion. Men were encouraged to rely upon 
themselves for their security and success in 
life; failure to do this was considered a 
sort of weakness and was looked upon with d 
disfavor by society. This is no longer so i 
(not withstanding the last-ditch stand of 


46 PSYCHOANALYSIS IN RELATION TO PSYCHIATRY 


“the conservative minority in the recent 

national political campaign). There has 
been an unmistakable change in the psy- 
chology of the social body, with the result 
that individualism and self-determination 
_ are no longer so highly valued. Quite the 
contrary: the current trend is away from 
_ individual responsibility and favors group 


responsibility as the method for providing 
security for the individuals who compose 
the group. This has relevance to the ques- 
_tion of the popularity or lack of popularity 
of psychoanalysis as a method of psychia- 
tric treatment. When individuals tended to 
hold themselves responsible for their fate, 
_ the implication of failure was that there was 
something wrong within the individual, a 
point of view favorable to self-examination 
as this is done in psychoanalytic therapy. 
Now that individuals tend to hold the 
group responsible for their fate, they seek 
group solutions to their problems, which 
tends to strongly influence public opinion 
against intensive individual psychotherapy. 
‘The effect of this social psychological force 
upon the popularity of this method of treat- 
“ment is obvious. 


PARTICULAR ASPECTS OF PSYCHOANALYTIC 

‘TRAINING 

Although many have questioned the 
k effectiveness of psychoanalysis in curing pa- 
_ tients of their psychopathology, none should 
impugn its considerable value to psychiatry 
on other counts. For one thing, it swung 
the emphasis in psychiatry away from 
description toward deeper phenomena(12) 
and in so doing it lifted psychiatry out of 
the doldrums of taxonomy and set it on 
the more stimulating course of a teleologi- 
cal point of view. Thus it revitalized the 
specialty and made it attractive to men 
with active minds. As Millet puts it: 


[uly 
“Without the contributions of the psy- 
choanalytic school we might still be floun- 
dering in the mazes of descriptive psy- ~ 
chiatry and in a pessimistic attitude toward 
mental disorders” (13). 

There is no way of knowing how many ~ 
physicians have been recruited for psychia- 
try by the appeal of psychodynamic theory, 
or how many residents it has saved from 
quitting their training; one suspects that — 
this is true of many. Those who are 
concerned with training residents are fami- 
liar with the confusion and frustration 
experienced by many of them in the middle | 
phase of their training. 

When the initial enthusiasm and the 
exciting newness of it has begun to fade, 
many are discouraged by their chosen 
specialty’s apparent inadequacy in the 
treatment of mental and emotional illness. 
A troublesome feeling of futility threatens 
the resident’s peace of mind, at about the — 
time of his second year of training. Then 
psychoanalytic theory and therapy enters 
the picture, through the media of personal 
analysis, lectures and seminars and the — 
reading of the classics of analytical litera- 
ture. New light dawns. A coherent, logical 
and authoritative approach to the vexing 
problem of therapy for mental illness ` 
begins to take shape before the residents — 
eager eyes. A way out of the dilemma of 
therapeutic futility is suggested: study this — 
theory and learn how to apply it in treat- — 
ment, Discouragement and frustration are ` 
replaced by hope and enthusiasm as the 
resident engages in the psychoanalytic 
training which supplements (and, as a mat- 
ter of fact, not infrequently engulfs) his 
general psychiatric residency. The effect 
of this phenomenon is probably for the 1 
most part beneficial to psychiatry, in the < 
sense that it revives the resident’s enthus- 
iasm and he presses on with renewed 
energy. Psychoanalysis deserves full credit 
for thus providing a significant intellec- 
tual and emotional “lift” at a time when it 
is needed. The emphasis upon psycho- 
analytic theory which has prevailed in 
psychiatric residency and _post-residency 
training during the past 20 years is largely 
due to two factors: the residents’ great 
need—born of the urgent emotional deter- 
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minants described above—for an orderly 
method of approach to the problem of 
therapy in „psychiatry, and the absence of 
any other reasonably complete body of 
knowledge or convincing theory about the 
psyche in health and in disease, The un- 
varnished truth is that we are beset by 
great ignorance regarding the factors which 
determine human behavior, Psychodynam- 
ics has attempted to remedy this uncom- 
fortable situation by elaborating an ex- 
planatory theory. In so doing, it has 
responded to the emotional needs of 
psychiatrists-in-training and thereby has 
won much favor with them. 

In the light of these considerations one 
easily understands why psychodynamic 
theory and training for psychoanalytic ther- 
apy have played a prominent role in 
training for the specialty of psychiatry. The 
acknowledged experts in this area have 
been the psychoanalysts, and it has been 
the psychoanalytic institutes which have to 
a great extent controlled this large segment 
of psychiatric training, Traditionally, and 
because of historical determinants, these 
institutes have been for the most part 
separate from the general programs of 
psychiatric residency training ; within more 
recent years the two have been more or 
less integrated at some centers. 

It is relevant to the purpose of this 
paper to consider the tremendous invest- 
ment, in terms of time, energy and dollar 
cost, which goes into the training of young 
psychiatrists to do psychoanalysis. The 
generally accepted, standard preparation 
includes personal analysis, a number of 
courses in theory and its application, and 
the treatment of several control patients 
under supervision; to this must be added 
the amount of time which is consumed in 
traveling in connection with this training: 
to and from the office of the personal 
analyst, the supervising analyst and the site 
of the various lectures and seminars; and 
of course we must add the many hours 
spent reading and studying the relevant 
literature. Adding these together one comes 
to a total in the neighborhood of 4,000 to 
5,000 hours. This is the equivalent of 100 
to 125 work-weeks, or 2 to 21/2 years of 
full-time effort. In determining the f- 
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nancial cost we must include the personal 
analysis, tuition fees, fees paid to super- 
visors of control cases and the value of 
travel time. It is of course impossible 
determine a figure which will be accurati 
all across the country, due to variations 
in fees in different localities. However, it 
would seem to be a conservative es e 
of the total cost of this training to place 
it somewhere between $25,000 and $40,- 
000. 


These facts establish clearly several fea- 
tures characteristic of contemporary p: 
choanalytical training: it occupies a 
prominent, and in some areas a dominant, 
place in the total program of psychiatric 
training; it requires a great investment 
of time, attention and energy; and it costs 
the trainee a significant sum of money. 

Because of these facts a number of. 
questions are being asked about it. One 
is an old question which has been many 
times asked ; is all of this training necessary _ 
or even desirable, in the face of much 
evidence that psychoanalysis has never 
been proven any more effective for the 
cure of the manifestations of psychopathol-— 
ogy than various other methods of treat- 
ment?(14, 15, 16, 17, 18). This is a vexing 
question, and until it receives a definitive 
answer which gains general acceptance 
there will remain an unavoidable shadow 
of doubt over all this effort to train psy- 
chiatrists to do psychoanalytic therapy. 
Perhaps a definitive answer will be forth- 
coming within the next 10 or 20 years. 
There is some interesting research on 
psychoanalytic therapy in process, but it 
is more the fashion to study the mecha- 
nisms involved than to try to appraise 
the relative effectiveness of this method, 
probably because of the many difficulties 
involved in the latter(19). But until \ 
vexing question stated above is answered 
there is a truly urgent need for research 
designed to seek the answer. a 

One of the most notable characteristics 
of the training process is an intense and 
prolonged concentration on the theory~ 
psychoanalytical psychology and metapsy~ 
chology. This is an extensive theory and 
constitutes a great volume of literature — 
which the student must read and study. 
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To accomplish this task is no small 
undertaking, and it consumes just about 
all of the student’s available time and 
energy beyond that which must be de- 
voted to the making of a living while he 
pursues his special training. For the average 
student—excluding only the exceptionally 
brilliant or energetic—this means that for a 
period of several years, at the least, he 
will learn very little about other important 
points of view which are concerned with 
understanding human nature. Significant 
casualties of this narrow concentration are 
the biological disciplines (genetics, physiol- 
ogy and biochemistry) and those disci- 
plines which are concerned with the 
influence of environmental factors upon 
individuals (social psychiatry, sociology, 


anthropology, etc.). 


It is not only that the student has 


_ neither the time nor the energy to learn 
about relevant information available in 
_ these disciplines, but—and this is far more 


harmful—there is a tendency to somehow 
develop an attitude which is antagonistic 
to them. Freud insisted upon the biological 
basis of human nature, but left it entirely 
to others to study and learn about this 
biological basis and employed his own 
genius in the creation and elaboration of a 
purely psychological theory of human na- 
ture. For the most part the followers of 
Freud did not even mention the possibility 


' of biological determinants of human be- 


havior; they added to or refined Freud’s 
theories, or proposed alternative theories. 


_ The psychoanalytic theory, or psychodyna- 


mics, which is taught today in the insti- 


_ tutes which train individuals to practice 


psychoanalysis, makes little mention of bi- 


_ ology beyond an occasional speculation 


about constitutional factors, and it has 
shown a similar disregard for the effect 
of social forces as it has concentrated on 
the intra-psychic factors. The student in 
training is not encouraged to study 
genetics, biochemistry or social psychia- 


try; to the contrary the effect of the 


training is to discourage him from interest 
in these disciplines. It can be argued that 
very little is known about biological or 
social determinants of human nature, or 
that mastery of psychodynamic theory 


requires concentration upon it to the ex- 
clusion of other disciplines, or that psy- 
chodynamics is the only real science of 
human nature; one has heard all of these 
arguments advanced repeatedly. While 
there is of course some truth to the first 
two, it is also obvious that they are ration- 
alizations in the service of limiting the 
total frame of reference. There can be 
little doubt but that the effect is to inhibit 
the larger development of the psychiatrist- 
in-training. 


ATTITUDES ASSOCIATED WITH 
PSYCHOANALYTIC THEORY 


There are certain attitudes which seem 
to have originated in psychoanalytic theory, 
or if not actually originated by the theory 
at any rate their growth seems to have 
been fostered by it. These attitudes are 
found in relation to therapy, in relation 
to research, and in relation to certain 
fantasies which are of significance to 
psychiatry generally. The psychoanalytical 
orientation in psychiatry has corollaries in 
the area of therapy which are easily ob- 
served. The physical therapies such as 
electroconvulsive therapy (and, for that 
matter, just plain physical exercise) are 
pretty much rejected, and chemotherapy 
suffers the same fate. The fact is, of course, 
that many patients are best treated by 
these methods. Unfortunately, it often 
requires a number of years of clinical ex- 
perience for psychiatrists who have been 
trained in psychoanalysis to learn these 
facts, and some never do. Further, it is 
conceivable that with refinement of tech- 
niques and greater knowledge of neuro- 
anatomy, psychosurgery may eventually 
become an important method of treatment. 
Yet for the most part it is rejected out of 
hand by psychoanalysts, many of whom 
exhibit towards it a strongly emotional 
antagonism. 

From a more theoretical point of view 
there are a couple of other points which 
should be mentioned. For the predominant 
school in North America, the theory under- 
lying psychoanalytic therapy is firmly based 
on the concept of psychic determinism, 
which completely rejects the idea of 
voluntarism, or will, as a factor in human 


behavior. At the risk of being considered 
quixotic, the author is of the opinion that 
it may be a mistake to do this, at the 
present stage of our knowledge of human 
nature, There is another more subtle corol- 
‘lary to the complete acceptance of the 
concept of psychic determinism: it tends 
to produce, subtly and perhaps mostly via 
unconscious thought processes, a tendency 
to regard psychopathology—or some types 
of it, at any rate—as absolute and immuta- 
ble. In the day-by-day practice of psy- 
choanalytic therapy there are some patients 
who are found to be very resistant to 
treatment and very difficult to change in 
any way for the better. For the convinced 
believer in psychic determinism, the ten- 
dency is to explain these failures in treat- 
ment as being due to the presence in the 
patient of psychopathology which is not 
amenable to treatment. This is a dead end. 
A psychiatrist less convinced of psychic 
determinism might be more disposed to 
consider the possibility that his method of 
treatment is ineffectual, rather than to seek 
the explanation in the quality of the 
patient’s psychopathology. The former at- 
titude leaves open the way for the develop- 
ment of something which will achieve 
better results with these patients ; the latter 
attitude relegates them to hopelessness. 

‘As regards research, we might begin 
consideration of this question with a quota- 
tion: “The future may require replacement 
of Freudian premises with experimentally 
validated psychological principles. . . . the 
historian of. . . 50 years from now will 
regard Freudianism as a curious cultural 
phenomenon that constituted a conceptual 
barrier to progress”(20). This is a very 
strong statement indeed, and in our opinion 
it discards Freudian theory much too sweep- 
ingly. It is very likely that future research 
will considerably modify this theory, how- 
ever, Without championing so vehement a 
view as that quoted above, let us go on 
to consider some of the specific ways in 
which the theory and practice of psycho- 
analysis may, indeed, tend to inhibit pro- 
gress in psychiatry generally. 

It is a fact that measurements of various 
physiological indices of affect can be 
monitored, and recorded, more or less 
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continuously(21). These techniques are 
being studied and developed with a view 
to identifying and quantifying affects. The 
tremendous potential usefulness of such 
research in contributing to our knowledge 
is fairly obvious. For one thing, if it were 
to be employed experimentally throughout 
the course of psychoanalytic therapy with 
selected patients, one can confidently pre- 
dict that it would provide a great deal of 
illumination of the processes of such ther- 
apy, and one would further anticipate that 
these techniques could be developed to 
furnish valuable objective information con- 
cerning the progress of treatment. Further- 
more, research of this type employed 
during the course of psychoanalytic therapy 
—the situation par excellence in whi 
patients are under prolonged and intensive 
scrutiny—offers much promise for finding 
answers to many of the questions which 
plague psychiatrists. Unfortunately the 
practitioners of psychoanalysis tend, almost 
unanimously, to reject the overtures of 
those who seek to employ this type of 
research in the setting of psychoanalytic 
therapy. They recoil from the suggestion, 
expressing conviction that the introduction 
of such parameters into the treatment 
situation would interfere with transference 
phenomena and would otherwise contam- 
inate the treatment excessively. Granted 
that there is some validity to these objec- 
tions. Nonetheless, the result seems to be 
a great loss through the shutting off of a 
potential source of new knowledge, a loss 
suffered by psychoanalysis and general 
psychiatry alike. 

A somewhat related consideration is the 
relationship between physiology, affect 
and ideation. There is widespread agree- 
ment with the premise that affect is 
inseparably linked to physiological process- 
es. (This relationship has been docu- 
mented repeatedly, and by so many 
investigators that it does not require 
references here.) Furthermore, most stu- 
dents of human nature agree that affect 
and physiology are reciprocally related to 
thought: i.e., affect-physiology can deter- 
mine thought content, and thought content 
can determine affect-physiology. It has also 
been conclusively demonstrated that many 
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visceral physiological functions can. be 


conditioned; e.g., significant bodily phys- 
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iological processes can be determined by 
conditioning. It has also been shown 
possible to recondition, or to modify by the 
use of operants, these physiological functions 
of the viscera (22, 23, 24, 25). The impli- 
cation of the foregoing facts is apparent: 
operant conditioning (or reconditioning) 
may be a therapeutic point of entry into the 
vicious cycle of psychic disease. But psy- 
choanalysis and its practitioners have shown 
scant interest in these intriguing possibili- 
ties. 

To turn our thoughts in another direc- 
tion: the concept of community psychiatry 
is currently bursting upon the psychiatric 
scene. It contains all of the essential 
ingredients to become a revolutionary 
development. This is due to a number of 


_ factors: general impatience with psychia- 


try’s inadequate efforts to meet the public 
need; the recommendations of the Joint 
Commission, as summarized in “Action for 
Mental Health”; recent actions of the 


_ Federal Government which make money 
_ available for the development of programs 


of community psychiatry ; and most impor- 


_ tant of all, perhaps, the effect of urbaniza- 


tion on mental health and mental disease 


_ (26). The whole concept of community and 


social psychiatry is a great issue, involving 


_ Important considerations which are not 


within the scope of this paper. There is 
however a relevancy to this paper which 
we would mention : social psychiatry points 
up and emphasizes an obviously significant 
area in the etiology and phenomenology 
of mental disease which psychiatry must 
explore thoroughly. It is a noticeable fact 
that psychoanalysis did not lead the way 
in opening up this important area; to the 
contrary it has somewhat tended to oppose 
this development. In so doing, it Opposes 
psychiatry’s progress toward the acquisition 
of new knowledge, so sorely needed, with 
the especially regrettable result that the 
rich knowledge of the depths of human 
nature, which is perhaps the unique pos- 
session of those experienced in psycho- 


analytic therapy, is not being made as 


available as it should be to the nascent 
science of social psychiatry. 


Let us turn from research to a consid 
ation of fantasy. Much of the ration 
for employing psychoanalysis for the treat 
ment of psychic disease is identified with 
the idea that it uncovers the hidden psy 
chopathology, and resolves it. It is precisely 
in this respect that this method of treat 
ment is considered to be different from 
other methods. There is considerable trutl 
in this idea. Unfortunately, however, the 
idea does not stop there; it goes on to 
generate a Fantasy of Total Cure. Thig 
fantasy sees the process of uncovering and 
resolution of latent psychopathology ai 
being completely successful with the resul 
that the individual becomes totally health: 
enjoying a state approaching super-nor 
mality. Anyone experienced in the practice 
of psychoanalysis knows how commonly this 
fantasy occurs in patients. It is a stubborn 
fantasy which resists the abundant eviden 
of its fallacy, and it tends to persist im 
the minds of the patients. Unfortunately 
also exists, to some extent, in the minds 
of the physicians (who were not so long 
ago themselves patients). 

Freud was aware of it and conside 
the idea carefully, in “Analysis Terminable 
and Interminable” (27). He cautioned 
against considering analysis an all-cure or 
a total cure. Unfortunately his warning con: 
tinues to be overlooked and the fantasy ol 
total cure lives on. Gruenberg writes of 
its persistence, and goes on to comment 
that there is some tendency “in some quar= 
ters” to give it up in favor of the moré 
realistic goal of limitation of disability (28). 

The truly regrettable consequence of this 
fantasy is this: patients and doctors under 
its influence, whether consciously or uns 
consciously, tend to persist in protracted 
courses of therapy extending over very 
long periods of time—7 or 8 years is not 
rare—in pursuit of the Holy Grail of Total 
Cure. In the end there must come, of 
course, disappointment and disenchant- 
ment, This type of result is. damaging 
the image of psychoanalysis, and more 
generally to all of psychiatry. One cannot 
hold psychoanalysis responsible for the 
existence of this fantasy. But psychoanaly- 
sis has failed to meet this problem head 
on, and, for whatever .reasons, has not 


made an adequate effort to deal with it by 
acknowledging the existence of the fantasy 
and vigorously exposing its unrealistic 
nature, 

Another persistent fantasy illegitimately 
born of psychoanalytic theory is the idea 
of the “normal” individual—normal in this 
frame of reference meaning non-patholog- 
ical with respect to psychosexual develop- 
ment, The theory gives much attention to 
psychopathology which is ascribed to vari- 
ous mischances of the individual’s experi- 
ences in the intimate relationships of life 
during his formative years. These concepts 
of psychopathology make much sense to 
one well versed in the terminology and 
basic premises of the psychodynamic point 
of view. But they are also widely read by 
persons lacking the collateral training neces- 
sary for accurate understanding, and so 
have become the basis for popular defini- 
tions of “normal” and “abnormal.” Every- 
day observation of humanity reveals the 
discrepancies between “normal” and “ab- 
normal” as thus conceptualized and normal 
and abnormal as judged by competency of 
performance in our civilization, with the 
result that people tend to conclude that 
there is a somewhat fanciful quality to 
psychiatric ideas and public confidence in 
psychiatry is undermined. It is scant com- 
fort to psychiatrists to know that these are 
wrong conclusions drawn from incorrect 
premises. 


CONSIDERATIONS OF PSYCHOANALYTIC 
TECHNIQUE 
The criticisms of contemporary psycho- 
analysis outlined above are of sufficient im- 
portance to warrant our attention. How- 
. ever, the method and its practice will not 
succumb to these, or other, criticisms. It 
enjoys gradually increasing popularity with 
psychiatrists, and there will probably be 
enough demand for it by patients to keep 
it going as a major psychiatric therapy for 
many decades. This will probably be the 
case despite the lack of convincing objec- 
tive evidence that it has any special effec- 
tiveness, and demand for it will no doubt 
continue even if research yet to be done 
ultimately demonstrates lack of effective- 
ness. Furthermore there are many experi- 
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enced practitioners of psychoanalytic thera- — 
py, sincere men and as intellectually honest — 
as most, who are firmly convinced that this 

is a method of treatment which is not only 
effective, but very potent as a modifier of 
psychopathology. To be sure their convic- 
tion rests largely upon subjective consider- 
ations—“clinical experience”—but it is none- — 
theless strong conviction. The author would 
include himself among them in believing 
that when it works it is quite effective in 
modifying and changing psychopathology 
and thinking, feeling and behavior caused 
by it. The key phrase in this statement, 
however, is: “when it works.” 

For the vexing aspect of this method 
of treatment is the fact that it is ineffec- 
tual with so many types of patients, even 
if one considers only those for whom 
method is feasible financially and other- 
wise; furthermore, even in that area o 
psychic disorder in which this therapy is 
held to be most effective—the rye 
neuroses: hysterias, phobias, and ol 
sive-compulsive states—the success of the 
method is by no means uniform or pre- 
dictable ; some respond well to the treat- 
ment while others do not. Whether we 
subscribe to the etiological concepts of psy- 
choanalytic theory for these neurotic syn- 
dromes, or whether we are skeptical and 
say that we don’t know the etiology, we - 
can agree that the uniformity of the syn“ 
dromes in each category points to uniform 
etiology. Why, then, do some recover with 
psychoanalytic therapy and others not? 

The custom has been to explain this para- 
dox as due to differences in various factors 
in the patients: age, ego strength or w 
ness, the quality of the psychopathology, 
the quantitative factor, etc. These explana- 
tions leave one unsatisfied, Perhaps more 
examination of the method of 
itself is indicated. It may be that it 
is not as uniform, or constant, as we- 
have tended to think. Perhaps there are 
significant variables in it which determine, 
by their presence, absence, or quantitative 
variation whether the treatment will be 
effective or not. A method which is so — 
complex is extremely difficult—if not im- 
possible—to standardize, and the most 
cursory examination reveals many variables 
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with wide ranges of variation. It will re- 
quire much careful observation to describe 
all of them, and even more patient re- 
search to define their relation to the out- 
come of therapy. This task has been begun 
in some quarters, and it is work which is 
of vital importance to the future of psy- 
choanalysis as a scientific method of ther- 
apy. 

Two of these variables will be empha- 
sized here, as the author’s experience has 
convinced him that they bear a critical re- 
lation to the outcome of the treatment. 
„They are: 1. the neutrality-commitment 
factor, and 2. the factor of affect in the 
therapist-patient relationship, 

The neutrality-commitment factor. Con- 
temporary training in the technique of 
psychoanalytic therapy places heavy em- 
phasis on the maxim of neutrality on the 
part of the therapist. The mirror analogy 
is commonly used in stressing this princi- 
ple: the therapist is to be like a mirror, 
and reflect the patient’s verbalizations and 
behavior to him so that he can see himself ; 
in doing so he (the therapist) is to remain 
as impersonal and detached as the mirror, 
taking care not to show subjective re- 
actions such as disapproval, enthusiasm, 
and the like. At first the student finds such 
neutrality difficult to achieve, but with 
_ training and practice he learns to do it 
4nd, perhaps of necessity in order to do it, 

ecomes expert in habitual non-involve- 
ment so that no hint of any of his personal 
feelings is available to the patient, 

| is total neutrality or non-involvement, 
although it is motivated—consciously, at 
least—by good intentions, tends to have a 
seemingly paradoxical but actually pre- 
dictable effect on the patient and the course 
of the therapy. The longer the therapist 
remains completely neutral, the more there 
grows in the patient’s mind a conviction 
that he is so carefully uncommited for a 
compelling reason: namely, that he is 
guarding some selfish personal consider- 
ation, which would be jeopardized if he 
“took sides.” This is the inference which 
people always draw when confronted by 
neutrality. The patient concludes that the 
therapist is not truly neutral, but that quite 
to the contrary he nurtures some secret, 
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personal advantage. Or he may choose to 
believe in his therapist’s integrity, which 
then forces him to draw the even more 
damaging inference that the careful neu- 
trality is motivated by cowardice: the 
therapist lacks the courage to get involved 
in any way. 

In such circumstances, few patients can 
bring themselves to bare all in the treat- 
ment process. Who will reveal his darkest 
secret, his most shameful feeling, to a coward 
who will not support him or to one whose 
own selfish interest will guide his response 
(or lack of it)? The answer is obvious, 
and the effect on the therapy is precisely 
what one would expect: the deepest, most 
crucial material will never be brought out 
by the patient and the treatment will fail 
to just that extent, 

To be able to bare the darkest recesses 
of his soul, the patient needs to know that 
the therapist is “for” him; that he is com- 
mitted on his side, that he will fight with 
him against the enemy. Neutrality will not 
do: commitment is necessary. 

This should not be taken to mean, and 
need not mean, that in practice the thera- 
pist sides with all of the patient’s unrealis- 
tic animosities and vengeful fantasies. It 
does mean, however, an unequivocal 
commitment in the therapist’s mind to being 
“for” the patient in the struggle against his 
psychopathology. He cannot be neutral as 
to the course taken by the treatment: he 
must actively want the patient to improve. 
This means, of course, exposing himself to 
the disappointment of failure, if it occurs; 
it entails the risk of exploitation of this 
commitment by the patient, under the in- 
fluence of his psychopathology ; it involves 
hazards in other ways. But these risks the 
therapist must be willing to take if the 
treatment is to really come to grips with 
the core of the patient’s illness. 

Of course no therapist can possibly make 
this kind of commitment to every patient. 
When he finds that he cannot, for whatever 
reason, he should frankly acknowledge the 
fact to himself, and should consider care- 
fully whether to continue with the patient, 
doing the best he can under the circum- 
stance, or refer the patient elsewhere for 
treatment. 
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The factor of affect in the therapist-pa- 
tient relationship. It is almost heretical, in 
psychoanalytical technique, to allow affect 
to enter into the relationship between the 
therapist and the patient—that is, affect 
originating with the therapist. Be that as 
it may, attention is here called to such affect 
as one of the important variables in the 
treatment, significantly related to the out- 
come in terms of success or failure. Our 
point is that absence of positive affect in 
the therapist for his patient is, in the long 
run, as damaging to the treatment effort as 
an excess of affect, or the wrong kind. 

The amelioration of the harmful effects 
of psychopathology through psychoanalytic 
therapy is achieved by means of gradual, 
unconscious emotional rearrangements—not 
through intellectual insights, as is frequent- 
ly thought. (The tendency to overempha- 
size the therapeutic function of intellectual 
insight, and the disappointment which re- 
sults, were well described by Wheelis 
(29).) Insight is intellectual : that is to say, 
it is cerebral. Since much of human be- 
havior is mediated at lower levels of the 
central nervous system, it follows that in- 
tellectual insight is removed from effective 
contact with it and therefore unable to 
influence it definitively. This has been ex- 
pressed well by Gantt: “With the philos- 
ophizing facility of the highest cortical 
processes, one may forget his reverses, but 
with his visceral processes he fortunately 
or unfortunately remembers; his heart 
keeps beating to the old rhythm”(30). 

Just how does therapy bring about the 
gradual, unconscious emotional rearrange- 
ments which spell improvement ? Of course 
we do not really know. Therefore an 
opinion born of considerable experience is 
permissible, since nothing absolute is 
known. I think that in order for this mech- 
anism of improvement to occur, it is 
necessary that the patient live the process 
of therapy as a real life experience, com- 
plete with affect, rather than simply ob- 
serving it. And it has been my experience 
that he is unable to do this unless the affect 
flows two ways—patient to therapist, and 
therapist to patient. The kind of affect re- 
quired of the therapist is positive : a steady, 
quiet, durable liking for the patient. This 


I think is essential for the successful treat- — 
ment of most patients. In speaking of the — 
wonders of metabolism, it is said that ‘the — 
fats can burn only in the hot flame of — 
the carbohydrates.’ The analogy for psy- — 
choanalytic therapy is that the patient can 
relive his conflicts therapeutically only in — 
the presence of a warm acceptance by his — 
doctor. 

As with commitment, so too with liking; — 
it goes almost without saying that no 
doctor can possibly like all of his patients, 
When he cannot, his best course of action — 
becomes a matter for careful judgment. ~ 

The question may be raised: how does — 
the therapist go about the matter of com- — 
municating to the patient his personal com- — 
mitment and liking? This presents no 
problem at all, for when the commitment 
and liking are there one cannot help but 
communicate them. It is not necessary to 
make any point of it: self-conscious state- 
ments are unnecessary, even contraindicated | 
in that they ring false. As in all relation- 
ships between people, these affects will be — 
communicated by numerous signs, many of : 
them at an unconscious level. But that they — 
will be communicated is certain. 

These considerations about commitment 
and affect apply primarily, of course, to ; 
psychoanalysis. However they have also — 
some importance for psychiatry generally, — 
because of the fact that the psychoanalytica! 
model for technique has been widely ex- — 
propriated, and is used by many psychia- i 
trists not analytically trained, in whose — 
hands the faults of the method are not 
alleviated by skillful application of the vir- 
tues, so that the faults become even — 
more injurious to the effort at therapy. 


SUMMARY AND CONCLUSIONS 


We have considered various aspects of 
psychoanalysis in relation to psychiatry 
generally, against the background of the 
contemporary situation which is character- 
ized by a state of flux certain: to alter 
this relationship. Some of the factors dis- 
cussed are supported by objective data, 
others are expressions of opinion. 

1. There is evidence that psychoanalysis 
is gaining in popularity within the specialty 
of psychiatry. 
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2. The combined effect of various factors 
points toward some loss of favor with the 
medical profession and the lay public. 

3. Psychoanalytic training is credited 
with a vitalizing influence upon psychiatry 
generally. The great cost of the training in 
time, effort and money is emphasized. 
Notice is taken of the training’s unfortunate 
tendency to hinder the student's develop- 
ment in other ways, especially in regard 
to knowledge of the biological and social 
factors involved in psychopathology. 

4, Attitudes associated with psychoana- 
lytic theory are seen to inhibit interest in 
the chemical and physical therapies, to be 
related to both therapeutic pessimism and 
excessive optimism, and to result in a 
failure on the part of psychoanalysis to 
realize its potential in the development of 

certain types of research. 

5. Two maxims of psychoanalytic tech- 
nique—the rule of neutrality and the pro- 
scribing of affect on the part of the thera- 
pist—are seen as limiting the effectiveness 
of treatment by psychoanalytic therapy and 
by imitative psychotherapy. 
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PSYCHIATRY AND PUBLIC POLICY’ 


MIKE GORMAN? 


The subject I have undertaken is broad 
enough to satisfy the appetite of the most 
manic globalist, but I shall try to confine 
myself to certain issues and examples which 
illuminate both the barriers and the op- 
portunities in bridging the gap between 
the psychiatric profession and those movers 
and shakers who establish policy in our 
democracy. 

‘An obvious beginning for this discus- 
sion is the recognition of the growth prob- 
lem, Over the past several decades we have 
multiplied the number of children, the 
number of old people, the number of 
color television sets and the number of 
psychiatrists. As you have escalated from 
a small cell of some 3,000 psychiatrists in 


of necessity been 
participation 
time. 

You can no longer hide in the discomfort 
of your private office, appropriately fitted 
out with an overstuffed couch and a pic- 
ture of Freud visiting Worcester, Massa- 


chusetts in 1909. 

Gabriel observed in Mare 
Connelly’s “Green Pastures”: “Everything 
nailed down is coming loose.” 

I think it is right and proper that you are 
called upon y for advice and 
counsel on the prob besetting the 
human race, but this relatively new mission 
places upon you a heavy responsibility to 
make your views both clear and cogent. 

Twenty years after Alan Greggs 1944 
attack upon your special and parochial 
lingo, Chief Judge David L. Bazelon of the 
United States Court of Appeals—one of 
psychiatry’s most devoted friends—com- 
plained publicly that it was almost 
impossible to implement the landmark 
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Durham decision of 1954 beca 
trists testifying in court used 
stereotyped language which is 
unintelligible to the jury, but a substitute 


for hard 


the layman 
accused acted as he did. 

I know that you have struggled with 
this issue from time to time, but not with 
any real degree of success. In preparing this 
paper, I reread the proceedings of a 1961 
APA research conference called “Problems 
in Communication.” It is a most uncom- 
municative document, riddled with arid 
jargon and pontifical statements about 
phonology, morphology, syntax, semantics, 
object-oriented l ocon 
mythological vior and 
subjects. 3 

As Judge Bazelon has suggested, the 
status language which you use is not well | 
received in public forums. Even in your 
unhappy experience with Fact magazine 

| 


3 
= 
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last year, it was revealing to note how 
much political bias was wrapped up in 
pseudo-technical flagellation of Senator 
Goldwater, I much preferred the forthright — 
reply of one psychologist, who wrote the — 
following to the Editor of Fact : 

“Jf you will send me a written authoriza- 
tion from Senator Goldwater and arrange 
for an appointment, I shall be happy to 
send you a report concerning his mental 
status, The same goes for you.” 

I submit that psychiatry must develop 
a “public” language, decontaminated of 
technical jargon and suited to the discus- 
sion of universal problems in our society. 
I realize that this is a very t task; 
it means taking leave of the le, 
secure and protected words of the profes- 
sion and adjusting to the much breezier 
dialogue of the open tribunal. As difficult 
as this task is, it must be done if psychiatry 
is to be heard in the civic halls of our 
nation. 
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That this can be done is illustrated in 
the many excellent publications of the 
Group for the Advancement of Psychiatry. 
In many of its reports—covering the social 
responsibility of psychiatry, the psychiat- 
ric aspects of school desegregation, the 
role of the psychiatrist in the mental health 
association—the points have been clearly 
made and the language delightfully lucid. 

Psychiatric Aspects of the Prevention of 
Nuclear War, a 1964 GAP publication, is 
a superb example of forthright exposition. 
It is neither pretentious nor falsely modest, 
and it succeeds admirably in its purpose 
of delineating insights into human behav- 
ior and responses which should be under- 
stood by all policy makers who are 
attempting to maintain the peace. Its great 
virtue is that it transmits the flavor of a 
humanistic psychiatry to a public discus- 

_ sion which has, for far too long, been 
 surfeited with dehumanizing statistics and 
_ pushbutton phraseology. 
i An even more important issue in this 
_ ecumenical discussion of psychiatry. and 
public policy is the seeming inability of 
_ most psychiatrists to cross the divide be- 
_ tween their value systems and those of 
_ officials in public life. 
= In his private practice the psychiatrist, 
3 by implication, places the highest value 
upon the needs and aspirations of the 
individual. As a profession, it cares deeply 
_ about the welfare of all sorts of people— 
imperfect people, freckled-faced people, 
_ sweetly mad people, defiant people and, 
above all, gentle people. 

The public official, although not un- 

_ aware of the existence of people, draws 
his values from a highly materialistic cul- 
ture. Dr. George Albee has described the 
“fix” of leaders of our society very well in 
Mental Health Manpower Trends : 


For a long time the businessman has been in 
the status saddle. In a nation that worships 
production, and the endless flow of new and 
ever more colorful goods from the production 
lines, we have been satisfied to turn over much 
of our government and most of the decisions 
affecting our future to the businessman with 
‘know-how’. . . . The businessman, with con- 
ventional but effective strategy, has fought 
the intellectual by first reducing his number 
through starvation, and then seducing most 


of the remainder with the delights of goo 
followed by the threat of their removal, 


In a materialistic culture, the averag 
legislator usually reacts to a social dem: 
by appropriating money for more b 
ings. As an illustration, the response | 
most state legislatures to the exposes 
snakepit conditions in mental hospitals i 
the period following World War II mani 
fested itself in the launching of a $10 
million a year building program to 
more human warehouses to the existit 
psychiatric real estate, In 1963, we 
further evidence of the conceptual valu 


The fact that the psychiatric professiot 
is seldom called in for consultation b 
state legislators is no trade secret, State 
Senator Earle Morris of South Carolina, 
one of the leaders in progressive mental 
health movements in the South in recen| 
years, remarked recently that “psychia- 
trists haven’t done a good selling job to out 
legislatures.” He added that the poultry 
and livestock men had done a much 
better job of selling research in their are 
than the psychiatrists had done with r 
tion to the human species. 

I am not defending the value system 0 
the average legislator ; I am just deseribin, 
it. Apart from usually reflecting the pre- 
dominant values of his constitutency, 
average legislator prides himself on be 
a practical man concerned with balancing 
the ledger. Idealism—the stating of our 
national aspirations—he leaves to the ex 
ecutive branch. A Woodrow Wilson pro: 
poses a Family of Nations, but a “realistic” 
Senate rejects it, A John F. Kennedy pro- 
poses a revolution in our care of the mental- 
ly ill, but a fiscally-conscious Congress 
severely cuts the dimensions of the program. 

The average legislator also has a lis 
whether at the conscious or unconsci 
level, of “realistic” enterprises worthy 0 
support. Into this category fall expen 
tures for our national defense, billions 0 
dollars for highway construction and lar 
sums for space exploration. James Snowd 
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the former Minority Leader of the State 
Senate of Delaware, described the rigidi- 
ties of most of his colleagues when he 
noted that “the facts of political life are a 
lot more certain than the facts of mental 
illness, and the men and women who sit 
in state capitols have a remarkable affec- 
tion for certainties.” 

While these two sets of values may seem 
quite divergent, in actual fact spanning 
the gap is not as difficult as it seems. The 
state legislator who has a rampant edifice 
complex modifies his “constructionitis” 
when he is taken on a tour of the back 
wards of a typical state mental hospital. 

Psychiatry must make a conscious and 
sincere effort to fathom the somewhat 
differing value system of the elected public 
official, It must extend the boundaries of 
empathy to encompass the legislator who is 
besieged with insistent demands from 
a clamoring constituency. A psychiatrist 
pleading for more funds for the mentally 
ill is in a much more persuasive position 
with the legislator when he lets him know 
that he, the psychiatrist, realizes how 
difficult the decision-making process is 
—particularly when it involves voting for 
sick people rather than resplendent 
buildings. 

I guess what I am saying is that psychia- 
try should use some of its presumed manip- 
ulative, behavior-transforming skills upon 
public officials. A very high official in the 
federal establishment put it very simply 
when he remarked recently: “If psychia- 
try is essentially emotional re-education of 
the individual, why don’t psychiatrists 
apply some of their skills to our govern- 
mental leaders ?” 

Fundamental to any discussion of psy- 
chiatry and public policy is the realiza- 
tion that the term “community psychiatry” 
is not just a semantic exercise—it is really 
a description of an increasingly common 
phenomenon. 

The transition from the customary one- 
to-one relationship between the psychiatrist 
and his patient to the much more difficult 
one in which society itself figuratively 
sits down on the over-crowded couch will 
not be an easy one, However, I am 
heartened by the recent writings of a 
number of young psychiatrists which 


demonstrate a healthy aversion to spend- 
ing an entire professional life treating 10 
to 20 patients a year. 

Like it or not, the demands upon you 


are increasingly insistent. For example, at — 


the federal level alone, there are now 
psychiatric components in the Peace 
Corps, the Civil Service Commission, 
the Housing and Home Finance Agency, 
the Office of Economic Opportunity and, 
yes, even in the National Aeronautics and 
Space Agency. All of them have discov- 
ered—some of them rather belatedly—that 
the behavior of men is of crucial import- 
ance to the carrying out of their varie- 
gated enterprises. 

Take the poverty program as an illustra- 
tion, Over the past 15 years, a number of 
epidemiological studies have shown a high 
positive correlation between scl 
and poverty in both urban and rural areas. 
As the psychiatrist Robert Coles wrote in 
a recent issue of the Atlantic Monthly : 


The irony revealed by both the Yale and 
Cornell studies is that psychiatrists are fre- 
quently out of touch with the conditions which 
help create their potentially sickest patients, 
The incidence of paranoid schizophrenia 
among Negroes is high, probably an example 
of social reality kindling medical ruin, The 
poor neither know about us nor can they afford 
our expensive care, And often we do not knowe 
about the poor and seem little concerned about 
getting to know them. These are the facts, 
plain to see but not so easy to change, Never- 
theless, the medical profession and its several 
specialities will have to serve the large num- 
bers who need them most and can afford them 
least. 


This is not to argue that psychiatry can 
solve all the lems of poverty. It 
cannot, but it can make enormous con- 
tributions to an understanding and al- 
leviation of the grim psychological in- 
heritance which is handed down from 
generation to generation among the eco- 
nomically and culturally deprived mem- 
bers of our society. 

Psychiatry can turn its back on those 
vast numbers of people who needs its 
services the most, but are least able to 
pay for it, at its own risk. As Dr. 
Coles put it: “Psychiatrists today face a 


choice: To venture into the community 
and accept its trials as very much part of 
the life of the mind, or seek after an 
arbitrary definition of their work that may 
keep them comfortable but increasingly 
bankrupt.” 

Then we have the problem of the worker 
and his mental health. Who would have 
thought 10 years ago that this would 
become one of the key issues confronting 
psychiatry? True, there had been rum- 
blings under the surface for years, but 
only sociologists and anthropologists per- 
formed any seismographic studies to 
gauge the size of the tremor. To those 
who doubt the increasing intensity of 
labor's concern with the psychological 
health of its members, I quote from the 
policy statement of the Fifth Constitu- 
tional Convention of the AFL-CIO in 
November, 1963 : “The incidence of mental 
illness among low-income groups is the 
highest in the nation. Existing methods of 
reaching low-income workers with ap- 
propriate mental health services have been 
shown to be inadequate.” 

Thoughtful leaders of American labor 
are addressing themselves these days not 
only to the inaccessibility of psychiatric 
therapy, but to its inappropriateness for 
the average blue collar worker. Over the 
»past several years, the National Institute of 
Labor Education has published a number 
of significant studies emphasizing the point 
that modern psychiatric therapy is not 
only far beyond the economic reach of 
the average worker, but is also structured 
for a more sophisticated, verbal and cogni- 
tive clientele. As the Institute studies 
demonstrate, even in those localities where 
treatment is available, blue collar workers 
and their families who desperately need 
help have a low rate of utilization because 
of their skepticism as to the effectiveness 
of psychotherapy. 

American labor has called upon you for 
guidance and assistance in recent months, 
and I am delighted to note that you have 
not been found wanting. In the negotia- 
tions between the United Auto Workers 
and the automobile manufacturers which 
resulted in revolutionary outpatient and 

private office psychiatric benefits for the 
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blue collar worker your President, 
Daniel Blain, and a number of 
leagues were a valuable part of 
bargaining process. 5 

A number of your confederates are wi 
tling with the fantastic problems cre 
by an increasingly urbanized America. 
GAP symposium, Urban America and i 
Planning of Mental Health Servic 
a beautiful example of the ferment g 
on within your profession as to jus 
far psychiatry should move from the 
psychic era of Freud and his accol 


detergent and DNA-—the genetic sibling’ 
RNA. : 
Most of the participants in this 
posium came down hard not only on 
side of the increased involvement 
chiatry in the problems of urban Ami 
but also for a broadened, nonce ini 
psychiatric approach to those problei 
which are communal rather than indi 
dual in nature. The comment of 1 
psychiatrist Dr. Melvin Sabshin is typi! 
“One simple question is whether or 
psychiatry can accomplish these new fi 
tions or roles by utilizing its traditi 
skills, its standard methodology and 
current practices. My own answer to 1 
question is no. I believe that these do ñ 
provide an adequate basis for new fu 
tions and configurations.” 
The distinguished sociologist Dr. Le 
ard Cottrell was even more positive, | 
the basis of his long experience wi 
community action programs in the fiel 
of juvenile delinquency, crime and pover 
that the traditional training of the ps 
chiatrist failed to qualify him for a key ro 
in untangling the urban web. “We a 
now embarking on a large national pi 
gram of planning and action directed 
the improvement of the mental health 
the American people,” Dr. Cottrell told # 
symposium. “The basic theoretical orien 
tions of the psychiatrist make it un 
that his formulations of preventive si 
gies will stray very far from a 
standpoint, and consequently are not 
to be comprehensive enough for £ 
requirements of the situation.” È 
As the community mental health ce 
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legislation comes into being, there is in- 
creasing doubt that the so-called medical 
model of treatment can be extrapolated 
into a successful community program. 
Over the past year, a number of the 
training subcommittees of the National 
Institute of Mental Health have developed 
working papers on community psychiatry ; 
all of these display a remarkable degree 
of unanimity to the effect that a whole new 
breed of mental health workers will have 
to be developed to satisfy the extensive 
requirements of a community-based center. 

For example the Policy and Planning 
Board, which represents all of the train- 
ing subcommittees, issued a report last 
October which expressed doubt that any of 
the mental health professions should be 
in charge of far-reaching community pro- 
grams. 

Dr. Erich Lindemann summed up the 
feeling of his colleagues when he noted 
that while psychiatrists should obviously 
be in charge of the clinical and thera- 
peutic operations of the center, the much 
broader areas involving social judgments 
should be left to a cross-section of the 
leadership of the community. He expressed 
doubt that clinical knowledge is of very 
great value in addressing the kinds of 
tasks that will have to be undertaken 
with regard to social community problems, 

It is most interesting that all of the train- 
ing subcommittees—psychiatry, psychol- 
ogy, social work nursing and social 
sciences—were in substantia] agreement in 
admitting that the traditional curricula of 
their professions were in no way suited to 
large-scale community endeavors. In the 
transitional period during which what 
one subcommittee called a “multi-purpose 
mental health worker” is trained in large 
numbers, there was an insistence in the 
various reports that existing mental health 
specialists of all pedigrees be given 
experiences in settings radically different 
from those conventionally encountered in 
their training and practice, ¢.g., poverty in 
the slums, kindergartens, juvenile courts, 
community meetings and the like. 

This dissatisfaction with the limitations 
of psychotherapy and the reflex imposition 
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of the clinical model upon our 
health endeavors is not new. Back in 1953, 
Dr, Benjamin Pasamanick wrote : 


I think that, if we were forced to supply 
the care obviously required throughout 
country, most of these difficulties would dis- 
ppur, The psychiatrist would be so eager for 


We have heard, in the past, a few 
cries in the wilderness for the training of 
nonmedical personnel to carry on some of 
the compassionate and supportive la 
on of hands which is the essence of ` 
psychotherapy. We even have a few token 
experiments going on—the use of "edu-“ — 
cated” housewives in Washington, D. C., 
and the use of psychiatrically trained 
teachers with emotionally dist child- 
ren in Tennessee and North Carolina. 

But I submit that the days of the token 
experiment are over. Psychiatry must face 
up to the fact that it cannot begin to 
meet the demands for psychological and 
social help from the , the under- 
achieving in our schools, the frustrated 
among our blue collar workers, the claus- 
trophobic residents in our crowded cities 
and so on almost ad infinitum, 

Many of its most thoughtful leaders are 
giving increasing thought to the new role 
which psychiatry must play in the next 
several decades, in not only broadening 
its own parochial training, but in joining 
with other behavioral disciplines on an 
equal footing in establishing training pro- 
grams for the thousands upon thousands 
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of new mental health workers we will need 
if we are to achieve the goals which Presi- 
dent Kennedy proclaimed in his historic 
1963 mental health message. 

I find the prospect of such change and 
such challenge most exciting. I commend 
to you the recent speculation of one of 
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your most gifted practitioners, Dr. He 
Brosin: “There is no question that { 
challenge of the role of psychiatry is wi 
us all the time. The interesting thin, 

what we will be like in the future. Not 
stereotypes and strawmen of old AW 
private entrepreneurs.” 
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Since World War II there have been a 
number of curricular innovations in medical 
education, particularly in the teaching of 
psychiatry and the behavioral sciences. It 
is my thesis that we should make every 
effort to develop techniques for evaluating 
the effectiveness of these curricular changes, 
The techniques should not only be designed 
so they will effectively measure the develop- 
ing sophistication of the medical student 
through his four-year medical curriculum 
but also provide the possibility for com- 
parisons between medical schools, particu- 
larly those schools using different pedagogic 
techniques and curri content. 

I would like to describe two measures 
that we are developing at the University 
of Maryland, I hasten to add that these 
techniques are still in the preliminary 
stage; they need considerable refinement 
before they can be s 

The only instrument we now have avail- 
able for an interschool comparison is the 
psychiatric section of the Part II College 
Boards, By now educators have had suffi- 
cient experience with the multiple- 
choice answer type examination patterned 
after the National Boards to indicate 
that it is a reliable measure of the students’ 
factual knowledge. Using such examinations 
we have found a good correlation between 
students’ performance in our course and 
students’ performance in other medical 
school courses such as pathology, biochem- 
istry, pharmacology, etc. However, there 
are serious concerns whether this type of 
examination gives a fair indication of the 
student's capacity to use his knowledge 
in his role as a clinician, The techniques 
I will describe are, hopefully, designed to 
test the student’s facility to do just this. 

I will discuss two examinations—one 
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given after the first semester and the second 
given at the conclusion of the course, a 
64-hour educational sequence in the stu- 
dent’s second year of medical school, The 
goal of the course is rather typical of 
second-year medical school courses in psy- 
chiatry, that is, to prepare the student for 
his third and fourth year clinical clerkships 
by emphasizing psychiatric observation, de- 
scription, psychopathology, psychodynam- 
ics, doctor-patient relationships, interview- 
ing techniques, recording and evaluation of 
psychiatric data, one-to-one psychotherapy 
and other forms of therapy. 

The student’s performance on the exami- 
nations can be checked with the written 
exercises (at least 10) which he is required 
to complete during the course, Examina- 
tion performance is also being compared 
with the student's subsequent performance 
during his clinical clerkship. 


EXAMINATION IN CLINICAL DIAGNOSIS AND 
TREATMENT 

Let me first describe the final examina- 
tion because we have had a little more 
experience with this than we have had with 
the mid-term exam. It is a three-hour exam- 
ination with the first one and one-half 
hours devoted to two separate examinations 
modeled after the National Boards, the 
first on the lecture notes and the second 
on the outside reading. The second one and 
one-half hours are devoted to a clinical 
examination as described below, the first on 
psychotherapy and the second on clinical 
diagnostic evaluation. 

The clinical examination procedure on 
psychotherapy is as follows. The movie 
used by Hans H. Strupp in his studies re- 
ported in the monograph Psychotherapists 
in Action (New York, Grune and Stratton, 
1960) is shown to the students, This is a 
40-minute interview—one of the original 
Finesinger psychotherapy interviews—con- 
ducted by a relatively inexperienced thera- 
pist. The film has been modified to the ex- 
tent that throughout the interview there are 
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28 thirty-second breaks with the title “What 
would you do ?” 

In the original study by Strupp, psychia- 
trists of various theoretical orientations 
and experience were asked to contribute 
a possible intervention at the point in the 
interview where the break occurred. A ver- 
batim transcript of the film as well as the 
type of responses proposed by a number of 
therapists under study is available in the 
above book. The medical students, how- 
ever, are given four possible interventions 
to choose from and are asked to select 
the one that they think would be most 
appropriate. 

The interventions in most instances are 
taken verbatim from one of the therapists 
in the original Strupp study. One of the 
interventions was selected to convey the 
idea of empathic understanding between 
therapist and patient. Another was selected 
because it reflected the usual psychoana- 
lytic model of either a nondirective stimu- 
lus to further associations or it conveyed 
insight. A third was selected to reflect an 
information-gathering technique such as 
might be utilized by the Myerian-trained 
therapist. A fourth response was selected 
because it conveyed a hostile, derogatory, 
cold or critical attitude on the part of the 
therapist. Before the film is shown the stu- 
dent is told that he should consider this 
an initial interview, the first time the doctor 
and patient have met. 

In scoring the examination the highest 
score is usually allotted to the empathic 
responses, the second highest to those 
stimulating free flow of introspective ma- 
terial, the third highest to those seeking 
specific information in the Myerian sense, 
and no points are allotted to those convey- 
ing the hostile, derogatory attitude. 

At the finish of the examination the stu- 
dents are asked to complete the following : 
“Indicate below a hierarchy of goals during 
this initial interview. Place a 1 in the blank 
for the first priority, a 2 for the second 
priority, a 3 for the third and a 4 for the 
fourth priority.” 

Elicit diagnostic information 

Obtain rapport with patient 

Encourage spontaneity and 

develop beginning insight 


Develop a therapeutic 
motivation by making 
patient feel responsible for 
his illness eee 

The students are given most credit if 
they make the primary concern obtaining 
rapport, the next most credit for encourag- 
ing spontaneity, the third eliciting diagnos- 
tic information and the fourth developing 
a therapeutic motivation. However, if they 
have established a different hierarchy and 
if this is compatible with the type of re 
sponses that they utilized most frequently 
during the course of the interview, they 
get an extra bonus for at least being coni 
sistent with their own biases even if they 
differ from the instructor. 

The clinical evaluation examination con- 
sists of a list of 20 questions testing the 
student's clinical evaluation of the patient 
shown in the film. Typical questions are as 
follows: 

1. Check two of the’ following iabels” 
which would most likely indicate the domi: 
nant personality type of this patient. q 

2. Check two outstanding defense mech: 
anisms illustrated by this patient. 

3. What type of therapy would you rec- 
commend for this patient ? 

4, Which one of the following behaviors 
would be least likely to help the patient if 
it were encouraged by the therapist P . 

5. Difficulties in treating this man will” 
most likely occur in which one of the fol- 
lowing areas ? ; 

The choice of answers to these questions 
was taken from the list of responses given 
by the psychotherapists under investiga 
tion in Strupp’s study. For instance, the 
possibilities under the dominant personality 
types of the patient are: 1) anxious, 2) 
hysteric, 3) obsessive, 4) psychopathic, 5) 
cyclothymic, 6) schizoid and 7) paranoid. 
Forty percent of the studied psychiatrists 
answered anxious, 15 percent hysteric, 10 
percent obsessive, five percent psychopath: 
ic, five percent schizoid and 10 percent 
paranoid. Upon answering this question thé 
student gets a weighted score of 4 if he 
answers anxious, 1.5 hysteric, 1 obsessiv 
.5 psychopathic, .5 schizoid, 1 paranoid: 

You will note the grading of both thes’ 
exams is not on an all-or-none basis, that 
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is, either credit or no credit, We feel this 
is essential in any examination requiring an 
analysis of a clinical situation. Our state of 
knowledge is not so absolute that even 
experts will totally agree in their clinical 
evaluation, This became quite obvious 
when we tested faculty and residents with 
the usual National Board-type examina- 
tions and the above-described clinical ex- 
amination. As might be expected, there was 
a great overlap between faculty and student 
scores for these examinations and, in fact, 
the highest faculty grades were not so high 
as the highest student grades, although 
means for the faculty were higher than 
means for residents, and these in turn were 
higher than the means for the students. 

Let us look at some of the results of 
these examination procedures. One of the 
points we set out to discover was whether 
the level of factual knowledge would also 
be a fair reflection of the student’s capac- 
ity to apply this knowledge clinically. 
Frankly, our expectation was that there 
would be little correlation between the 
two. Surprisingly, 82 of the 122 students 
showed considerable congruity in their 
grades on the psychotherapy test, clinical 
evaluation test and factual knowledge ex- 
amination. By congruity is meant that the 
exam scores on a 100-point scale were with- 
in 15 points of each other for all three types 
of examination. In 23 instances there was a 
marked disparity between the clinical and 
factual examinations but congruity between 
the two clinical examinations. In 14 in- 
stances the clinical exams were low whereas 
the factual was high, while in 9 instances 
the reverse was true—the factual was low 
but the clinical examinations high. In 17 
other students, although there was congruity 
between one of the clinical examinations 
and the factual examination there was a 
marked disparity between the two clinical 
examinations, Thirteen of the 17 students 
did much better on the psychotherapy ex- 
amination than they did on the clinical 
evaluation examination, while in four stu- 
dents the reverse was true. 

The explanation for this disparity is cer- 
tainly unclear at this time, particularly the 
fact that more students did well on the 
psychotherapy examination than on the 
clinical evaluation exam. What we intend 
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to do now is check on these students after _ 
they have completed both their third and — 
fourth year clerkships (they are in their 
third year now) to see whether this dis- 
tinguishes between those students who are 
particularly intuitive in their interpersonal 
relations, that is, those high in the psycho- 
therapy exam—and those with diagnostic — 
and descriptive acumen, that is, those high 
on the clinical evaluation examination, 

Another question that we wanted to an- 
swer was whether the clinical examinations 
were a reliable indicator of performance 
during the clinical clerkship. Eighty-five 
of the 122 students who took this exami- 
nation have now completed their third 
year clerkship. It is somewhat difficult to 
compare grades in the two years as those in 
the second year are numerical while those 
during the clerkship simply divide the 
groups into upper, middle and lower thirds. 
In a rough comparison, however, it™ was 
reassuring to find that in only 10 of the 
85 students was there a marked disparity 
between their clinical performance on the 
second year examination and their per- 
formance during their third year clerkship. 
This is considerably better than the cor- 
relation between their performance on the 
factual examination and clinical clerkship 
performance, where 35 students showed a 
considerable disparity. d 

A further look at the students who showed 
the disparity between the clinical exam and 
the clinical performance revealed some pos- 
sible explanations. For instance, eight of the 
students were considered to be in the lower 
third of the class on the basis of their 
clinical examinations but were in the upper 
or high middle third of the class during 
their clinical clerkship. However, four of 
the eight had done so poorly during their 
sophomore year that they were given grades 
of “condition” and spent part of the summer 
between their sophomore and junior years 
doing make-up work—a clinical assignment 
in a mental hospital. Optimistically, then, 
it was this clinical experience which in- 
creased their psychiatric acumen so that 
they received a relatively high grade during 
their third year clerkship. 

In studying the other four students one 
becomes impressed with the fact that in 
a final prediction as to how the student 
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will perform during his clinical clerkship, 
written essay-type work must be seriously 
considered. For instance, although these 
four students were in the upper third of 
their class during their clinical clerkship, 
they were either in the lower third or lower 
part of the middle third on the basis of 
their clinical examinations. A reappraisal 
of their written work revealed that they 
were at least upper third with regard to 
this and that the written work, then, was 
the best predictor as to how they were 
going to perform during their clerkships. 
Two students who were rated in the upper 
third of the class on examination and lower 
third in their clinical clerkship were re- 
ported to have personality difficulties in 
dealing with their patients. Apparently in 
the abstract (movie) they could respond 
appropriately, but not in a real person-to- 
person relationship. The discrepancy 
with’ one other student rated poor in his 
exams yet excellent during his clerkship 
might be a correlation between inconsisten- 
cy on exam scores and comments by his 
supervisors that he sometimes jumps to ill- 
considered conclusions. 

It seems to us that an analysis of dis- 
crepancies between clinical exam perform- 
ance and clerkship performance high- 
lights problems the student may be having 
in his psychiatric work. For instance, it 
might be pointed out that a student seems 
to be more inept than many of his col- 
leagues in understanding the nuances of an 
interpersonal relationship ; or that he is well 
informed but has a tendency to missapply 
his factual knowledge to a clinical evalua- 
tion; or that the student has considerable 
native clinical ability but is deficient in his 
factual information. 


EXAMINATION ON CLINICAL OBSERVATION AND 
DESCRIPTION 


We also tried to develop a practical 
clinical test for the mid-term examination. 
If you remember, the first half of the 
course emphasizes psychiatric observation, 
description, psychopathology and diagnosis. 
Again, we wanted to compare the neophyte 
student’s performance with that of the 
trained psychiatrist. An opportunity to 
accomplish this was afforded by a film 
of a mental status examination that had 


been shown to 42 trained psychiatrists 
who then rated the patient’s symptomatol- 
ogy using the Inpatient Multidimensional 
Psychiatric Scale as described in detail in 
the book Syndromes of Psychosis, by Mau- 
rice Lorr, James C. Klett, and Douglas 
M. MeNair (New York, Macmillan, 1963), 
As this scale is familiar to most psychia- 
trists I will review it in only the most cur- 
sory way. It is the scale for rating only 
behavior observable in an interview or re- 
ported by the patient. The first 45 questions 
are of this type: “Compared to a normal 
person, to what degree does the patient 
e.g., manifest speech that is slow, deliberate 
or labored?” Such a question is rated on 
a 9-point scale from “not at all” to “extreme- 
ly.” Then there is a series of 12 questions 
of the type: “How often during the inter- 
view e.g., did he grimace or giggle inappro- 
priately ?” These are rated on a 5-point scale 
from “not at all” to “very often.” And 
finally there are 17 “yes” or “no” items on 
such things as hallucinations, memory orien- 
tation, etc. Psychopathology is rated under 
the syndromes of excitement, hostile belli- 
gerence, paranoid projection, grandiose ex- 
pansiveness, perceptual distortion, anxious 
intropunitiveness, retardation and apathy, 
disorientation, motor disturbances and con- 
ceptual disorganization. 

The patient in the film was originally 
selected because she presented a differ- 
ential diagnosic problem between that of 
a neurotic, a schizophrenic and a character 
disorder. Of the 42 psychiatrists, 28 made 
the diagnosis of neurosis or character dis- 
order while 14 made the diagnosis of schi- 
zophrenia. It is obvious, then, that she 
was a borderline patient without dramatic 
symptomatology and not bizarre enough in 
her behavior to require institutionalization. 
In retrospect it might have been better to 
have selected a patient with more definite 
symptomatology for the purposes of exam- 
ining the students, but as mentioned, this 
film was selected because we already had 
standards on how trained psychiatrists 
viewed this particular patient. For each 
of the 10 clinical syndromes mentioned 
above, a profile of each student's response 
then could be compared with the mean 
response for the 42 psychiatrists. The 
means of 122 students as compared wi 
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the 42 psychiatrists were similar in plot. 
The only statistically significant deviation 
(at the .01 level) was in the category 
“anxious intropunitiveness,” where the stu- 
dents rated the patient much higher 
than the psychiatrists. The similarities be- 
tween the two profiles would suggest that 
either I am teaching a very good course, 
that the instrument for this type of patient 
might not be too sensitive or that what one 
is rating on the scale is something that 
can be rated accurately on the basis of 
common sense rather than any particular 
technical training. These questions cannot 
be answered, but I think it is important 
and possible to find answers to them. How- 
ever, we might infer from the data that if 
the patient had shown more psychopathol- 
ogy in the other syndromes, there might 
have been more disparity between the 
trained observer and the students because 
it was precisely in the one area (intropuni- 
tiveness) where the morbidity score was 
twice that of any other category that there 
was a deviation between the students and 
the clinicians. 

Probably the most interesting data will 
come from comparing the students with 
each other. As one might expect, there seem 
to be three types of deviant patterns: 1) 
those students who consistently overesti- 
mate the psychopathology, 2) those who 
consistently underestimate psychopathol- 
ogy and 3) those who deviate from the 
norm on most of the 10 syndromes but are 
inconsistent, sometimes overestimating and 
sometimes underestimating. The 10 stu- 
dents who fell most strikingly in one of 
these three categories were called in for 
personal interviews. 

One of the students grossly overempha- 
sized the grandiose expansiveness of the 
patient as well as the perceptual distor- 
tion. On the other hand, he underempha- 
sized the anxious intropunitiveness and the 
motor retardation. ‘These four scores were 
all beyond the standard deviation for his 
classmates, and in fact almost all of the 
other categories approached an equal 
amount of deviancy, some underestimating 
(excitability, conceptual distortion) and 
others overestimating (hostility, paranoid 
projection, motor disturbances). During 


the interview it was discovered that he — 


was failing all of his courses despite the : 


fact his MCAT score rated him as poten- — 


tially one of the brightest students in his 
class. As we talked I noted a loosening in 
associations and disorganization, with a 
thought content that approached the de- 
lusional. It was discovered that he was 
bizarrely obsessive, hostile and quite sus- 
picious. It was necessary for him to discon- 
tinue school and receive tranquilizers to 
control his anxiety as well as seek psycho- 
therapy. 

The second student grossly overestimated 
psychopathology in the categories of ex- 
citement, hostility, paranoid projection, 
grandiose expansiveness, perceptual distor- 
tion; in fact, all ratings of psychopathology 
tended to be high. Under the criteria I 
used he, too, would have been called in to 
see me except that his visit was precipitated 
by a temper tantrum which occurred in the 
classroom during the class following the 
examination. He was enraged at the exami- 
nation, felt it was grossly unfair and at- 
tacked me in a vituperative way in front of 
a dozen or so of his colleagues who were 
standing around to ask questions. I sug- 
gested that he arrange an appointment 


through my secretary and then told my — 


secretary to be sure and postpone it for 
several days, hoping that he would cool 
off, However, when he came in four days 


later he again exhibited the same behavior. — 


I very firmly told him to sit down and listen 


to me and then explained that I thought — 


that both his performance on the examina- 
tion and his behavior since indicated he 
had some kind of emotional problem. 1 
told him to forget about the examination 
for a few minutes and tell me what was 
going on. At this point he broke down 
and began crying, becoming quite abject 
and apologetic. At first he maintained that 
he was only upset because he was a 


. scholarship student, getting straight A’s 


in all other courses, and realized that he 
had failed his psychiatric examination 
(the students had graded their own exams). 
He felt that this was what upset him. I 
agreed that it probably played a part but 
I said I thought there were other factors 
involved. I asked him to talk to me about 
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_ the patient in the film. During this con- 


version it became obvious that this boy 
identified the patient in the film with his 
wife (not without some justification), and 
_ at the present time was having considerable 
_ marital difficulties and feeling great home 
pressures which were interfering with his 
work. It seemed a reasonable assumption 
that the psychopathology he was projecting 
in this patient was a reflection of his own 
hostility and resentments towards his wife. 

The third student was the one who un- 
derestimated the psychopathology in all 
_ categories but went beyond the standard 
_ deviation in excitement, hostility, anxious 
_ intropunitiveness and motor disturbances. 
She was one of the nine girls in the class 
and was conspicious because, although at- 
tractive, she was quite masculine in 
_ both her build and mannerisms. In discuss- 
ing the patient with me she seemed quite 
indignant that I or anybody else would 
think there was anything wrong with this 
girl, even when I pointed out that from 
_the content of the interview it was obvious 
the patient herself thought that she was 
sick and had sought help. This did not 
placate the student or change her attitude. 
My interpretation of why this medical stu- 
‘dent had such an attitude is strictly in- 
ference but rests on the fact that the pa- 
tient in the film was a young, attractive gir] 
with a hysterical personality who was ex- 
pressing considerable resentment towards 
her husband and, in fact, men in general 
as well as admitting a number of sexual 
conflicts. 
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_ SUMMARY 


I. Studies in progress for the past two 
“years suggest that we can devise short- 
answer, multiple-choice tests applicable for 
examination of large classes which cor- 
relate well with subsequent clinical per- 
formance, 

2. It is suggested that giving separate 
examinations in clinical description, clinical 
evaluation, psychotherapeutic techniques 
and factual knowledge will provide a pro- 
file of competency for each student which 
will highlight his strengths and weaknesses. 
This should provide a guide for instructors 
involved in the small-group, tutorial educa- 
tional system in the clinical years, 
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3. Such tests even expose psychopath- 
ology and defense mechanisms. If the stu- 
dent is markedly deviant from his peers, 
one should be alerted to the possibility 
of severe psychopathology. 

4. Utilizing available movies and rating 
scales already standardized on trained per- 
sonnel seems to be an equitable way to 
measure the student’s capabilities. It also 
offers an opportunity for interschool com- 
parison of students. 

5. It is hoped that such procedures can 
be designed so that the practice effect will 
be minimal and that the same exam can 
be repeated at least once during the four- 
year medical school curriculum. In this 
way these instruments could be utilized to 
evaluate the effectiveness of psychiatric 
teaching. 


DISCUSSION 


W. Donar Ross, M.D. (Cincinnati, Ohio). 
—I want to express appreciation for the in- 
genuity which Dr. Monroe has shown in de- 
veloping methods of examination for clinical 
skills, for sampling knowledge in the “sub- 
jective” and “interpersonal” categories of Dr. 
Carl Rogers used by Dr. Saslow. These offer 
real promise of giving us feedback as to what 
we are getting across with various methods of 
teaching. I feel stimulated by his paper to 
try out some appropriate modifications of these 
methods and see what influence we are having 
in our training program for residents in non- 
psychiatric departments of the Cincinnati 
General Hospital. 

In fact, Dr. Monroe’s combination of es- 
sentially simple methods has an elegance which 
leads one to feel “I wish I had thought of 
that.” Rating movies on multiple-choice check 
lists and on a scale used in drug studies ; how 
simple, and yet how close to sampling the 
kinds of decisions which a clinician is called 
upon to make. 

If I were a psychologist, I might ask Dr. 
Monroe for correlation coefficients, split-half 
reliabilities and perhaps even control subjects 
who have been blindfolded while watching the 
movies ! 

However, I think we can accept this as a 
report at a preliminary stage which indicates 
enough correspondence between the exami- 
nation procedures in psychotherapy and clinical 
evaluation and the students’ subsequent per- 
formance in the clinical clerkship, and we 
would like very much to see such methods 
tried further. 


‘of the students to the second movie indicates 
‘that one must be courageous to try out this 

e of examination. One must also be pre- 
pared to apply oneself to “crisis intervention” 
‘after having engaged in such crisis precipita- 
tion, 


I shall not go on to suggest that | 
roe, with due credit to Dr. Strupp, 
the beginnings of a system 
aminations in psychotherapy. Dr. Monroe 
given particular attention toward 
ing q the between — 
various examination scores and the deviations 
in the scores of individual students. He has 


Longfellow : 
Tell me not in mournful numbers 
Life is but an empty dream. 
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NEW HORIZONS IN UNDERGRADUATE PSYCHIATRIC 
EDUCATION * 


ALBERT J. SILVERMAN, M.D. 2 


Because an understanding of human be- 
havior is so essential to the functioning of 
all physicians, departments of psychiatry 
have come to play a significant role in the 
preparation of medical students for their 
careers in medicine, Virtually all American 
medical schools now teach psychiatry in 
the preclinical years in preparation’ for 
the clinical clerkships to follow. 

The incorporation of psychiatry into 
medical school curricula, however, has not 
been without its problems. In spite of years 
of opportunity to teach in many schools, 
psychiatry has remained peripheral to the 
mainstream of medical education. In other 
schools it has been allotted only token 
and minimal teaching time. Out of step 
with the remainder of the curriculum, it 
has with some exceptions merely been 
tolerated, 

There are many reasons for this. Some 
are poor teaching on the part of the psy- 
chiatrist, overdefensiveness of his pet theo- 
ty of the moment, his overwillingness to be 
the critic and conscience of his internist 
colleague, to name but a few. On the part 
ef nonpsychiatric educators and physi- 
cians, the reasons include impatience with 
psychiatric data, discomfort with and at 
times outright rejection of psychiatric con- 
cepts without a fair trial, and so forth. 


PROBLEMS IN TEACHING PSYCHIATRY 


A fundamental problem in teaching psy- 
chiatry is that there is as yet no unified 
theory of behavior. The foundations of 
psychiatry are enormously broad, and be- 
havior, both normal and abnormal, is in- 
fluenced to a greater or lesser degree by 
a multiplicity of factors, These factors, rep- 
resenting many areas of scientific discourse, 
will interdigitate to form a unified theory 
of behavior. Data from genetics, neuro- 
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chemistry, neuroanatomy, neuropathology, 
neuropharmacology and psychopharmacol- 
ogy, neurophysiology, psychophysiology 
and psychoendocrinology, the psychology 
of perception, learning and of growth and 
development, the influences of early and 
later life experiences in personality develop- 
ment, the evolution and use of chronic 
techniques of coping with life’s problems 
(the so-called defense mechanisms), the 
impact of family, neighborhood, school and 
grosser cultural attitudes—all of these rep- 
resent factors which contribute to an under- 
standing of human psychological function- 
ing. 

However, investigations exploring these 
many factors have thus far led to only 
fragmentary knowledge regarding the com- 
plex relationships among them. Therefore 
the task of integrating the various elements 
of human behavior into a comprehensive 
teaching program is formidable. Frequently 
it is handled by the “visiting fireman” tech- 
nique. Proponents of various theories or 
schools of thought and experts in one or 
other area of importance present their data 
with little attempt at a unifying theme, and 
often with minimal or no attempt at re- 
lating their material to the remainder of 
the course work. What the teacher cannot 
integrate is left to the student, who can and 
does legitimately complain that he sees 
only a hodge-podge. 

A second problem of some importance 
is noted in the area of the language and 
concepts of psychiatry. While neither is 
particularly difficult, they are different from 
the rest of what the student is studying. 
Many introductory courses in psychiatry 
attempt to introduce this material at a time 
when the beginning student is grappling 
with the very concrete problems of data 
acquisition at the chemical or physiological 
level of organization, Requiring the stu- 
dent to make these major leaps (for brief 
sessions) into a totally different frame of 
reference and a new level of organization 
with a new language when he is primarily 
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preoccupied with an awe-inspiring volume 
of concrete “physical” data, has in the 
main, not been particularly successful. 

Related to this is the problem of relevance 
of the material taught. Frequently the basic 
data of human behavior have been taught 
in isolation, more as a graduate course, and 
little attempt has been made to relate the 
data to the other basic sciences on the 
one hand and to the clinical sciences in- 
cluding psychiatry on the other, This is a 
special case of the general problem in 
medical education: how to break down 
preclinical and clinical discipline barriers 
and better incorporate the data of the basic 
sciences—chemical, physiological, psycho- 
logical and sociological—into the teaching 
of the clinical practice of medicine. 

Finally, there is the problem, common 
to the other medical courses, that the stu- 
dent almost inevitably checks himself (with 
some apprehension) to determine whether 
he has what the teacher is discussing, be 
it positive Wassermann, friction rub or neu- 
rotic tendency, This propensity is particu- 
larly frightening in the case of psy- 
chiatry, the realm of mind being the 
ultimate bastion of privacy. Unfortunately, 
one frequent result is a tendency not to 
want to deal with things psychological. 
Psychiatric educators have wrestled with 
these problems for many years, and in 
some cases this experience has led to useful 
changes in teaching technique and course 
content. 

How best to ae ee mowledes of 
personality growth lopment, psy- 
Pavani and thology? How 
best to incorporate and intercorrelate re- 
cent advances in biological, psychological 
and social sciences? Since the material 
ranges widely, it is rare to find a single 
teacher who is expert enough to be able 
to present a well integrated course. Ex- 
perience has also taught us that a series 
of occasional expert visitors leads to frag- 
mentation. 


ALBERT 


FORMATION OF TEACHING GROUP 

The logical alternative is the formation 
of a dedicated teaching group which spans 
the breadth of the material D prg 
However, our experience in the 
of such teaching groups has led to the 
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realization that many months of meeting 
together are essential in order to permit 
the instructors to shift their frames of 
reference. It is folly to assume that interest 
alone will somehow forge a cohesive teach- 


widely different disciplines, orientations, 
techniques and philosophies) to get to know 
one another, to identify their ideas, their 


ure where there is none, but it is essential 
that areas of knowledge be clearly identi- 
fied and that gaps in knowledge likewise be 
structured. 


begin to operate with the course rather 
than their own disciplinary biases as a focus. 
We are now in the process of selecting a 
cadre of instructors who will devote a con- 
siderable portion of their energies to the 
teaching program. Experience has demon- 
strated that there is considerable value in 
all instructors attending all lectures, This 
increases cross-disciplinary communication, 
allows instructors to know what is going on 
in lectures so that they can adequately 
handle this material when it comes up again 
in small group discussions and imparts the 
important image of an interested instructor 


While it is our intent at Rutgers Medical 
he broad base of 


ac dra kE is obvious! 
undesirable to al 
the student, Sulicint 

necessary so that the t becomes aware 
of the behavioral problems of his patients 
and learns how to cope with them. of 


this material can economically be presented 
and demonstrated in lecture format, but as 


suggested above, the small is the 
more i gogical espe 
cially when the student is expected to learn 
by “doing” under supervision. 


While we remain a two-year school, one 
of the tasks of the Department of Psy- 
chiatry will be to prepare the medical 
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student for his clinical clerkships in psychia- 

try, which will, in most schools, represent a 
portion of his training program in the 
third and fourth years. 


_ CURRICULUM CONTENT 


Our growing faculty has spent a consid- 
_ erable amount of time in considering the 
curriculum, and while it is still somewhat 
_ premature to indicate exact time distribu- 
_ tion, a program is being developed which 
_ we believe keeps psychiatry in the main- 
" stream of clinical medicine and at the same 

time presents human behavior as an addi- 
_ tional basic science. 

The central and autonomic nervous sys- 
tem is an excellent dynamic framework for 
the student, providing him with consider- 
_ able information about the organization of 
the body. Consequently, we have deter- 
mined that early in his work at the school, 
_ during the time he is beginning to learn 
_ about the structure and function of the cell 
-as the basic morphological unit, he will also 
_ be introduced to the neurone as a special- 
_ ized example of the cell; and paralleling 
_ his other course work, the student will learn 
_ the chemistry, anatomy and physiology of 
the brain, which is, of coursé, the sub- 
_ strate of behavior. Members of the Depart- 
. ment of Psychiatry will participate in the 
_ presentation of this material and in this 
| way impart knowledge of such areas as the 
_ physiological and neurochemical aspects of 
learning and memory, of emotions and of 
perception. During this phase of the work, 
= patients will be presented who reveal be- 
havioral disturbances as a component of 
their underlying neurophysiological syn- 
dromes. 

Following presentations dealing with the 
_ functioning of the brain at a physiological 
level, material will be presented illustrat- 
ing brain-behavior relationships. In this 
way the picture of structure and function 
of the brain emerges gradually, and the 
transition to the psychological level of or- 
ganization, the capacity of the brain to per- 
ceive, store data and solve problems be- 
comes less of a quantum leap. Now the 
more purely psychological nuances of be- 
_ havior may be explored. Ultimately the stu- 
dent must learn that at the purely psy- 


not been related to brain activity, but it 
is considered of prime importance to inter- 
lace these issues with psychophysiological 
correlates where these are demonstrable. 

Elements of human behavior in the ma- 
ture organism will then be explored in some 
depth. Here the laws of perception, learn- 
ing, emotion and defense mechanisms; the 
concept of the unconscious; family and 
cultural influences ; as well as various con- 
cepts of personality such as learning theory 
and psychoanalysis will be stressed. 

Once the elements of behavior have 
been “dissected” in the mature organism, 


development is considered at physiological 3 
as well as psychological levels of organiza- ~ 


tion. With this technique personality is 
explored in the context of development 
toward a known entity. (Dr. Fred Hine of 


the Department of Psychiatry at Duke Uni- ~ 


versity first expressed the notion that this 
device had considerable pedagogical value.) 

While malfunctioning will be introduced 
throughout the program in relationship to 
genetic, chemical, physiological and psy- 
chophysiological aberrations and in rela- 


tionship to personality development and f 


life experiences, the course will now re- 


consider pathological human behavior in < 


further detail. 
Later lectures will include the psychol- 


ogy of drug administration, placebo ef- ; 


fects, integration of psychotherapy and 


drugs, the psychoactive pharmaceutical — 


agents and their use, the epidemiology of 


mental illness and the formal psychiatric ~ 
examination. Clearly, some of this material — 


will be taught conjointly with other depart- 
ments. 


SMALL GROUP INSTRUCTION 


Paralleling the lecture program will be 


[July 


chological level of organization many laws 
have been discovered which have as yet © 


the previously noted course of small group ~ 


instruction. Individual group leaders whose 
knowledge and experience equip them to 


discourse over several disciplines will be i 
found. Frequently, however, because of a 
the relative rarity of these individuals, we — 
have found it useful to employ group leader 
teams of two individuals whose combined: 


expertise spans several disciplines. 
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The basic themes of the students’ small 
group experiences will be the techniques of 
observing and of modifying behavior. 

- Because there is no substitute for “doing,” 
roughly 50 per cent of course time will be 
spent in these small groups. Here the stu- 
dents will learn the use of the various 
techniques of observation in psychiatry in- 
cluding psychological tests and psycho- 
physiological correlations. Observations 
made jointly with other departments will 
do much to present a cohesive picture of 
a human biology which includes behavior- 
al data. For example, in association with 
the Department of Microbiology, experi- 
ments may be performed showing the re- 
lationship of immune reactions and emo- 
tional stress, 

In much the same way it can be demon- 
strated in animals that susceptibility to in- 

' fection and severity of ensuing disease can 
sharply be modified by a variety of psy- 
chologically stressful experiences. Similar 
collaborative experiments with the Depart- 
ments of Physiology, Biochemistry and 
Pharmacology are being prepared. 

Because much of this work requires con- 
trol of environmental noises, electrically 
shielded, sound attenuated chambers have 
proved to be essential. The acquisition of 
several of those chambers for the use of 
our students represents the first time, to our 
knowledge, that a medical school has de- 
voted teaching space to a student human 
behavior laboratory, thus recognizing for- 
mally the value of incorporating this ma- 
terial into the program of basic sciences. 

The small group will learn early and 
actively principles of interviewing tech- 
nique, and in collaboration with the De- 
partment of Medicine the students will 
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learn the techniques of examining patients, 
since it is our strong conviction that we 
must not delay introducing the student to 
patients. Because we want our students to 
see and understand the psychological func- 
tioning of all their patients, a significant seg- 
ment of this teaching will take place on 
medical and surgical wards in collaboration 
with the other specialties. Major psycho- 
pathologies will to a large extent be ob- 
served on psychiatric wards. 

It has also been our experience that the 
individual project, laboratory or clinical, 
has enormous pedagogical value when 
properly supervised, and we anticipate that 
the curriculum will be sufficiently flexible 
to permit these projects. 

We hope that we can teach our students 
to approach all their patients with a basic 
rehabilitative theme in mind: how best to 
help the patient maintain himself as a pro- 
ductive member of society or to become 
one again. 

Thus, in conferences and lectures, semi- 
nars and laboratory sessions, patient demon- 
strations and patient interactions, the 
relationships between basic and clinical 
problems will be explored with progressive- 
ly increasing sophistication, 

Our goal in this program is not the prep- 
aration of psychiatrists (although we hope 
and expect that some members of our” 
classes will elect to enter this field) but 
rather to begin the process of equipping 
our students with the tools necessary for 
the adequate conduct of any medical prac- 
tice. While we are a two-year school, we are 
confident that the program described will 
prepare them properly for their clinical 
years in other schools. 
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A PSYCHOENDOCRINE STUDY OF SEVERE PSYCHOTIC 
DEPRESSIVE CRISES * 


WILLIAM E. BUNNEY, JR., M.D.,2 JOHN W. MASON, M.D., 
JOHN F. ROATCH, M.S.W., anv DAVID A. HAMBURG, M.D.” 


This paper reports a temporal analysis 
of stressful events, behavioral ratings, and 
17-hydroxycorticosteroid (17-OHCS) de- 
terminations during periods of psychotic 
depressive crisis. The present investigation 
is part of a continuing research program 
at the National Institute of Mental Health 
on biochemical and behavioral aspects of 
depressive reactions. 

The purposes of this study were: 1) to 
investigate the temporal relationship of 
biochemical and behavioral fluctuations, 
through the use of one characteristic of 
the crisis, namely, acute exacerbation of 
symptoms ; 2) to develop a hypothesis con- 
cerning the relationship of precipitating 
factors to depressive crises, using the crisis 
as a focal point for the study of these fac- 
tors. 

We defined “psychotic depressive crisis” 
as a period in the course of the patient's 
illness which is marked by a severe in- 
crease in psychopathological symptoms. 
These included the onset of severe depres- 
sive symptoms such as intense terror of 
“death and dying, feelings of utter hope- 
lessness and psychotic symptoms such 
as delusions and hallucinations. These epi- 


1 Read in part at the 119th annual meeting of 
The American Psychiatric Association, St. Louis, 
Mo., May 6-10, 1963. 

We are grateful to Agnes B. Middletown, RN, 
Chief, Psychiatric Nursing Service, Clinical Center; 
Rose K. Kilgalen, RN, Assistant Chief, Psychiatric 
Nursing Service, Clinical Center; Ethel P, Habel, 
RN, Head Nurse of our Research Unit; and each 
member of our nursing research team. We would 
like to express our appreciation to Roberta L, 
Chadwick for her technical assistance in the prep- 
aration of this paper. 

2Chief, Depression Studies, Adult Psychiatry 
Branch, National Institute of Mental Health, 
Bethesda, Md. 

%Chief, Department of Neuroendocrinology, 
Walter Reed Army Institute of Research, Washing- 
ton, D. C. 

4 Clinical Social Worker, NIH, Bethesda, Md. 

5 Professor and Executive Head, Department of 
Psychiatry, Stanford University School of Medicine, 
Palo Alto, Calif. 


72 


sodes of intense distress and acute turmoil 
are illustrated by the following quotations 
from our patients ; “It’s horrible and black, 
It’s hopeless. There is nothing to live for.” 
Another patient stated in intense anxiety, 
“I'm insane and no one can help me;” an- 
other, “My feeling is like a huge black 
chasm suddenly opening up before me.” 
These patients’ distress is often registered 
in their facial expressions of extreme sad- 
ness and anxiety. 

Behaviorally, we are concerned with the 
intensity of the crisis, the rapidity of the 
onset and the patient’s precrisis condition. 
Biochemically we have selected 17-hydroxy- 
corticosteroids (17-OHCS) as an index of 
anterior pituitary-adrenal cortical activity; 
we are interested in the intensity of the 
change, and the temporal relationship of 
the biochemical change to the behavioral 
change. Much work has been done in the 
field of study involving plasma and urinary 
17-OHCS levels in psychologically stress- 
ful situations. A number of authors have 
reviewed this area(1-3). Previous work in 
depression has been done by Board, et al. 
(4, 5), and Gibbons and McHugh(6), who 
reported elevation of plasma 17-hydroxy- 
corticosteroid levels in depressed patients: 
Bunney, et al.(7), substantiated this find- 
ing and showed that urinary 17-OHCS 
levels were elevated in certain subgroups 
of depressed patients, and that there was 4 
high positive correlation between changes in 
urinary 17-OHCS levels and fluctuations 1n 
depression and anxiety as rated by inde- 
pendent observers. 

Finally, we are interested in the function 
and the identification of stressful events, 
and their time relationship to behavior! 
and biochemical changes. These events 
could accompany the onset of the crisis 
precede or follow it. 


METHODS 


The data in this study were obtained 
before, during and after 7 major periods 


= 


1965 W. BUNNEY, JR, J. MASON, J. ROATCH, AND D. HAMBURG 73 


of crisis occurring in 7 different patients 
who were admitted to an inpatient psy- 
chiatric research unit over a 2-year period. 
All 7 patients had a diagnosis of depressive 
reaction, and ranged in age from 39 to 57. 
All showed severe symptoms of depression, 
including feelings of worthlessness and 
guilt, thoughts of suicide and difficulty 
sleeping. The 7 periods studied represent- 
ed all the periods of crisis as defined above 
in 30 patients admitted during this time 
to the research project. To facilitate our 
study a metabolic ward was developed 
which offered an opportunity for con- 
trolled’ observations and systematic collec- 
tions of data. Two methodological princi- 
ples were incorporated into the research 
design: 1) development of safeguards to 
maintain complete independence between 
the behavioral and biochemical data ; and 
2) the collection of both biochemical and 
behavioral data on a continuous longi- 
tudinal basis throughout hospitalization, 
thus making possible retrospective analysis 
without contamination. 

Collection of behavioral data, Behavioral 
data were collected by psychiatrists, a psy- 
chiatric social worker and a nursing re- 
search team, Daily descriptive behavioral 
paragraphs were completed and ratings of 
depression and psychotic behavior were 
made independently by 2 or more nurses 
twice daily throughout each patient's hos- 
pitalization, The nursing staff was trained 
in methods of observation and recording 
over a 6-month period, both with actual 
patients and with movies, At the end of the 
morning and evening shift 2 members of 
the nursing team independently rated each 
patient on a 15-point scale, Reliability was 
systematically checked. Four hundred rat- 
ing scales were analyzed for rater agree- 
ment, It was demonstrated that with 
trained observers, high rater agreement 
could be consistently obtained among nurs- 
es and between nurses and physicians. A 
statistical method was utilized for the analy- 
sis of rater agreement when multiple ob- 


servers were involved and an analysis was 


undertaken to estimate factors which in- 


creased or decreased rater reliability. This 


observational system is described in detail 
by Bunney and Hamburg(8). 

Collection of biochemical data, Urine — 
collected throughout hospitalization was 
pooled in 24-hour samples and was ana- 
lyzed for 17-OHCS content by the Glenn 
Nelson method(9, 10). Special attention 
was given to the setting up of urine col- 
lecting procedures. Patients were observed 
carefully and any time a patient's behavior 
suggested that there might be a voluntary 
or involuntary loss of urine he was attend- 
ed by a member of the nursing staff on a 
24-hour basis. Procedural checks were 
built into the system in order to maintain 
cleanliness of the collecting containers and 
accuracy in the labeling and storing of the 
frozen samples, Many specimens were run 
in duplicate as an additional check, Two 
known control samples were run in each 
group of 6 determinations, Urinary 17-hy- 
droxycorticosteroids had been selected as a 
focus for biochemical investigation because 
previous studies showed they were respon- 
sive to behavioral changes, They are an 
important breakdown product of adrenal 
cortical hormones, and can be measured 
accurately, Urine was collected in 24-hour 
pools from 8:00 A.M. one day to 8:00 AM. 
the following day. In each patient urine 
was analyzed on 2 similar days; the crisis, 
onset day and, with one exception because 
of a urine loss, the day prior to the day of 
the crisis, Urine samples surrounding the 
crisis day were also analyzed. 


RESULTS 

Behavioral description of crisis period. 
Our first task was the identification and de- 
scription (quantitatively and qualitatively) 
of the crisis periods. The subtle shifts of 
defensive structure and symptomatology, 
as these patients moved into a period of 
psychotic depressive crisis, were difficult 
to record quantitatively. We rated each pa- 
tient on a 15-point scale each day on 
global ratings of depression and psycho- 
sis. Each of these crisis periods had both 
a psychotic and a depressive element. In 
Figure 1 the average behavioral rating for 
the 10 days during which the crisis oc- 
curred is compared with the average of the 
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FIGURE 1 
Comparison of Average Rating for Depression and Psy- 
chosis for 10 Days Immediately Preceding and 10 Days 
During Crisis 
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10 days just preceding the crisis. In all 
cases there was an increase in both the 
average rating of depressive and psychotic 
behavior during the 10-day period in which 
the crises occurred. The mean group in- 
_crease is statistically significant at the .001 
‘level, for both depressive and psychotic 
behavior. 

Daily behavioral ratings are presented 
in Figure 2 as a graphic presentation of a 
method of describing behavioral change. 
The ratings of psychotic behavior are ar- 
bitrarily selected to demonstrate this 
method, The ratings of depression also de- 
scribe a similar clinical course in the crisis 
period. Figure 2 demonstrates: (1) that 
a behavioral change occurred in each pa- 
tient; (2) that behavioral peaks of dis- 
turbance as measured by psychotic ratings 
on the graph are of roughly similar mag- 
nitude, thus facilitating subsequent com- 
parison of biochemical data; (3) a peak 
period in behavioral disturbance stands 
out from the previous days. The two ver- 


®In Figure 1 and all other figures the ratings 
from the morning and evening shifts were added 
together for a combined value and are therefore 
on a 30-point scale. 


tical lines through the center of the graph — 
mark the day of the beginning of the crisis 
period. 

Clinically, these 7 periods were clearly 
unique to even the most casual observer in 
terms of the increase in the severity of the 
psychopathological symptoms. Figure 2 
shows 80 days during the hospital course 
for the first 5 patients and 40 days for the 
last 2. The crisis periods stand out from 
the previous ratings in each case, in terms 
of the magnitude and the duration of the 
behavioral disturbance observed. 

Selection of crisis onset day. The first 


day of the crisis was called the “crisis on- 


set day” and was defined as the first day 
of major increase in psychopathology ush- 
ering in a sustained period of severe be- 
havior disturbance. Based on their compre- 
hensive clinical observations, 2 members of 
the research team, a psychiatrist and the 
social worker, selected one day for each 
patient that they judged to be the first day 


FIGURE 2 
Clinical Course: Psychotic Behavioral Ratings 
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White areas designate periods of behavioral crisis. 
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TABLE 1 
Selection of Crisis Onset Day from Nursing Protocols by Independent Raters 


PATIENT RESEARCH TEAM INDEPENDENT RATERS 
NUMBER SELECTION RATER A 
Dec. 16 Dec. 16 Dec. 16 Dec. 16 
2 Feb. 16 Feb. 16 Feb, 16 Feb, 16 
3 Feb. 16 Feb. 16 Feb, 16 Feb. 16 
4 June 14 June 14 June 14 June 13 
5 May 7 May 7 May 6 | May 7 
6 May 30 May 30 May 30 May 30 
7 Aug. 28 Aug. 28 Aug. 28 Aug. 28 


of the crisis, as defined above. To check 
the reliability of the judgments, protocols 
were prepared from 15 consecutive days 
surrounding the crisis onset days, which 
were selected by the research group. The 
protocols were unedited transcripts of the 
nurses’ daily concensus description of each 
patient’s behavior. Two psychiatrists and a 
lay individual, all of whom were unfamiliar 
with the patients and unaware of the bio- 
chemical results, reviewed the protocols 
and selected what they considered to be 
the first day of the crisis. Table 1 shows 
that the agreement on the crisis day was 
uniform except in 2 cases where there was 
disagreement of 1 day by one of the 3 
raters, In these 2 cases, however, agreement 
was considered to be substantial enough so 
that the crisis day selected by the research 
team was used in the data analysis. 

Biochemical analysis. With the crisis day 
as a reference point, the question was 
asked, how are hormonal changes related to 
this day? Figure 3 shows the urinary 17- 
OHCS data which were analyzed surround- 
ing these crisis periods. Urine was analyzed 
on 2 similar days, the crisis onset day, and 
with one exception because of a urine loss, 
the day prior to the crisis. Urine samples 
surrounding the crisis day were also ana- 
lyzed. Figure 3 demonstrates that on the 
crisis onset day the corticosteroid levels in- 
creased over the levels on the day before 
and over previous levels. 

In the one exception, Case #4, the 
levels increased on the day following the 
crisis onset day. In the last 2 cases, #6 


and #7, the corticosteroid rise was of a 
lower magnitude than in the first 5 cases. 
A number of days during the course of hos- 
pitalization, prior to the crisis period, had 
also been analyzed and had been selected 
at regular time intervals, In the first 5 cases 
where the corticosteroid rise is substantial, 


FIGURE 3 
Crisis; Urinary 17-Hydroxycortico- 
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17-OHCS levels on the crisis onset day 
stand out as being higher than any pre- 
vious determinations which were analyzed 
over periods ranging from 2-10 months; 
however, all days during hospitalization 
were, of course, not analyzed and a 17- 
OHCS elevation could have been missed. 
Corticosteroids data surrounding the crisis 
onset day are presented so that this day 
can be seen in perspective. It can be noted 
that the 17-OHCS levels remain above the 
precrisis average during the crisis period. 
The data in Figure 3 are incomplete, be- 
cause gathering systematic data during 
these periods of turmoil is extremely diffi- 
cult due to the patient’s difficulty cooperat- 
ing in urine collection. Each patient was, 
however, constantly attended by a nurse 
24 hours a day during these crises and no 
day was analyzed in which a urine loss 
occurred. We have complete data on all 
cases on the crisis day and, with one ex- 
ception, Case #4, on the day before the 
crisis. 

Figure 4 shows the average level on the 
crisis day, the average level on the day 
before the crisis and the mean of the aver- 
age level prior to the crisis day. The differ- 
ence is statistically significant at the .005 
level in each instance. 

This evidence suggests that the crisis on- 
set day is important and distinctive in both 
behavioral and hormonal changes, thus fur- 
ther suggesting the utility of using the crisis 
onset day as a focal point for the study of 


FIGURE 4 
Mean Urinary 17-Hydroxycorticosteroid Levels (Six Pa- 
tients) * 
Average Values Doy Before Crisis Onset 
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before the crisis were not analysed due to urine loss 


-with the patients, the nursing resear 


this day. The corticosteroid levels on the 
crisis day deserve comment. Three of these 
patients in Figure 3, #1, #2, and #3 
showed high levels of 17-OHCS for our 


homeostatic mechanism that usually oper. 
ates in normal individuals, even under Se: 
vere stress. As demonstrated by the work of 
Friedman, eż al.(11), 17-OHCS levels are 
usually maintained below 10 mg./day. 

Identification of stressful events. The na- 
ture of the stressful events and their ti 
relationship to crisis periods were analyz 
in detail. A total of 10-20 hours were spent 
during these crisis periods in intervie 


team and the patients’ closest relatives in 
an intensive effort to document events sum 
rounding each one of these periods. It is 
not feasible in this paper to describe in 
detail the complex, yet clinically coherent, 
picture of the function and the relationship. 
of the stressful events to the onset of these 
depressive crises. However, it would ap 
pear that in every case there was a sum 
mation of specific stressful factors related) 
closely.in time to the crisis onset day with 
its accompanying behavioral and biochemi 
cal changes: there were an average of 4 
stressful events relevant to the crisis onse 
day in each case; at least one event o0- 
curred prominently in each case on the crisis 
onset day; a period of increased environ- 
mental stress existed for an average of 13 
days prior to the crisis day, Events tended 
to build up during this period so that om 
the crisis onset day there was an average) 
of 4 stressful factors occurring concomitant- 
ly. Three aspects of psychological threat 
were identified for these stressful events) 
They were: 1) a challenge to the patient’ 
concept of his own mental health, which 
will be illustrated in the discussion of Figi 
ure 5; 2) loss of ego support, in 5 cases 
involving the actual temporary loss of a pā- 
tient’s physician’; 3) the involvement of 4 
central conflict area. 


‘This is interesting in view of Schmale’s study 
(12) of the relationship of loss to depression in 4 
organic disease. : 
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FIGURE 5 
Combined Analysis of Case | 
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Patient 1, a 39-year-old female, Figure 5, 
illustrates a combined picture of our 3 
levels of analysis. In this case, as in Figure 
2, the crisis period is demonstrated by be- 
havioral ratings of psychosis, and the crisis 
onset day is shown and was unanimously 
agreed upon by 4 independent raters. We 
see on the crisis onset day the first in- 
crease (over 7 mg,/24-hours) in the urinary 
corticosteroid levels that occurred during a 
3-month period of hospitalization. Our 
analysis of stressful events in this case in- 
cluded : 

1. Challenge to the patient's concept 
of his or her own mental health. 
Throughout hospitalization the patient held 
the concept and anticipation of herself as 
being well and discharged in 3 months 
from admission. At the end of 3 months, 
however, she was somewhat more de- 
pressed. Despite this, she attempted to 
maintain the idea of being well. The sub- 


Crisis Onset 
D 


|_| Anniversary of Fathers Death 


a 
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5 0 10 
CRISIS ONSET DAYS AFTER 
DAY 


ject of discharge came up just prior to the 
crisis onset day. The patient was told that 
it would be necessary for her to remain in 
the hospital and that her physician felt that 
she needed further treatment. Following 
this direct environmental challenge to her 
self-concept she was no longer, even par- 
tially, able to maintain the fantasy of being 
well soon; she then started saying, “I'm 
sick, I'm crazy, I'm going to be here for 
another 20 years.” 

2. A loss of ego support. This involved 
the temporary loss of a music therapist with 
whom she had an intensive relationship 
working on music composition one hour 
each day in a very controlled and compul- 
sive manner. 

3. Involvement of a central conflict area. 
The patient told us on the crisis onset day 
with great anxiety, “Today is the day that 
my father died, I can’t stop thinking about 
it.” During a period of adolescent acting out 
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by the patient her father died. She had been 
extremely upset by this for years, had finally 
married a man 15 years her senior and 
had always been terrified by the fear that 
he would die. It would seem that the com- 
bination of these 3 events was directly in- 
volved in the onset of a severe depressive 
psychotic crisis, which was characterized 
by the persistent terror of death and dying, 
feelings of worthlessness, utter hopeless- 
ness, delusions and auditory hallucinations. 

The discussion of further hospitalization 
challenged the patient’s denial of the sever- 
ity of the illness. The anniversary of the 
father’s death forced into consciousness the 
painful conflict area, and the loss of a 
music therapist apparently removed a de- 
fensive activity and involved the loss of 
an important person. 

Characterization of behavior on the 

crisis onset day. The crisis onset day was 
characterized in the first 5 cases by an in- 
tense awareness and struggle with the 
emergence of ego alien material which was 
depressive in nature, and by the onset of at 
least one new symptom indicating the 
breakdown of ego defenses. The ego alien 
aspect of this is illustrated by one patient 
who said with extreme anxiety and agita- 
tion: “It horrifies me, I want to say terrible 
things all the time, my mind is telling me 
it wants everyone to die,” while the aware- 
ness of the impending breakdown of con- 
trol and of thinking processes is illustrated 
by the following statements: “I’m afraid 
Im insane today and they won't tell 
me.” Another patient said on the crisis 
onset day for the first time in 3 months: 
“Today is my breaking point, it’s too late, 
my mind is gone.” Another said: “You 
don’t realize that I'm out of my senses, 
completely out of my senses,” and the final 
patient said : “I’m afraid I’m going to break 
today.” The crisis onset day in patients 6 
and 7 is characterized by much less 
awareness of the depressive psychotic 
thoughts and much less apparent involve- 
ment in the struggle to control them. 

It may be seen in Figure 3 that the crisis 
onset day in the first 5 cases is associated 
with higher 17-OHCS levels than in the 
last 2 cases. It is our impression that this 
relates to the struggle with and awareness 
of ego alien material. 


DISCUSSION 


The question may be raised as to wheth. 
er or not increases in the urinary 17-OHCS 
levels on the crisis onset day are related 
to an increase in physical agitation. An ear- 
lier study bearing on this question has been 
reported elsewhere(7). Our investigation 
showed that increases in 17-OHCS levels 
were probably not related to increases in P 
physical activity. Daily ratings of six behav- _ 
ioral variables, including estimates of physi- 
cal activity, were recorded throughout the 
hospitalization of 17 depressed patients. The 
ratings of physical activity did not show 
significant positive correlations with 17- 1 
OHCS fluctuations when a conservative 
2/3 N was used. Numerous individual in- 
stances occurred in which marked physical” 
activity accompanied low urinary 17-OHCS 
levels and, conversely, when practically im- 
mobie patients showed levels 5 times nor- 
mal. 

A possible avenue of further investigation 
might involve the study of all stressful 
events occurring during the course of a 
patient's hospitalization and a comparison 
of those events associated with a crisis 
with those not associated with one. This 
investigation is now underway at the Na- 
tional Institute of Mental Health, 

In addition to the adrenal cortical hor- 
mones, there are other endocrine systems 
which may undergo change during be- 
havioral crises and certainly one chal- 
lenge for further research lies in the in- 
vestigation of the response patterns of 
gonadal, thyroid hormones and the cate- 
cholamines. 

The identification of the nature of pre- 
cipitating factors in depressive crises has 
important implications for the treatment of 
depressed patients. In our own clinical 
work, on a number of occasions, we have 
probably been able to prevent the recur- 
rence of crises by taking appropriate sup- 
portive measures in individual and mi- 
lieu therapy, using understanding gained 
through our investigation of the stressful 
events, S 

The nature of the events surrounding the 
crisis onset day have theoretical interest. It 
seems important to note that these events 
in general serve to confront the patient with 


an inescapable reality factor. They intrude 
into the denial system and force into aware- 
ness denied or repressed conflict areas. In 
the case of the loss of an important per- 
son, the patient's aloneness, dependency 
and feelings of anger may be intensified. 
In the present study, the behavioral and 
biochemical changes occurred within the 
same 24-hour period and we suspect they 
occurred concomitantly, However, a further 
analysis of changes within the 24-hour pe- 
riod might reveal that one preceded the 
other. This remains an unanswered ques- 
tion. Such further analysis (in smaller time 
units), however, would have been pos- 
sible in only 1 of the 7 cases because in 1 
case only was the behavioral change clear- 
ly enough demarcated so that one could 
confidently select a ic hour during 
the day for the onset of the behavioral 
change. In general, the behavioral data 
seem to fit well for analysis into 24-hour 
periods and an attempt to use smaller time 
units would encounter serious difficulty. 


SUMMARY 

This paper reports a temporal analysis of 
stressful events, behavioral ratings and cor- 
ticosteroid determinations during periods 
of psychotic depressive crisis. The investi- 


aspects of depression. It is suggested that 
the depressive crisis is an important seg- 
ment of extreme human behavior and that 
as a time of change, it offers a tool for 
understanding depressive illness. 

1. A behavioral observational system was 


developed, making it ible to measure 
reliably depression psychotic behavior 
basis in de- 


on a continuous | 
pressed hospitalized patients and to quanti- 
tatively describe crisis i. 

2. The question as to the sequence of 
endocrine or beha 


OHCS) changes and the behavioral chang- 
OHCS) cd on the same day rather than 
one preceding the other by a day or more- 

sae Oy dentied 
and biochemical changes was 


and labeled, “the crisis onset day.” Be- 
havioral ratings and hormonal values € 


rs. 

A period of increased environmental 
stress existed for an average of 13 days 
prior to the crisis day. The events tended 


of four stressful events occurring concomi- 
tantly, At least one event occurred promi- 
nently in each case on the crisis day. 

4. Three aspects of psychological threat 
were identified for these stressful 
They were: a) An environmental challenge 
patient's concept of his own ment 


volvement of a ceni 
events share in common the forcing in 
awareness of denied thoughts, conflicts and 
feelings. 
5. The crisis onset days in the first 5 
cases were characterized, biochemically, 
by a substantial increase in 17-OHCS lev- 
els and behaviorally by an intense aware 
ness of and struggle with ego alien m 
terial, which was depressive in nature and 
by the onset of at least one new sympto 
indicating the breakdown of ego defenses, 
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PSYCHIATRY AND THE SOCIAL ORDER + 


EUGENE B. BRODY, M.D.? 


This essay concerns the role and the 
responsibilities, in short the professional 
identity, of the psychiatrist in the United 
States today. It views the psychiatrist, a 
physician schooled in problems of human 
behavior, as one who must be ready to 
carry major social responsibilities in rela- 
tion to mental health and illness and con- 
siders these responsibilities compatible 
with his role in individual patient care. 

It is logical to relate the professional 
position of psychiatry to the evolving social 
order. The problems with which psychia- 
trists deal are, to a considerable extent, 
determined by that order. The psychiatrist, 
as a person and as a member of a profes- 
sion, is a product of his society and its 
culture. But he is a coper as well as an 
adapter ; while his existence reflects a par- 
ticular social context, he can modify this 
context in a way that will promote mental 
health. As an informed citizen, with special 
competence in human behavior, he has a 
special responsibility. 

The context of illness and health is de- 
termined in part by society’s structure. So- 
cieties maintain their structures and ensure 
their functional adequacy through partic- 
ular mechanisms of self-regulation or social 
control(12). These include institutions such 
as the church, the courts, the police and 
the school, as well as the family. They also 
include patterns of shared behavior which 
have become so habitual that they can be 
called institutionalized. These last repre- 
sent an unthinking conformity to cultural 
norms, the accepted modes of conduct in 
the face of regularly encountered life ex- 
periences which evoke strong feelings and 
require decisions. They are described by 
Talcott Parsons as “a mode of integration of 
the actions of the component individuals of 
a society”(15). 


1 The Academic Lecture presented at the annual 
of District Branches, 
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jatry and Director, The 
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One such pattern characteristic of highly 
organized societies is the extrusion of their 
deviant members into hospitals, jails and 
other specially designated isolation areas. 
This may be understood in part as the re- 
moval of nonconforming or nonpredictable 
units from social life. The degree to which 
a person's deviant behavior is tolerated in 
the community before the agents of social 
control became active ; whether he is called 
criminal, immoral, annoying, nervous, pe- 
culiar or sick; whether he goes to a jail, 
a hospital, or some other mechanism of 
isolation and behavior change; and the 
path he traverses to get there; these are 
all determined by the nature of the society 
in which he lives and his place in its struc- 
ture(4, 7). 

Thus, the definition of deviant behavior 
in medical terms, and the presence of facil- 
ities and personnel for institutionalizing the 
mentally ill, or for treating them in offices 
or clinics, is a societal reaction(10). The 
isolation of a person from the larger society 
through his entrance into a hospital, or the 
attempt to modify his behavior in a clinic 
or office, reflects a societal evaluation of 
his conduct. Even his self-motivated con- 
sultation with a practitioner is a societal 
evaluation insofar as he observes and 
judges himself on the basis of learned group 
standards. 

As Parsons has suggested, being a “pa- 
tient” is not just a condition but a social 
role. Having been first labelled as “sick” 
the person is, then, involved in a treatment 
or caretaking relationship with a socially 
designated individual or institution. He is 
exempted from the performance of certain 
of his normal social obligations, and also 
from a certain type of responsibility for his 
own state(14). But the usefulness, or the 
necessity of this role as a conflict resolving 
or otherwise rewarding position varies in 
different strata of the social order. 


‘THE PSYCHIATRIST AS A SOCIAL CONTROL 
AGENT 


Viewed in these terms the psychiatrist 
is one of the important agents of social 
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control(7). He helps to define the limits of 
tolerated behavior in his society, and, by 
virtue of his role as an understander, he 
may broaden as well as narrow these lim- 
its; similarly, while reducing deviance of 
certain kinds, he may foster new modes of 
behaving. But his tasks cannot logically be 
limited to these aspects of social control, 
or to people already labelled as sick or as 
patients. The fundamental challenge of 
prevention requires attention to mental 
health, to those factors which determine 
personal adequacy and happiness, even 
though we may not be able to relate them 
clearly to behavior so deviant as to be 
called sick. 

This kind of adequacy is influenced by a 
tremendous range of social factors. Thus, 
socially determined mating patterns influ- 
ence the genetic contribution to behavior 
and the genotype influences behavior only 
in interaction with environmental deter- 
minants. Nutrition, endemic disease and 
other aspects of the social context influence 
mental health and illness through such me- 
diating agents as the health of pregnant 
mothers, the incidence of prematurity, the 
likelihood of birth injury or repeated ex- 
posure to serious illness in early as well as 
adult life. 

Personal adequacy is also determined by 
the socialization process, through which 
the child can learn sick ways as well as 
effective ways of thinking, feeling and act- 
ing. This concern leads psychiatry to in- 
volvement with families as well as with 
secondary agents of socialization such as 
the schools, the church or the police; the 
socially determined crises of adolescence, 
the presence or absence of a job and its 
nature, the role changes of middle life and 
old age, and exclusion from first-class cit- 
izenship are all recognized as important 
influences on the mental health of segments 
of our population. 

The psychiatrist comes to the socially 
relevant tasks of mental health in part 
through his special professional compe- 
tence. But this is not a new role for the 
physician. While every era shapes the char- 
acteristics of those who are cast in the roles 
of helpers and guides for their fellows, 

physicians have traditionally been sought 
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out as sources of wise counsel for problems 
far removed from the area of purely physi- 
ological or bodily ministration. As Carl 
Binger wrote : “Nothing a man has of sci- 
entific acumen, personal integrity and hu- 
man understanding is too much to bring 


to... (the doctor’s) . . . job”(2). 

During the past 20 years the work of 
dealing with mental health and illness has 
been shared by an increasing number of 
people from professions other than medi- 
cine. The degree to which the practice of 
psychiatric diagnosis and treatment by 
non-medical personnel has been permitted, 
even fostered, is, in part, a function of the 
social conscience of America, of the aware- 
ness of compassionate citizens of the mul- 
tiple problems of their brothers and the 
wish to do something about it. This was 
the impulse which gave birth to the mental 
hygiene movement in America. It is the 
impulse which forces recognition that the 
job of treating and preventing mental ill 
ness, in a rapidly growing population, can- 
not be the sole province of the tiny army 
of psychiatrists, but must involve ment 
health workers of many varieties. This rec- 
ognition is not, however, a sufficient reason 
for psychiatrists to abandon their leader- 
ship responsibilities, either for individual 
patient care or for socially relevant consul 
tation and planning. 


AMBIGUITY OF PROFESSIONAL ROLE 


The vast proliferation of psychotherapists 
with a wide variety of professional back 
grounds has contributed to another prob 
lem. Insofar as the prevailing self-image 
the psychiatrist in training is that of a psy- 
chotherapist viewed in contrast to rather i 
than as part of the role of physician, he 
suffers an uncomfortable blurring of h 
professional ego-boundaries. The current 
ambiguities about professional roles giv? 
many residents an unusual hunger for cer 
tainty, so that they tend to embrace any 
system or viewpoint which promises to 1° 
solve this, Most often it is one presented by 
the psychiatrist who confines himself to the 
private practice of psychotherapy(6). 

Without denying the merits of any PSY: 
chotherapeutic system it can be noted that 
they are often seized upon in the mannet 
described by Yochelson as Ts 


An ardent and sometimes litigious adher- 
ence to a single theoretical viewpoint or 
therapeutic approach, while security-in- 
creasing, is completely incompatible with 
the physician’s role and social responsibil- 
ities. By substituting the identity of psy- 
chotherapist for that of psychiatrist, it could 
contribute to a movement which could 
eliminate the latter's role completely—that 
is the removal from the psychiatrist of the 
physician’s traditional mantle of social re- 
sponsibility and authority, and the creation 
of an artificial split between psychiatric 
diagnosis, psychotherapy and other aspects 
of the treatment or management of men- 
tally ill persons. One occasional reflection 
of this movement is the alliance of the non- 
medical psychotherapist with internist or 
pediatrician, effectively paeng the psy- 
chiatrist. This alliance, w) deprives the 
patient of the wide range of diagnostic and 
therapeutic skills of the psychiatrically 
trained physician, also has the effect of 
divesting medicine as a profession of its 
most fundamental role by converting the 
medical practitioner into a mechanic who 
depends upon a nonmedical specialist in 
human relations to deal with his patients’ 
emotional problems. The pendeat pri- 
vate practice of psychotherapy and psy- 
chodiagnosis by individuals without the 
physician’s background can only, in the 
long run, reduce the quality of available 
care for psychiatrically disturbed people. 

Role uncertainty is also heightened by 
the resident’s recognition, as well as that of 
his teachers, that his medical school and 
specialty training have not given him the 
education in depth about some aspects of 
his field that is received by specialists in 
the behavioral sciences. 

These considerations led several years 
ago to a suggestion for a new doctorate in 
medical psychology, including some basic 
training for medicine, work in anthropol- 
ogy, eegic) ae , and much 

what is fundamental to psychoanalytic 
training(13). It follows from the preceding 
remarks that the ad of such a pro- 

would still confuse the pr 


medicine, in part through the incorporation 


uate icians in psychi- 
, The initiation in 1962 of the 


AMA's ee on Mental Illness and 


as a ps rather than as a 
cially trained broadly responsible Bi 
sician is heightened by the existence of a 


separate system 
tion generally unrelated to 
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solely in its theoretical and investigative 
aspects, this proposal might be logical. As 
Gitelson noted : “therapeutic versatility and 
scientific rigor are incompatible.” The tasks 
of mental health, and of dealing with 
mental illness depend, however, on con- 
tributions from many sources, and require 
a wide variety of efforts. The independent 
private practice of psychiatric diagnosis 
and treatment by nonmedical psychoana- 
lysts masquerading as scientists would be 
no more acceptable than such practice by 
any other nonmedical group. And, surely, 
the withdrawal from psychiatry of medi- 
cally trained psychoanalysts can only delay 
progress. Whether or not psychoanalysis 
should stand alone as a science with no pre- 
tense to being a therapy, in a manner com- 
parable perhaps to physiology, is another 
matter and will not be debated here. 


_ BEARER OF MEDICINE’'S CULTURAL TRADITION 


_ These observations fit the main theme 
_ which is being developed in regard to the 
_ professional position of the psychiatrist. 
- This concerns his role as a bearer of the 
_ cultural tradition of medicine, the strength 
_ and clarity of purpose which he gains from 
_ his identity as a physician, and his respon- 
sibilities in this role for social planning in 
_ relation to mental health and illness. The 
_ professional essence of the physician is not 
’ his body of life-saving techniques as such, 
_ but what he has become through the proc- 
_ ess of acquiring them and using them. He 
is also formed by understanding and re- 
_ sponsibly participating in the social context 
in which he and his patient live. The psy- 
_ chiatrist recognizes the therapeutic and 
growth-stimulating value for the patient of 
leaving him his personal autonomy and of 
encouraging him to make as many decisions 
as possible for himself. He also fosters the 
patient’s capacity for realizing whatever 
latent potentialities lie within him. But he 
does not deceive himself into denying the 
help-seeking role of the patient, and his 
own role as one of society’s designated 
helpers in the medical, tradition—whether 
those who seek help are called clients or 
patients, and whether their difficulties are 
conceptualized in terms of illness, mal- 
adaption or inadequate learning. 
The psychiatrist cannot do the job alone. 


Like other physicians he must draw from 
the research efforts of a wide variety of 
scientists. And like others he must work 
with many nonmedical personnel in pas 
tient care. There is plenty of work for all 
of the mental health professionals—the clin# 
ical psychologist, the psychiatric sociali 
workers, the psychiatric nurse and possibly 
others not yet defined ; but their very presi 
ence constitutes a passive temptation, 
temptation to withdraw from positions 
leadership and direction in the men 
health field—or to honor these responsibil: 
ities with a gesture. The psychiatrist who 
abdicates his responsibility is contributi 
to the destruction of his profession an 
loses the immeasurable strength grant 
him in his role as a physician. He also fails 
as an adequate model for his future pro: 
fessional colleagues. It is especially dis 
tressing to see the relatively low value 
placed on developments in the field of sof 
cial and community psychiatry by ma 
young residents whose ultimate aspirations 
are the private practice of psychotherapy, 
These aspirations are legitimate, and we 
must expect that, given the need for a m 
croscopic as well as a broader view of hur 
man behavior, the most talented residents 
will continue to look for some form 
analytic or intensive psychotherapeuti¢ 
training, including some personal therapy 
for themselves, Residents, however, should 
be discouraged from the goal of a fulltime 
private practice of psychoanalysis or ini 
tensive psychotherapy. This goal can only 
be discouraged by example, and the best 
example would be in the existence of í 
large number of well trained, psychothera= 
peutically skilled psychiatrists who conduct 
a general practice of psychiatry or whe 
balance private practice with significant 
commitment to some community psychiat 
ric service, to teaching, or research. 


APA PRESIDENTIAL STATEMENTS 


The sense of the job to be done was ci 
tained in Jack Ewalts APA presiden 
address of 1964 when he said: “We ne 
more psychiatrists of every type . . . esp% 
cially . . . those who know how to collab: 
orate effectively with other professio: 
and lay workers necessary to the comm 
nity programs.” Ewalt also noted the bro 
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fields of social need to which the psychi- 
atrist is a logical contributor when he 
spoke, for example, of the varied problems 
posed by aggressive, lawless or impulsive 
individuals, He said“. . . it is irresponsible 
for our profession to ignore such people 
or to assume that we have been helpful by 
saying that they are not mentally ill. 
. . . By doing this we merely transfer the 
problem without contributing to its solu- 
tion” (8). 

This broad grasp of the problem was 
also contained in Hardin Branch’s presi- 
dential address of 1963, almost entirely con- 
cerned with the need for professional lead- 
ership and involvement in the development 
of a public health psychiatry. Branch stated 
unequivocally “. . . the psychiatrist must 
achieve sufficient perspective to guarantee 
that he is actually trying to provide services 
to his community in terms of the broad 
community needs”(3). 

Walter Barton in his presidential address, 
a year earlier in 1962, focussed on the re- 
port of the Joint Commission on Mental 
Illness and Health. He said: “The task is 
greater than the resources at hand. It is 
for this reason that I see as inevitable the 
delegation of more responsibility to the 
helping professions.” But he stated clearly 
that psychotherapeutie treatment by spe- 
cially trained members of the professions 
of nursing, social work and psychology 
should be conducted “under the auspices 
of recognized mental health agencies . . A 
and he expressed his distress “. . . when 
attempts are made to separate out psycho- 
therapy . . . as the basis for independent 
private practice by any professional group.” 
Barton, too, spoke of the need to be “a 
good physician” and quoted another col- 
league, Dana Farnsworth who said : “med- 
icine’s largest task is to give meaning to the 
longer life it has made possible”(1). 

And, finally, to quote Robert Felix in his 
presidential address of 1961: “. . . a psy- 
chiatrist must be a good physician first and 
always, and . . . one cannot be a good psy- 
chiatrist however profound his knowledge 
of psychodynamics, or however great his 
mastery of psychotherapy; unless this pre- 
requisite is fully satisfied. Being a good 
physician . . . means first of all an attitude 
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toward the sick, and one’s patients in pai s 
ticular, which amounts to a total commit- 
ment to one’s calling and to those under 
one’s care. . . . Since only the psychiatrist 
of all those concerned with mental illness 
is a physician, upon his shoulders, and his 
alone falls the responsibility for the total 
evaluation of the patient—physical, psycho- 
logical and social; and therapy, cond: | 
or prescribed in the light of such an evalua- 
tion is his singular responsibility” (9). 
The aim in calling this roll was to dem- 
onstrate the continuing concern by 
leaders of the profession for these two in- 
terrelated aspects of the psychiatrist's job, 
the individual and the community, and to 
demonstrate their unanimous agreement 
that both fall within the physician's re- 
sponsibility. 


CHANGES REQUIRED TO MEET NEEDS i 


In coming years an increasing number of 
psychiatrists will devote important time to: 
planning for mental health needs, the oper- 
ation of psychiatric institutions, the devel- 
opment of treatment facilities for bypassed 
population segments, the investigation of 
social and developmental etiologies of ill- 
ness, the evaluation of new approaches to 
comprehensive health care, the creation of 
educational facilities for nonmedical mental 
health workers as well as physicians; and 
other pioneering and socially relevant tasks. 
The adequate accomplishment of these aims 
requires attention to several points. : 

First, there is the already mentioned 
“ _. need for more psychiatrists of evel 
type”(8). 

Secondly, it is a responsibility of p 
chiatry as a profession to emphasize 
importance of the nonclinical aspects 
the psychiatrist’s job, and to modify resi- 
dency so as to foster interest in: 
a public health psychiatry. 

Thirdly, the need for more intensivi 
training of medical students in the behav- 
ioral sciences basic to psychiatric pra 
remains. One approach to filling this 
within the necessary medical context m 
be the development of an area of maj 
concentration in the undergraduate m 
curriculum. This would remove some 
sure from already overloaded psych 
residency programs as well as providing | 
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useful basic training for future practitioners 
in other areas of medicine. 

Fourthly, it seems unlikely, however, that 
given the continuing seller’s market in pri- 
vate therapy, producing more psychiatrists 
will be a sufficient answer, The only way in 
which to ensure the proper psychiatric di- 
rection of important treatment, diagnostic, 
investigative and planning programs is to 
make the key clinical and administrative 
positions in these areas attractive enough 
to obtain the very best people. If we can- 
not do this we may find it difficult to claim 
any special competence as a profession. 
This statement is not an indictment of those 
individuals who sometimes perform monu- 
mental feats under most adverse circum- 
stances, It recognizes, however, that except 
for a relatively small number of posts the 
money and prestige which are important 

_ in this society tend to lie elsewhere than in 
our public institutions and projects. The 
best people can only be attracted by a 
_ judicious combination of money, academic 
or other organizational prestige, and an 
- area in which they can function indepen- 
_ dently in order to realize goals which they 
_ themselves consider significant. It would be 
_ completely unrealistic, for example, to ex- 
_ pect our most talented residents to abandon 
prestigious or lucrative careers in other 
_ areas in order to work in institutions dom- 
_ inated by less adequate people than they 
and hampered by rigid, tradition-bound 
_ Structures. We are already beginning to 
make progress along these lines, but it is 
just a beginning. 
__ Fifthly, private psychiatric practice 
_ should not be confined to full-time psycho- 
analytic or intensive psychotherapeutic 
work. A corollary of this is that the private 
psychiatric practitioner must become will- 
ing to provide essential emergency services. 
To the extent that psychiatrists refuse to 
provide such services they cut themselves 
off from the basic referral sources, espe- 
cially from their colleagues in general med- 
icine. 


8 The author is indebted to Dr. Walter Wein- 
traub, Associate Professor of Psychiatry and Di- 
rector, Division of Adult Inpatient Psychiatry, The 
Psychiatric Institute, Univ. of Maryland, for a 
valuable discussion of points 4 and 5. 


Sixthly, psychiatrists must concern them- 
selves to an increasing degree as respon- 
sible specially trained citizens, with the 
wide variety of social factors that con- 
tribute to mental health as well as illness, 
This means being willing to do what is 
possible to help create a social context 
conducive to mental health, or one which 
contributes as little as possible to its im- 
pairment. It is true that the documented 
knowledge of social factors which might 
contribute to mental illness is very small. 
But it is probable that more is already 
known than can be proved, and if one thinks 
of impaired mental health rather than illness 
as such the rules of logic and common ` 
sense are clearly applicable. q 

An active concern with the social order, 
and a meaningful involvement in commu- 
nity issues as they relate to all aspects of 
human behavior, are legitimate and im- 
portant aspects of the psychiatrically trained 
physician’s role. They are congruent with 
his continued involvement in patient care. 
They are essential to the accomplishment 
of the mental health job which must be 
carried on in the forseeable future. The 
psychiatrist is not the sufficient, but he is 
without question the necessary man for 
this job, and it is truly a doctor's job. 
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CHANGE OF COMMAND 


m m m With this issue of the Journal there occurs a change 
of command, and as the distinguished editor who has guided 
the destinies of this official organ of the American Psychiatric 
Association for more than three decades becomes emeritus, a 
new skipper and a new crew come aboard. These occurrences 
are testimony to change and change, while ever needful, is 
often painful. These particular changes are noted with regret, 
for Dr, Farrar and his capable colleagues saw duty during the 
period that psychiatry was rising to its present heights. The 
names of all of the members of that crew will be remembered 
as chroniclers of psychiatry’s greatest advances as well as for 
their own professional contributions. 

We shall defer further comment about Dr. Farrar until 
our next issue, for by tradition the July issue highlights the 
message and the biography of the retiring President of the 
Association. It would be an oversight, however, to neglect 
commenting upon those outstanding men who made up the 
Editorial Board under Dr. Farrar’s tutelage. Lorne Proctor, 
the most recent of them yet charged with the most responsi- 
bility as assistant editor; William Rush Dunton, the most 
senior of them all and one who helped for these many years ; 
Franklin Ebaugh ; Leo Kanner; Lauren Smith; and Robert 
Felix—all of them made names for themselves and adorned 
the discipline they practiced. 

I must also mention Karl Bowman, now off to Alaska after 
having done yeoman work in several places and always 


„ready for new and exciting tasks; the late Paul Hoch, re- 
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spected by all and the man who would have been the link 
between the old and the new Board ; Francis Gerty and Titus 
Harris, both of them distinguished ; and Kenneth Gray, the 
medico-legal advisor. All of these are names to conjure with 
and all of them contributed not only to the Journal’s success 
but also to the advancement of a specialty which was having 
a difficult time of it. 

Austin Davies we shall have with us officially until Octo- 
ber; he then assumes a different role but will always be 
within hailing distance should we need him, A grateful 
Association honored him at its 1965 meeting and recalled that 
he kept the Journal afloat financially through some rough 
economic seas. Then, too, it would be churlish not to mention 
several capable ladies who have been of great help and 
who labored diligently yet quietly outside the glare of the 
floodlights. Mrs. C. B. Farrar, a gracious lady, Mrs. Barbara 
Finch and Miss Rochelle Lerman all have been part of the 
background organization which helped make the Journals 
course run smooth, 

As to the new crew, it is as yet untried in its editorial role. 


. 
f 


` this purpose it will somewhat resemble the gold-headed 
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Time and the judgment of its peers will decide 
merits of its efforts, Each individual member was | 
some special interest and ability which he has dis- 
played, and each has given assurance that he will accept re- 
sponsibility and will assist in the task of keeping the Journa 
in the forefront of scientific publications as did his colleagues 
before him. 
The policy of the Journal under the new regime will shov 
no startling change for change’s sake. The Editorial Board 
recognizes that it is assuming its important role at a ti 
when a new and greatly expanded concept of mental hes 
is being realized and that the solution of the serious proble 
of emotional disorders is being approached on a scale here- 
tofore beyond our wildest dreams, Each change in the 
Journal that does occur will be in keeping with the times, 
for as Hardin Branch in his Presidential address recalled 
to us, in the words of Edna St. Vincent Millay : J 


All creatures to survive adapt themselves to 
Changing conditions under which they live. . . 


. . . The inflexible organism however much alive today 
Is tomorrow extinct. 


The new crew recognizes the import of these words and 
pledges that it will develop new facilities to meet the new 
necessities, As it assumes its new tasks, it calls to its pred 
cessors with feeling and admiration : “well done!” 

From it colleagues—the officers and members of the Amer- 
ican Psychiatric Association—the new Editorial Board invites 
comment and suggestions. It is aware of the fact that it will 
not please everyone, but it will try to represent the spirit and 
direction of American psychiatry and will regard its mission 
as a serious responsibility. It intends to assume and carry 
this responsibility with all of the dedication and skill that 


it can summon. 
Francis J. Bracetanp, M.D, — 


SOME NOTES ON THE HISTORY OF THE 
JOURNAL, ITS EDITORS AND THE 
SILVER PITCHER 


m m m A silver water pitcher known as the “Dewey e 

became the property of the Association on May 3rd, 1965, 
and will serve henceforth as a special symbol of the office 
of Editor of The American Journal of Psychiatry. In se: 


carried successively by five eminent physicians 
rage between 1689 and 1825, when the widow of Dr. 
Baillie eats ners Erevented the ciné to Haaa of 
Physicians in Lon 
The pitcher was originally presented to Dr. Richard Dewey 


k 
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at the annual meeting of the Association in St. Louis in May, 
_ 1898. Dr. Richard Bucks, President of the Association, in 
_ making the presentation spoke as follows : 


_ My dear Dr. Dewey: I have the real pleasure and honor, on 
i behalf of the ERa to present you with this pitcher, which 
we offer you as a very slight mark of the high esteem in which we 
hold you. We wish at the same time to express our deep sense 
of appreciation to the service you did us for three years as editor 
of the Journal of I nsanity. This work you assumed and carried out 
ably and efficiently in spite of your other onerous employments. 
_ The Association feels that the work was performed by you at 
_ great sacrifice of energy which was otherwise needed by you, and 
_ in spite of that fact, was done in a manner which excited our deep 
_ admiration. In offering you this inadequate expression of our 
_ regard, we have also in mind your past services to our specialty as 
= superintendent at Kankakee and as President of the Association 
in 1896. 


_ The import of these sentiments appears in engraving upon 
_ the pitcher, 
-In its long history our Association has had many presidents, 
but only eight editors. The Journal, then known as the 
_ American Journal of Insanity, was first published by the 
managers of the State Lunatic Asylum at Utica under the 
editorship of Dr. Amariah Brigham. It may be of interest to 
note that the Journal is three months older than this Associ- 
ation. The organization meeting of the Association was held 
_ in Philadelphia on October 16, 1844. 
‘The following is a quotation from Recollections of Richard 
Dewey, his unfinished autobiography published in 1936, for 
which Dr, Farrar wrote the introduction, “The year 1844 
_ Saw three great national psychiatric journals come into ex- 
_ istence: early in the year, Allgemeine Zeitschrift fur Psy- 
chiatrie; in May, Annales Medico-Psychologiques; and in 
_ July the American Journal of Insanity. Within a comparative- 
ly short time (1848), two English periodicals devoted to 
psychiatry were published in London.” 

When Dr. Dewey became Editor, the Journal was acquired 
by the American Medico-Psychological Association, now The 
American Psychiatric Association, and the publication office 
was transferred to Chicago, 


Again quoting from the Recollections of Richard Dewey : 


In June, 1931, Dr. C. B. Farrar, the Director of the Psychiatric 
Hospital of Toronto, was elected to the Chief Editorship of The 
American Journal of Psychiatry. Dr. Brush signified his enthusias- 
tic approval of the selection. Dr, Farrar’s attainments in psychi- 
atry, his distinction and ability as a writer, and his highly 
successful career gave assurance of the continuation of the best 
traditions of the Journal. 


Of the editors of the Journal, Dr. Dewey had the shortest 
tenure of office, three years, Dr. Farrar the longest, 34 years, 
The prophecy as to Dr, Farrar’s eminent qualifications for 
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the editorship has been amply fulfilled. The Journal has be- 
come the voice of American psychiatry to the world, i 

Dr. Richard Dewey had a long, full life—from 1845 to 
1933, During his last 35 years the pitcher presented to him by 
the Association was one of his most valued treasures, On his 
death it became the property of his daughter, Miss Ethel L. 
Dewey, for many years an associate of Miss Jane Addams 
at Hull House in Chicago. It was there that I first met Miss 
Dewey, and a friendship began which still endures, A few 
years ago Miss Dewey presented the pitcher to me out of 
friendship and because, like her father, I had worked in the 
public mental institutions in Illinois and had served as an 
officer of this Association. 

For 25 years after Dr. Dewey's death the Association had 
no headquarters office which it could call its own. That de- 
ficiency has now been supplied and there will be a library 
and museum in which objects of historical importance can be 
suitably housed. 

On my last visit to Miss Dewey at her home in La Canada, 
California, on March 18, 1965, gave her approval for the 
transfer of possession of the pitcher to The American Psychi- 
atric Association, with the understanding that it would be a 
particular symbol of the office of Editor of the Journal, a 
trusteeship perquisite of the successive editors, 

As to Dr. Farrar’s successor, Dr, Francis J. Braceland, it 
must be known that, like Dr. Dewey, he has also been a 
President of the Association, and that, like the first editor, 
Dr, Amariah Brigham, he has been the Chief Psychiatrist of 
the Hartford Retreat, now known as the Institute of Living. 

Presented to the Association with the pitcher are three 
small volumes, a copy of the somewhat rare first edition of — 
The Gold-Headed Cane and two concerning Dr. Dewey 
which are inscribed by his daughter, the Recollections and 


Biographical Notes and Selected Papers. 
Francis J, Genty, M.D, 


UNREST IN THE COLLEGES 

m m & Although it has always been the custom of older peo- 
ple to view the younger ones with some dismay and appre- 
hension, the present situation probably calls for more concern 
than usual, Not only do our young people form a larger pro- 
portion of the population than previously, but they have at 
their disposal much more effective means of expressing their 
impulsive desires than ever before, Through rapid means of 
communication and Soran and by a Ai 

action can q ly throw a commun in e 
e aa ET is Eaei Err of the medd 
by civil rights workers. Their attitudes toward authority are 
probably less respectful than formerly, especially since they 
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have observed so many who possess it using it unwisely. ; 
Those of us who work with college students, whether in 
dean’s offices, counseling agencies or psychiatric services, 
know that individual rebellion is very common and in most 
instances ultimately a good experience. Group rebellion or 
revolt in the form of mob behavior is quite another matter. 
All too often such demonstrations bring tragedies to indi- 
viduals and disrepute to institutions. However, group protests 
against injustices, conducted in an organized and restrained 
manner, may be among the most effective instruments for the 
correction of social evils. > 

Since our young people are materially better off than the 
youth of previous generations, why should there be so much 
unrest ? 

Millions of our young people, particularly those in crowded 
urban or depressed rural areas, are growing up under condi- 
tions in which they see little hope or meaning to their future. 
The resulting frustration has instilled in them an implacable 
hostility that often finds an outlet for expression in ways 
quite disturbing to society. To add to the difficulty there is 


no longer any satisfactory place to which the disaffected 


can migrate in large numbers. 

In our more affluent communities the young people have 
had little physical stress. For the most part they have never 
had to contend with the implacable conditions generated by 
extreme poverty, drought, plagues or economic depression. 
They have never had to care for growing plants and domestic 
animals, duties which demand self-discipline from those who 
are to be successful, or, in extreme instances, who are to 
Survive, Instead, our youngsters have learned to become 
skillful in manipulating or pleasing people—their parents, 
‘friends or those possessing authority in the community, Enter- 
ing college students who have attended good secondary 
schools often expect far more differences than they actually 
find and become temporarily disillusioned. It is understand- 
able that they easily become impatient if desired changes are 
not made at once, They project their frustrations onto various 


persons or groups, as if looking for a scapegoat, with hostility 
frequently resulting, 


Unfortunately, many people are in a position to profit 
from the cultivation of the eccentricities coincident with the 
struggles of growing up. Those who debase literature with 
excessive profanity and obscenity, the Pornographers mas- 
querading as defenders of free speech, the designers and 
manufacturers who may profit from exploitation of cupidities 
of those with low tastes and the purveyors of “entertainment” 
all do their parts in cheapening the environment in which our 
young people are expected to acquire satisfying modes of 
living. They stimulate but do not satisfy them. 

The young are basically idealistic if given a reasonable 
opportunity, but their modes of expressing idealism must vary 
with the issues of the period in which they live. At present 
the elimination of social injustice is the “moral equivalent of 
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war” of which William James spoke, The stubborn and (to 


them) self-defeating resistance which they see many other- 
wise high-minded citizens express against simple justice for 


minority groups or for those who are underprivileged in — 


terms of economic status, health or education, appears will- 
fully selfish. They rush in with criticisms, frequently in offen- 
sive ways. All too often the resulting confusion is expressed 
via power struggles between various oups rather than in 
willing and disciplined efforts to right the existing injustices, 

What should be done about student revolt? Obviously 
there is no sure way to avoid it, nor would it always be de- 
sirable to attempt to do so. Impatience with injustice and 
practices which demean the dignity of man should be de- 
veloped and encouraged in students. But such impatience 
should not be so impulsive or unrestrained as to be destruc- 
tive of individuals or ideals, 

Several measures to help students avoid feeling cheated 
should be tried. Neglect is not one of them, ia Tait 
study should be strongly encouraged. Those accustomed to 
“spoon feeding” in secondary schools may need considerable 
help at first in learning to work independently, All teachers 
should be encouraged to have some contact with under- 
graduates regularly, the quality being of more significance 
than the quantity of time spent with them. It is a fallacy 
that everything learned must first be taught, Students should 
realize as early as possible that getting an education is their 
own responsibility and that the college can only develop an 
environment in which this becomes possible, 

Administration and faculty members will find that con- 
structive rebellion and subsequent maturation are facilitated 
if they treat students with scrupulous fairness at all times, 
listen to their complaints, no matter how trivial, and act with 
consistency on matters of student concern. Good personal re- 
lations should be developed with as many students as pos- 
sible, Promises should be made only when they can be kept. 
The standards of the institution should be a ropriately 
explicit, but rules that cannot possibly be Sola should be 
avoided. 

Even if it is temporarily disconcerting, the renaissance of 
student interest in social and pel questions is an encour- 
aging phenomenon. Only a decade we were deploring 
campus apathy, It is not sufficient for faculty members to be 
willing to accept and facilitate change; they are obligated 
to see that true progress, not merely the trade of one set of 
evils for another, occurs. 

Dana L. Fannsworru, M.D. 


—— 
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tion, memory and reason would derive. Telesio has antici- 
pated the anthropological teaching of Bacon and Hobbes 


Nicolaus Steno or Niels Steenson (1633-1686), famous 
Danish anatomist, geologist and Catholic theologian and Bis- 
read his Dissertation on the Anatomy of the Brain at 

gathering in Paris. In it he discussed the findings 
of previous scientists and the value of methodical dissections 
in a critical and ER oe way.” 

Death of Sir Kene Digby, tm in 1603, English diplo- 
matist, naval commander, her and author. In A Late 
he asserted that all bodies consisted of infinitely 

divisible particles which te and disintegrate under 
the influence of light, sun and wind. As a part of certain gen- 
eral Jaws of attraction, each constituent of the body attracts 
its like ; amean ound would heal because of the 
attraction between blood staining the sword and that 
staining the bandage. On this basis he invented the “powder 


i 


of sympathy,” of a mixture of powdered vitriol 
dissolved in ee and hod from stained objects to which 


1765 
Commentaries on the Laws of England (1765-1769), 
Blackstone (1723-1780), judge, professor of 
at Oxford and a member of Parliament, defined 
concepts of legal responsibility of “idiots” and “lunatics” 


illness, ly of mixed asic Aer char- 
eset sored Soothe Hs was tl several times 
William Duncan. The next attack of 


in 1788, at the age of 50, and it 
by others. He was then treated by Rev. Francis 
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Charles Lorry (1726-1783), a student of neurology 
an able clinician practicing in Paris, published his two 
volumes De Melancholia et Morbis Melancholicis. In them 
he considered melancholia as a mental disorder of physical 
origin, the patient being unable to resist the impact of 
strong impressions and of related ideas. He divided melan- 
cholia into two forms—nervous, frequently characterized by 
spasms of different kinds, and humoral, due to the influence 
of black bile. To Lorry has been attributed the first descrip- 


È 


tion of “ca c somnambulism,” namely, attacks of 
lepsy, for which the patient has no memory, 


1865 
Daniel McNaughton, a Scotsman from Glasgow, died in 
the new Broadmoor Institution for the Criminal Inmsa, 
which had opened its doors in 1864. McNaughton's name 
acquired wide renown for his trial in 1843 at the Old Batley 
Criminal Court for the murder of Edward Drummond, 
Peel, then Prime Minister, In 


1867), per 
in the 
sized the thesis of an organic 

Max Leidesdorf (1818-1889), 
Vienna (and a colleague of Th. 
cramer his Treatise of Mental 


CLINICAL NOTES 


(The Clinical Notes merely report findings by investigators; the 
Journal assumes no. responsibility for the validity of these findings.) 


TRIPERIDOL IN NEWLY ADMITTED SCHIZOPHRENICS! 


LEO E. HOLLISTER, M.D.? JOHN E. OVERALL, Pu.D.,? 
J. LAMAR BENNETT, M.D., ISHAM KIMBELL, Jr., M.D.,° 
anD JACK SHELTON, M.D.° 


Triperidol is a butyrophenone derivative 
similar to haloperidol. We have previously 
studied haloperidol, comparing it with a 
phenothiazine, thiopropazate, and have 
found it to be a potent antipsychotic 
agent(1). Results of several clinical studies 
with acute and chronic schizophrenics in- 
dicate that triperidol is certainly an ac- 
tive antipsychotic agent, at least on a par 
with chlorpromazine, though not definitely 
superior (2-4), 

Fifty-seven men with schizophrenic reac- 
tions newly admitted to 4 VA hospitals 
were chosen for study. In general, these 
patients represented a sample similar to 
those we have studied in a number of pre- 
vious evaluations of antipsychotic drugs, 
including the controlled comparison of 
haloperidol and thiopropazate, Comparison 
with another drug or the use of blind con- 
trols was not attempted in the present 
study. A partially fixed, partially flexible 
schedule of oral medication was followed. 
Doses during the 4-week flexible dose pe- 
riod ranged between 1.5 mg, and 12 mg. 
with an average daily dose of 5.5 mg. All 
patients were treated for 6 weeks. The 


1 One of a continuing series of studies in the 
Veterans Administration Cooperative Studies of 
Chemotherapy in Psychiatry. Supported in part by 
grant MH-05144, National Institutes of Health, 
Supplies of drug furnished by McNeil Labora- 
tories, Fort Washington, Pa. 

2 Associate Chief of Staff, VA Hospital, Palo Alto, 
Calif. 

3 Associate Professor, Department of Neurology 
and Psychiatry, University of Texas Medical 
Branch, Galveston. 

*Chief of Psychiatry Research, VA Hospital, 
Salt Lake City, Utah. 

5 Chief of Acute Intensive Treatment Unit, VA 
Hospital, Houston, Texas. 

6 Research Psychiatrist, VA Hospital, Palo Alto, 

alif. 
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Brief Psychiatric Rating Scale (BPRS) and 
the Inpatient Multidimensional Psychiatric 
Scale (IMPS) were administered prior to 
treatment and immediately upon comple- 
tion. 

Mean scores representing the combina- 
tion of ratings by 2 independent raters on 
each of the 16 separate scales of the BPRS 
revealed that statistically significant im- 
provement during treatment was observed 
in 13 of the 16 symptom areas. Greatest 
improvement occurred in symptoms of 
“emotional withdrawal,” “conceptual disor- 
ganization,” “grandiosity,” “suspiciousness,” 
“hallucinatory behavior,’ “uncooperative- 
ness,” and “unusual thought content.” Sta- 
tistically significant improvement was ob- 
served on all IMPS factor scores, greatest 
standard change being observed in “para- 
noid projection,” with “excitement,” “hos- 
tile belligerence” and “perceptual distor- 
tion” also showing marked improvement. 
The 16 symptom ratings from the BPRS 
have been found to contain 4 higher order 
syndrome factors. Following treatment, a 
marked reduction in “thinking disturbance” 
and “paranoid interpersonal disturbance’ 
was noted, with less marked improvement 
in “depressive disturbance” and “withdraw- 
al-retardation.” An index of total pathology 
can be computed from the sum of symptom 
ratings in all 16 areas included in the BPRS. 
It thus constitutes the most comprehensive 
single index of over-all drug effectiveness. 
The mean improvement of 28.0 points 
based upon combination of ratings by 2 in- 
dependent raters represents highly signifi- 
cant change during treatment. The t 
value of 9.4 was the largest obtained with 
any variable, indicating the consistency of 
the change across patients within the sam- 
ple. Global ratings made by the treating 


physician for each patient indicated 18 con- 
siderably improved, 35 slightly improved, 
3 unchanged and 1 worse, 

Profile analysis methods for classifying 
patients into “paranoid,” “schizophrenic” 
and “depressive” classes have been pro- 
grammed for computer use(5). In general, 
these methods result in the computer ac- 
cepting the pre-treatment BPRS rating pro- 
file for an individual patient and assessing 
its similarity to prototype profiles for vari- 
ous diagnostic classes. In the present in- 
vestigation, the “normalized vector prod- 
uct” method was employed with the result 
that 11 patients were classified as “para- 
noid,” 40 as “schizophrenic,” and 6 as “de- 
pressive.” After such classification, the 
results of drug therapy in the individual pa- 
tient groups can be analyzed. Patients 
classified as “paranoid” on the basis of 
pretreatment rating profiles, by methods 
developed previously and completely inde- 
pendently of drug considerations, were 
twice as improved as the combined other 
groups. The mean improvement score of 
46.4 was the highest we have observed in 
any of our studies to date and suggests 
the greatest degree of specificity of indica- 
tion we have yet observed. It is important 
to emphasize that the specificity suggested 
in these results is with reference to rating- 
profile types, and is not based upon clini- 
cal diagnoses. 

Side effects most commonly observed 
from triperidol were those attributable 
to extrapyramidal effects (muscle rigidity, 
akathisia, dystonia), sedation (drowsi- 
ness), paradoxical excitement (restless- 
ness, agitation, insomnia), and anticholin- 
ergic effects (constipation, dry mouth). 

The results of this study place triperidol 
among the most effective antipsychotic 
drugs we have thus far studied in this 
same manner. The change score for BPRS 
total pathology of 28.0 for triperidol is 
comparable to scores we have ob- 
tained for thiopropazate (23.2), acetophen- 
azine (27.7), perphenazine (25.2), and 
thioridazine (24.6), and slightly more than 
obtained for haloperidol (19.9). Direct 
comparisons cannot be made as these stud- 
ies were not concurrent and all of the other 
drugs were evaluated under conditions of 
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blind control, which may impart a certain 
degree of negative bias. Nevertheless, it is 
clear that triperidol is an antipsychotic 
drug to be reckoned with, 

Aside from its interest as a generally 
effective antipsychotic drug, the specificity 
of action of triperidol for patients classified 
as “paranoid” is of possible importance, 
First, it provides additional evidence that 
various antipsychotic drugs have differen- 
tial clinical effects, Secondly, it is the best 
drug we have yet studied for this group, 
exceeding by far results obtained with any 
other. Should this finding be confirmed, 
triperidol would be clearly the drug of 
choice for patients with these characteris- 
tics, T 


SUMMARY 


Fifty-seven newly admitted schizophren- _ 
ic men were treated with a butyrophenone 
derivative, triperidol, for 6 weeks, Daily 
doses, following a brief period of initial 
build-up, ranged between 1.5 and 12 mg, — 
Treatment was evaluated by 2 rating scales, 
the BPRS and the IMPS. Significant im- ] 
provement was noted in 13 of the 16 symp- 
toms scored on the BPRS, on all 10 factors 
of the IMPS, and on each of 4 syndrome 
factors derived from the BPRS. The BPRS 
total pathology change score of 28.0 was 
comparable to change scores obtained — 
in previous studies of potent phenothiazine 
antipsychotics in similar patients. 

Classification of these patients into 3 
types, “paranoid,” “schizophrenic” and “de- 
pressed” on the basis of computer analysis 
of pre-treatment rating profiles showed that 
triperidol had a specifically beneficial effect 
in the former group. Not only does this 
finding further substantiate the idea that 
antipsychotic drugs have differing effects — 
on various schizophrenic sub-types, but — 
suggests that in triperidol, we have the 
most effective drug available for this par- | 
ticular group. 

Side effects from triperidol were largely 
due to extrapyramidal syndromes, seda- 
tion, paradoxical excitement and anticholin- 
ergic effects. The neurological side effects — 
appeared to be qualitatively similar to 
those from phenothiazines, but perhaps — 
more frequent at the doses of drug used. — 


i la ce a ie 


Oo 
ee) 


CLINICAL NOTES 


[July 


BIBLIOGRAPHY 


1. Hollister, L. E., et al.: Controlled Com- 
parison of Haloperidol with Thiopropazate in 
Newly Admitted Schizophrenics, J. Nerv. Ment. 
Dis. 135:544-549, 1962. A 

2. Gallant, D. M., et al. : A Controlled Eval- 
uation of Trifluperidol: A New Potent Psy- 
chopharmacologic Agent, Curr, Ther. Res. 
5:463-471, 1963. 


3. Fox, W., et al.: A Clinical Comparison of 
Trifluperidol, Haloperidol, and Chlorpromazine, 
Ibid. 6:409-415, 1964. 

4. Pratt, J. P., et al.: Comparison of Halo- 
peridol, Trifluperidol, and Chlorpromazine in 
Acute Schizophrenic Patients, Ibid. 6:562-571, 
1964. 

5. Overall, J. E., and Hollister, L. E. : Com- 
puter Procedures for Psychiatric Classification; 
J.A.M.A. 187:583-588, 1964. 


THE EPAMINANDOS PHENOMENON 


JAMES L. TITCHENER, M.D. 1 


The Epaminandos phenomenon (E.P.) is 
not named for its discoverer but for the first 
person known to manifest it. Epaminandos 
was a Negro boy who must have lived in 
the post-reconstruction South. Each day he 
visited his aunt “across the fields”(1) who 
gave him something each day to take home 
to his mother. The first day he held a piece 
of yellow cake so tightly on the way home 
it was but a handful of crumbs when he 
arrived. He was advised strongly by mother 
that when he was carrying cake he wrap it 
in green leaves and put it in his hat. 

Anxious to show how well he had learned, 
he used his mother’s advice about cake with 
the next day’s gift, butter, and it melted 
down his temples and the back of his neck. 
So it went. He used the butter advice with 
a puppy. He used the puppy advice with 
some bread, and when his exasperated 
mother decided she would visit the aunt for 
the present she said on her way out, “Mind 
about stepping in those pies!” When she 
had gone he thought a moment and has- 
tened to “mind” her very thoroughly. 

E.P. was first observed in the process of 
supervising psychotherapy but then was 
discovered to be occurring frequently in 
the processes of psychoanalysis and psycho- 
therapy. This psychological mechanism is 
a resistance to learning and self-awareness 
which operates through inflexible and out- 

of-context application of instruction or inter- 
pretation. When the phenomenon appears 
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it may inform the supervisor or therapist 
that he has been probably correct in con- 
tent but faulty in his timing and siyle of 
communicating. 

First, let us take an illustration of E.P, 
in the supervisory situation. A therapist ac- 
cepted without question a Christmas pres- 
ent from an anxious young woman with 
marital problems. The gift implied a feeling 
of corruptness in the patient about her 
wishes for the therapist's love. An obscure 
transference neurosis was reinforced, Later 
a supervisor admonished the therapist for 
not asking the patient to consider the mean- 
ing of the gift before accepting it. 

A week or so later an industrial designer 
with a severe work inhibition brought some 
drawings to the office of this same therapist. 
Hating to be unkind, but with the words of 
the supervisor fresh in his memory, the 
therapist flipped the drawings face down 
and plunged ahead with, “Let's see why you 
brought these; is it possible you need to 
impress me with your willingness to work” 
The delicate trust between doctor and pa- 
tient was set back several weeks by the 
doctors bewildering aversion for the pa- 
tient’s creativity. 

E.P. occurs often in the supervision of 
psychotherapy because psychotherapy is an 
ideophenomenon; one moment of interac- 
tion between a particular doctor and a par- 
ticular patient is like no other. The super 
visor probably used either the word “al- 
ways” or the word “never” or more proba- 
bly both. He failed to leaven his remarks 
with a word about flexibility and the ad- 
visability of surveying the context of the 
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occurrence in psychotherapy and the psy- 
cho-economics of the interaction before 
coming to a decision. 

E. Ps occur as peculiar forms of resis- 
tance stimulated especially by inaccurate 
interpretation in psychoanalysis and psy- 
chotherapy. The phenomenon appears par- 
ticularly often when both patient and doc- 
tor have been persuaded that an inaccurate 
interpretation has been skillfully made and 
is most fitting. Often the interpretation has 
been correct in content and incorrect in 
timing and incorrect in assessment of the 
psychoeconomic balance at the time of the 
mutual insight. E.P. has the wondrous 
virtue as a resistance mechanism of com- 
municating an enthusiasm about the doc- 
tor’s skill while showing him how ridiculous 
and farcical his theories are, The doctor has 
to listen to these eloquent and innocent 
refutations of his interpretation in his own 
words! 

An electronics engineer volunteered for 
treatment to abate an agonizing state of 
marital uproar which had been growing 
worse for three to four years. It was sug- 
gested too early in the psychotherapy that 
his submission to and encouragement of 
excessive uxorial control was a reliving of 
the excluding relationship with his mother, 
which interaction had been fraught with 
mutual exercise of power. Pleased with this, 
his work in therapy consisted almost en- 
tirely of a dogged determination to view all 
of his reactions and behavior as responses 
to his wife’s controlling. Even his own ways 
of coercion became evidence of his wife’s 
“control” over him, Weeks passed before 
the air between patient and doctor could be 
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cleared enough to see behavior in the light 
of new understandings. 

The repetition compulsion, attaching its 
thythm when it can to an interpretation, 
produces even more resounding examples 
of E.P. in psychoanalytic treatment. A re- 
currently melancholic business man with an 
overly organized mind preferred to think 
and analyze in a very literal fashion 
although his unconscious relentlessly ex- 
pressed itself through ingenious and com- 
plicated metaphor. The literal way of think- 
ing with underlying imaginative powers 
made the psychoanalytic interaction un- 
usually susceptible to E.P. 

An occurrence in an extra-analytic rela- 
tionship was pointed out as exposing a facet 
of the transference, For a while then every 
aspect of the same relation was understood 
as an element of the transference, 

A propitiating attitude to a fellow-worker 
was thought by the analyst to indicate some 
feelings of guilt. Then every nonsadistic 
act to other human beings became evidences 
of guilt. The analyst learned with this man 
to be most specific and discrete about in- 
terpretation, The possibilities for generaliza- 
tion had to be limited most sharply. 

In summary, the Epaminandos phenom- 
enon is the tendency to learn some lessons 
too well, It appears in many walks of life, 
but it may be observed as an indirect re- 
proach to a supervisor of a student therapist 
or as a striking form of transference resis- 
tance in the processes of psychotherapy and 
psychoanalysis. 
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i ACUTE BRAIN SYNDROME ASSOCIATED WITH 
SODIUM DIPHENYLHYDANTOIN INTOXICATION 


4 
_ Within the last five months we have had 
_ the opportunity to treat two cases of so- 
_ dium diphenylhydantoin intoxication caus- 
_ ing acute brain syndrome. 
A review of the literature for the past 
15 years revealed various complications 
with this drug, e.g., hematologic complica- 
tions such as leukopenia, pancytopenia, 
_ and thrombocytopenia, also reticuloendothe- 
lial complications, such as lymphadenop- 
-athy and hepatitis. Other complications 
are metabolic, giving rise to low protein 
bound iodine, and depressed adrenal-pi- 
tuitary hypothalamic function; also one 
sees hypertrichosis, pulmonary fibrosis, 
EKG changes, congestive heart failure, con- 
junctival ulcerations, and methemoglobine- 
mia? 

However, the complication of acute 
brain syndrome was not found in the 
literature. 


Case 1. A. P., a 64-year-old white male was 
brought to Metropolitan Hospital by the police 
who found him lying on the floor. The patient’s 
_ wife had called the police because he was 
acting bizarrely, ie, lying on the floor, 
crying and repeating, “I want to die, I want 
to die.” When the patient was brought to the 
hospital he was singing loudly, moving about 
frequently and appeared quite frightened. He 
repeatedly looked up at the ceiling in the 
same spot and became more frightened and 
appeared to be hallucinating. Although he 
denied hallucinating he began talking and 
crying about the many flies on the ceiling. 

The patient’s wife said this had happened 
once before two years earlier when he began 
_ taking “red and white capsules” (diphenylhy- 
_dantoin sodium), and had to be taken to 
Bellevue. The patient had had Parkinson’s 
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disease since 1935 following a mastoid opera: 
tion. Two days before admission he attended 
our Neurology Clinic and received sodiun 
diphenylhydantoin in addition to his 
medication. p 

This drug was discontinued and within 4 
hours his psychotic behavior ceased. ; 

Case 2. H. S., a 20-year-old Puerto Rican 
man was brought to Metropolitan Hospital by 
police. He was intoxicated, depressed and hat 
slashed his abdomen. He had been drinkin 
heavily for 3 years. } 

The patient was admitted 4/20/64 and give 
diphenylhydantoin sodium plus phenobarbit 
plus phenothiazine to prevent delerium tre 
mens. On 4/24/64 the patient was upset afte 
speaking to another alcoholic patient about th 
fear of leaving the hospital. Three days latet 
4/27/64, he stated he did not wish to go ou 
of the hospital and also was afraid that hi 
might be transferred to another floor. The 
lowing day, 4/28/64, the patient was “hi 
singing and staggering around. He s 
that this was due to the medication 
was given. He acknowledged seeing funn 
shadows during the past 24 hours, especially | 
woman in red. He denied having ever been ai 
addict. 

During an interview on 4/29/64, the pai 
sat on the edge of his chair ill at easi 
biting his nails, denying any anxiety. He h 
difficulty pronouncing words, loosening c 
thoughts, and could not concentrate. The pa 
tient now appeared more intoxicated than ¢ 
admission, and he blamed it on the medica’ 

The patient had eaten little for 3 days amt 
on 5/1/64 he was found lying on the flo 
in seclusion room sobbing over the disappeal 
ance of his 2-year-old son. He said his sø 
was in his arms and he was rocking him | 
sleep when all of a sudden the child di 
appeared, The patient was afraid he might Ki 
himself and was given phenothiazine am 
placed on suicide precautions. That afternod 
he was in a sound sleep and an emergene 
neurological consultation was made. Sodium d 
phenylhydantoin was discontinued. Forty- 
hours later he ceased to have any more 
chotic symptoms. 
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He was referred to the Aleoholic Research 
Program for rehabilitation. 
CONCLUSION 

Presented were two cases of acute brain 
syndrome associated with sodium diphyl- 
hydantoin intoxication. A patient present- 


ing psychotic behavior while taking this 
drug should always be suspected of having 
an idiosyncratic response to his medication. _ 
This article illustrates another complication 
of this drug which can present serious 
difficulties in a differential diagnosis, 


CURSILLO PSYCHOSIS 


PHILIP R. SULLIVAN, M.D. 


Acute psychiatric illness may be precip- 
itated by intense emotional experience. Re- 
ligious rituals can at times provide the 
impetus for such unsettling experiences. In 
two recent cases, patients suffered the on- 
set of acute psychotic episodes immediately 
after attending These cases are 
of interest because they occurred in associ- 
ation with a type of religious endeavor 
which, although very recent in origin, has 
gained considerable popularity among 
some Catholics. The symptoms involved 
were almost identical in both cases and 
were very florid. The clinical course has 
been benign with rapid remission of symp- 
toms, 

The Cursillo movement began in Spain 
in 1949 and has only recently been carried 
to the United States. Its full name is 
“Cursillo de Christiandad” (short course in 
Christianity). For those conversant with 
traditional Catholic spiritual retreats, the 
Cursillo will seem familiar. The individual 
makes a “strategic withdrawal” to a mon- 
astery for a few days of prayer, confer- 
ences, and spiritual reassessment. Among 
the differences noted in the Cursillo how- 
ever are: 1) it can be undertaken only 
once in a lifetime, 2) lectures are given 
not only by priests but also by laymen 
and 3) the participants are divided into 
small groups which formulate summaries 
of each lecture. Later, these summaries are 


presented and discussion is open to all. 
Case 1. The patient is a 36-year-old mar- 
tied father of who home after 


the Cursillo with a feeling of satisfaction and 
fervor. However, that night he was unable to 


and I 
thought it was a chalice. I felt confused and 1 
tried to figure things out.” The next da 
gressively more upset 
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psychiatric panel.” After the Cur- 
SE Aiao, the patient becczie BAT 
upset. He was unable to sleep, became agitat- 
ed, and necessary two 
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patient was Jesus, he drank a container of 
maple syrup because he thought it was an 
“elixir of health,” and he protested that he 
was being hypnotized. As with case No. 1, 
he was fully oriented when delusions did not 
interfere, and was able to accept reassurance 
temporarily. However, he would quickly re- 
lapse into the delusional state. 

This patient also experienced a rapid re- 
mission of symptoms and was discharged from 
the hospital after 13 days. Three months 
follow-up indicated that he was feeling and 
functioning as well as usual. 

Past history indicated he was the youngest 
of 8 children, There was no family history of 
mental illness except for one brother with an 
alcoholic problem. The patient, although an 
effective salesman with a stable work record, 
had an alcohol problem and was currently a 
successful AA member. 


COMMENT 


In both cases, the patients had an acute 
onset of severe insomnia, agitation, labile 
mood, and delusions of a paranoid and 
megalomanic nature. Their speech was 
rambling and tangential, their sensorium 
clear, Remission was rapid over a period 

_of several days with full awareness of the 
delusional nature of their experiences. Hos- 
pitalization was necessary and phenothia- 
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zine medication was used. 

There are a number of factors which 
probably contribute to the emotional in- 
tensity of the Cursillo experience. 

1. It currently has the appeal of the novel, 

2. The “once in a life time only” design 
prepares the participant for a memorable 
experience. 

3. The active participation of laymen as 
lecturers destroys the image of laymen as 
mere passive objects to be preached to. 

4. The note taking and subsequent group 
discussion virtually assures that the in- 
dividual will become very actively in- 
volved. 

A person who finds himself susceptible 
to a rising flood of emotion presumably 
may, as a protective measure, try to disas- 
sociate himself from active involvement in 
the precipitating experience. However, 
emotional withdrawal from the Cursillo 
would certainly be much more difficult 
than from the ordinary religious retreat. 

Of course, for that large segment of 
people who are not pathologically vul- 
nerable, the very intensity of experience 
which the Cursillo is capable of stirring 
up may be useful in implementing their 
ideal of “Christianity in Action.” 


TRANSIENT GRANULOCYTOPENIA ASSOCIATED WITH 
ADMINISTRATION OF A NEW THIORIDAZINE 
DERIVATIVE : TPS.23' 


D. M. GALLANT, M.D.,2 anp M. P, BISHOP, Pun.D.3 


TPS-23 4 (2-Methylsulfinyl-10- [2 (N- 
methylpiperidyl-2”) ethyl-1]-phenothiazine ) 
is the side-chain sulfoxide derivative of 
thioridazine (Mellaril) and has been 
shown to be an oxidation product formed 
as an intermediate compound during the 
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metabolic transformation of thioridazine in 
the body. The transient blood dyscrasia de- 
scribed in this report has not been report- 
ed by other investigators conducting large 
scale studies with this compound (person- 
al communication; Kemp, Kinross-Wright, 
Malitz, Sugerman, Freeman). 


Case Report. A 41-year-old female had been 
hospitalized since 1950 with the diagnoses 
of microcephaly and schizophrenic reaction— 
chronic paranoid type. Subsequent to this 
time, the only past history which seems 
pertinent involves the history of recurrent 
urinary tract infections. She had received 
chlorpromazine, trifluoperazine, and proper- 
ciazine during the course of her hospitalization 
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without the occurrence of any serious side 
effects. This patient had received no medica- 
tion for 59 days prior to the administration 
of TPS-23 on August 27, 1964. Her baseline 
CBC data included the following: hemo- 
globin, 14.8 gm.; hematocrit, 43%; WBC, 
8200 with 65% granulocytes ; and a sedimenta- 
tion rate of 18. The WBC count varied from 
4300 to 6800 with no marked changes in the 
| ganulocytes until October, 1964. On October 
_ T4, the patients WBC count dropped in a 
‘precipitous manner, and the medication was 
discontinued after the patient had received a 
‘total dosage of 11.75 grams. The CBC showed 
__ the following : hemoglobin, 11.4 gm. ; hemato- 
crit, 34%; and WBC, 1200 with only 2% 
granulocytes. Reticulocytes were 2% and 
platelets were adequate. The patient spiked 
a temperature of 102° and a prophylactic 
course of tetracycline and penicillin was 
initiated, in addition to reverse isolation on 
_ the medical service for the agranulocytosis. 
On October 23, the patient was sent to oral 
Surgery for prophylactic removal of 3 of her 
‘front teeth as admission examination had 
Showed an advanced degree of pyorthea. She 
“continued to show a mild spike in temperature 
_ throughout the remainder of her hospital 
course. By October 27, 1964, the WBC count 
had dropped to 850. The indirect basophil 
degranulation test was negative on two oc- 
casions. Urinalyses and blood cultures were 
negative. A vaginal smear on November 1 
reported aerobacter organisms. A mild hypo- 
= chloremic alkalosis and a reversal of the A/G 
Tatio were the only other laboratory abnor- 
malities, 

A bone marrow report on October 20, 1964 
revealed that the marrow was grossly cellular. 
Megakaryocytes were adequate. There was a 
moderate decrease in myeloid elements and 
those present were relatively immature. There 
Was a virtual absence of myeloid elements 
= Older than myelocytes. A slight increase in 
= Mature lymphs and plasma cells and a slight 
hormoblastic erythroid hyperplasia were ob- 
Served. On October 27, 1964, another bone 
_ Marrow report revealed a normally cellular 
_ Marrow with adequate megakaryocytes; ery- 


throid and myeloid elements were increased ; 
and plasma cells and lymphocytes were mildly. 
decreased. The myeloid elements were now 
present in normal numbers, a remarkable im- 
provement since the previous bone marrow 
report. However, the patient had now devel- 
oped a soft tissue abscess in the vulva area 
with sloughing of a portion of the labia. 

On October 28, 1964, the WBC rose to 
6850 with 75% granulocytes and then increased 
to 30,400 with 77% granulocytes on October 
31, 1964. The patient's clinical and laboratory 
course was appearing to take a favorable turn 
when she suddenly expired at 3:00 P.M. on 
November 6, Gross autopsy findings revealed — 
microcephaly, severe fatty changes in the liver, 
cholelithiasis, an old cystic area in the right 
caudate nucleus of unknown etiology, and a 
hyperplastic bone marrow with numerous im- 
mature neutrophilic elements indicative of a 
resolving agranulocytosis. Aerobacter was cul- 
tured from the heart blood. However, the 
culture at necropsy was obtained about 20 — 
hours after death and the aerobacter could 
well have been of saprophytic origin. The 
cause of death was undetermined. 


SUMMARY 

A case of transient granulocytopenia is 
reported during the seventh week of ad- 
ministration of TPS-23, a thioridazine de- 
rivative, in a patient who had received no 
medication for 59 days prior to the initia- 
tion of this new psychopharmacologic com- 
pound. However, the one occurrence of this 
serious toxic effect should not deter fur- 
ther evaluation of this compound which 
has obvious anti-psychotic and anti-depres- 
sant activity(1), unless additional evidence 
by other investigators reveals that the 
incidence of agranulocytosis is significantly 
greater with TPS-23 than it is with other 
phenothiazines. 

BIBLIOGRAPHY 

1. Gallant, D. M., Bishop, M. P., and 
Sprehe, D.: TPS-23: A New Thioridazine 
Derivative. Curr. Ther. Res. 7:102-104, 1965. 


i 


k 


i 


ENS 


104 CASE REPORTS | will July 


HYPERTENSIVE REACTION TO TWO MONAMINE 
OXIDASE INHIBITORS 


IRVING L. BREAKSTONE, M.D.: 


Five years ago, at the age of 49, pa- 
tient was treated with phenelzine (Nar- 
dil) and nialamide (Niamid), among 
other medications and treatments, for a 
persistent depressive reaction. When she 
became too agitated to tolerate the medi- 
cal and psychotherapeutic treatment she 
was hospitalized and given 9 electrocon- 
vulsive treatments, with excellent results, 
so that she was apparently recovered with- 

in 3 months and discharged after 5 

months, with no recurrence of the depres- 

sion until less than a year ago when she 
was seen to be depressed during her con- 
- yalescence from cholecystectomy. Her in- 
_ ternist prescribed tranyleypromine (Par- 


= nate) and she appeared to be recovering 


well until, at a post operative visit to her 
, She had a severe headache with 


eon, 
flushing and hypertension which subsided 


after a few days in bed. She had had 
cheese for lunch before coming to the sur- 
geon’s office. Her depression appeared to 


_ subside with her recovery from the surgery. 


Shortly thereafter, patient again felt de- 

_ pressed and was given nialamide (Niamid) 

in doses up to 100 mgs. t.id., and in- 

structed to be more careful about not 
eating cheese of any kind. 

On September 28, 1964 patient came to 
my office, telling me that although she had 
continued to take the nialamide her de- 
pression was increasing and her internist 
felt psychiatric care was indicated, She 
was so responsive in psychotherapy at this 
time that she showed very rapid improve- 
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ment but would not give up her nialamide, 
finally cutting it to one 100 mg. tablet 
daily, remarking from time to time about 
the reaction she had suffered after eating 
cheese. 

Two weeks later, shortly after the be- 
ginning of her two o'clock psychotherapy 
appointment, the patient described a head- 
ache she felt had been similar to that 
which she suffered when taking the tranyl- 
cypromine but ascribed this to feelings she 
had just been discussing. As her face be- 


came slightly flushed and her headache ~ 


increased rapidly in intensity, she reminded 
me that she had not eaten cheese from that 
time of the reaction until the same day, 
when she had lunched on a toasted cheese 
sandwich, probably American or Cheddar 
cheese. 

Blood pressure at 2:15 was 180/82. and 
pulse 92, with no disturbances in color or 
sweating. We continued to talk until the 
headache became more severe, when I 
insisted she lie down and called a relative 
to be with her. By 3:40 the patient was be- 
ginning to feel a little better and said she 
was “not going to have a stroke.” Blood 
pressure then was 138/80 lying, 142/76 sit- 
ting, and 150/72 standing. Friends took 
the patient home, where, after lying in bed 
she found the headache disappeared with- 
in 24 hours, with only a little weakness and 
apprehensiveness lasting another two days. 

Ample blood pressure recordings by 
the internist, surgeon, and me, have shown 
no abnormal readings before, between, oF 
since these two attacks. 
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Nearly 9,000 persons registered at the 
l Annual Meeting of the Association 
the Americana Hotel in New York City, 
May 3-7, 1965. The figure includes 4,050 
mbers, 1,380 wives, 2,578 nonmembers, 
exhibitors and 152 press representa- 
This was by far the largest meeting 
of our history and the 10th meeting held 
ew York City, the last one being in 


93rd President of the Association, 
Daniel Blain, called the meeting to 
ie at 9:00 a.m. on Monday, May 3. 
first order of business was the invo- 
ion by the Right Reverend Horace W. 
B. Donegan, Bishop of the Episcopal 
Diocese of New York. New York City’s 
or, Robert F. Wagner, extended of- 
l greetings to the assemblage and in 
turn was presented with a Certificate 
of Commendation by Dr. Blain for his 
Sturdy support of New York City Com- 
ity Mental Health Board programs, 
g New York State Commissioner Dr. 
hristopher Terrence extended greetings 
n behalf of Governor Nelson Rockefel- 
and the state. Drs. Marvin Stern and 
s Masserman reported briefly as chair- 
of their respective Committees, Ar- 
ngements and Program. 
The Association’s ranks were swelled 
the election of 326 new Associate 
nbers and 386 new General Members. 
hundred and forty-one new Fellows 
€ elected; 278 Associates were trans- 
ed to General Membership status, 46 
Life Fellowship, 26 to Life Membership 
seven to Corresponding Fellowship. 
Distinguished Fellows were elected : 
. J. S. I. Skottowe of England and 


r. Daniel Blain’s address was one 

most inspiring in our memory. It is 
lished in full in this issue of the Journal 
gether with the response by the Presi- 
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dent-Elect, Dr. Howard Rome, and a trib- 
ute to President Blain by his long-time 
friend, teacher and mentor, Past President 
Dr. Kenneth E. Appel. } 
The morning session closed with a — 
benediction by Rabbi I. Fred Hollander 
of Yeshiva University in New York. 1 
On Monday afternoon, May 3, an amaz- 
ingly rich and varied scientific program of 
303 papers and 45 evening panels got — 
under way and maintained its pace and 
quality until the close of the meeting on 
Friday, May 7. Outstanding program fea- 
tures included the Convocation Lecture by 
Dr. Gaylord P, Harnwell, President of the 
University of Pennsylvania; the Adolf 
Meyer Memorial Lecture by Dr. Ignacio 
Matte-Blanco of Chile, and a most de- 
lightful special session on “The Arts and — 
Humanities” which encompassed discus- 
sion and demonstration of “Music and 
Human Emotions” and the “Japanese Thea- 


The ever-expanding range of psychiatric 
concerns with so many aspects of Ameri- 
can life was dramatically reflected in 
several sessions on such subjects as the 
racial crisis, drug addiction, theology and 
psychiatry, international tensions, poverty 
and the like. Virtually all sessions were 
well attended except for some evening 
panels; there were so many that competi- — 
tion made for sparse attendance at some, 

The convocation newly elected 
Fellows on Monday evening opened with 
an invocation by the Most Reverend 
George H. Guilfoyle, Auxiliary Bishop of 
New York and Director of Catholic Chari- 
ties. The convocation was an especially — 
moving occasion this year, not only because 
of the fine attendance and the splendid 
speaker but also because it was the scene 
for the presentation of the first Distin- 

Service Award ever to be given — 
by the Association. It was presented by 
President Blain to Dr. Karl Augustus 
Menninger in the form of a handsome, 
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illuminated scroll which read as follows: 


THE AMERICAN PSYCHIATRIC ASSO- 
CIATION is honored to present this Dis- 
tinguished Service Award to Karl Augustus 
Menninger, a Life Fellow and Member of 
the Association for forty-five years during 
which he has made most singular and excep- 
tional contributions to the advancement of 
psychiatry. 

—as a great HEALER dedicated above all 
to helping those sick in mind and heart who 
turn to our profession for comfort and relief ; 

—as a great TEACHER with special genius 
for inspiring the young as he transmits to them 
new knowledge in perspective of the wisdom 
of the past; 

~as a great SCHOLAR who has reached out 
to other disciplines that their knowledge may 
be joined to our own and ours to theirs in the 
service of mankind ; 

—as a great MAN OF LETTERS whose 
beauty and clarity of diction have made the 
very name of psychiatry a household word; 

—as a great CRITIC who has shown how 
the shibboleths of the past blind us to promis- 
ing pathways to the future ; 

—as a great ORGANIZER who first con- 
ceived the structure now underlying our dy- 
namic Association ; and 

—as a great CITIZEN protagonist of fair 
play and foe of prejudice, discrimination and 
deprivation in all their forms. 

Reasons enough these—and there are still 
others unspoken here but deeply felt—that 
cause us thus to honor him. 


At the business meeting on Tuesday 
afternoon, May 4, the members heard the 
annual reports of the Secretary, Dr. Harvey 
J. Tompkins; the Treasurer, Dr. Dale C. 
Cameron; the Speaker and Speaker-Elect 
of the Assembly of District Branches, Drs. 
Philip B. Reed and Duncan Whitehead, 
respectively; the Medical Director, Dr. 
Walter Barton; and the Coordinating 
Committee Chairmen, Drs. M. Ralph Kauf- 
man, Lawrence C. Kolb and Milton Green- 
blatt. Collectively their reports provided a 
comprehensive review of the major current 
concerns and programs of the Association, 
reminding us once again of the striking 
scope of the Association’s role in American 
life and of its dynamic potential for the 
future. 

This same business session was also 


the occasion for a memorial to our 
distinguished Past President, Dr. Winfred 
Overholser, who died on October 6, 1964, 
In paying tribute to him, Dr. Barton de- 
scribed the inspiring role of this “good and 
kindly man” who did so much to advance 
his profession and the welfare of mankind, 

This year’s prize awards were also 
announced at this session by the chairmen 
of the award selection boards : 

The $1,500 Hofheimer Prize for Re- 
search was presented by Dr. Bernard C, 
Glueck to 36-year-old Dr. Jack H. Mendel- 
son, Research Associate in Psychiatry at 
Boston City Hospital and Assistant Pro- 


fessor at Harvard Medical School, for his 


very extensive research on various aspects 
of alcohol problems including experiment- 
ally induced chronic intoxication and 
withdrawal, alcohol metabolism and be- 
havior, the determination of exchangeable 
magnesium in alcoholic patients and many 
related fields, both clinical and utilizing ex- 
perimental animals. Dr. Glueck said: “In 
the opinion of the Hofheimer Prize Board, 
Dr. Mendelson’s work is not only of high 
caliber from the standpoint of psychiatric 
research, but it also represents an important 
contribution to a very perplexing problem 
that continues to offer a challenge and 
very few satisfactory answers.” 

Dr. Philip Q. Roche conferred the $1,000 
Isaac Ray Award on Dr. George K. 
Stiirup, Superintendent of the Detention 
Institution for Abnormal Criminals at 
Herstedvester, Denmark, for furthering 
understanding between psychiatry and 
the law. Dr. Roche described the many 
outstanding psychiatric contributions Dr. 
Stürup had made to the treatment of 
abnormal criminals not only in his present 
position at the Detention Institute but 
as psychiatric adviser to the Danish 
Ministry of Justice, a member of the 
Danish Medico-Legal Council and in many 
other capacities. During the next academic 
year, as is traditional for the winner of 
this prize, Dr. Stiirup will deliver a series 
of lectures on psychiatry and the law under 
the auspices of the law and medical schools 
of an American university. i 

Dr. George Gardner conferred the $500 
Agnes Purcell McGavin Award on Dr. 


[July 


1965 ] 


COMMENTS 


David M. Levy of New York City for 
outstanding contributions to the preven- 
tion of emotional disorders in children, Dr. 
Gardner paid tribute to Dr. Levy as one 
of the elder statesmen of child psychiatry 
in this country, especially revered for his 
leadership in furthering the establishment 
of psychiatric components in well-baby 
clinics and for his efforts to orient 
pediatricians in the psychiatric aspects of 
childhood disorders and personality de- 
velopment. Dr. Levy is also a noted 
research investigator in early childhood 
development and the author of extensive 
contributions to the literature on maternal 
overprotection, sibling rivalry, early infan- 
tile deprivation and juvenile delinquency. 

Dr. Zigmond M. Lebensohn presented 
the Robert T. Morse Writer's Award to Miss 
Emma Harrison of New York City in 
recognition of her outstanding contribu- 
tions to the public understanding of psy- 
chiatry. In presenting her with a plaque 
and an honorarium, Dr. Lebensohn noted 
that Miss Harrison was for many years 
primarily responsible for the reporting of 
psychiatry in The New York Times. Her 
work, he said, has been “consistently 
distinguished by dedication, a reverence 
for accuracy, perceptive selectivity, and 
withal, deep sympathy for the profession’s 
primary mission of overcoming mental ill- 
ness in all its forms.” This was the first 
time that the award had been given. It 
was made possible by contributions from 
many friends of the late Dr. Robert T. 
Morse, prominent psychiatrist of Washing- 
ton, D. C., and for many years Chairman 
of the APA Committee on Public Informa- 
tion, which selected the recipient. It was 
especially gratifying that Mrs. Morse could 
be present for this first presentation. 

Also at the Tuesday afternoon business 
session, Dr. Robert Neu, Chairman of the 
Board of Tellers, reported the election, 
by mail ballot, of the following officers 
and councillors: President-Elect, Dr. Har- 
vey J. Tompkins ; two Vice-Presidents, Drs. 
Marion Kenworthy and Frank H. Luton; 
Secretary, Dr. Robert S. Garber ; Treasurer, 
Dr. Dale C. Cameron; and Councillors for 
three-year terms, Drs. Henry Brill, Paul 
Lemkau and Jules Masserman. The retiring 
President, Dr. Blain, will also automatical- 


first woman in the Association's history to 
be elected to one of its senior offices, 

New officers of the Assembly of District 
Branches were announced as follows: 
Speaker, Dr. Duncan Whitehead ; Speaker- 
Elect, Dr. Hamilton Ford; Recorder, Dr. 
Malcolm J. Farrell. Area Members and 
Alternates for the Policy Committee are: 
Area I, Drs. Harry H. Brunt, Jr., and 
James C. Johnson; Area II, Drs. Benja- 
min J. Becker and Alexander Levine; 
Area III, Drs. Perry C. Talkington and 
Samuel G. Hibbs; Area IV, Drs. Ewing 
H. Crawfis and John R. Adams; Area V, 
Drs. John S, Visher and James G. Shanklin. 

The annual banquet on Wednesday 
night drew about 1,000 and featured a 
dinner of prime filet of beef so delectable 
that it bears special mention in the 
annals of the Association, as does the 
most splendiferous head table of psychiat- 
ric statesmen this Secretary has yet set 
an eye on. But there were yet other 
special qualities that set this gala off from 
those of other years. For one thing, it 
was an occasion to pay tribute to two 
revered persons, both of whom had served 
the Association for well over three decades 
and who were about to retire : Dr. Clarence 
B. Farrar and Mr, Austin M. Davies. 
President Blain, presiding, tendered both 
of them handsome framed scrolls which 
read as follows : 


The American Psychiatric Association ex- 
tends JOYOUS GREETINGS to Clarence B. 
Farrar, M.D., who will this year become Editor 
Emeritus of The American Journal of Psychiatry 
at the age of four score years and ten, and also 
GRATEFUL THANKS to him on the occasion 
of his retirement as Editor after serving in 
that post for thirty-four years during which he 
brought our Journal to preeminence in the 
literature of psychiatry. His gifts to science and 
to mankind SE been of princely order aa 
ifts to us beyon recompense or praise. 
he ennobled us and we shall honor him 
always. 


The American Psychiatric Association pays this 
tribute to Austin M. Davies, Ph.B., after 
thirty-three years of dedicated service as our 
Executive Assistant. He supplied the initial 
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ly serve a three-year term on the Council, — 
Dr. Kenworthy, it may be noted, is the — 


energy to set forces in motion that brought 
= our Association to lofty position in American 
life. His tenure witnessed a ten-fold growth 
in our membership. Our Journal prospered un- 
der his skillful management, Our Annual Meet- 
ings came to be counted among the great 
_ learned congresses of the day. We shall ever 
__ remember him affectionately as ambassador par 
__ excellence to the leading hostelries of the nation 
_ in negotiation of our comforts, as genial host 
at our meetings, as raconteur of anecdote and 
_ chronicler of our history, as shrewd guardian 
of our accounts, as champion of the individual 
_ member, and as friend, mentor and coun- 
_ selor along the way. Few more richly deserve 
a lightened burden. We are comforted that he 
will continue as friend and consultant in the 
years ahead. We wish him all manner of good 
health, cheer and Godspeed as he walks briskly 
_ into his retirement years. 


The banquet platform also offered a 
‘suitable opportunity for Past President 
Francis J. Gerty to present the beautiful 
silver “Dewey Pitcher” to Dr. Farrar who, 
in turn, passed it on to his successor, 
Dr. Francis J. Braceland, as a symbol of 
the distinguished office of Editor of The 
Journal of Psychiatry. The 
was originally given to Dr. Dewey 
Association 


In accordance with tradition, Presi- 
_ dent Blain was presented his Past Presi- 
_ dent's Badge at the banquet by Dr. 
Braceland, acting for Dr. Kenneth Appel 
who was ill and could not be present. 
Also the retiring speaker of the Assembly, 
_ Dr. Philip Reed, received a plaque from 
_ Dr. Blain commemorating his service, 
These formalities completed, the happy 
gathering proceeded to the dance floor to 


the merry tune of Meyer Davis and hig 
orchestra. E 

The final business session took place on 
Friday morning, May 7, at which 
traditional certificates were presented to 
retiring officers, actions of Council were 
reported by the Secretary, the incomin 
President, Dr. Howard Rome, was indu 
and the benediction was given by the 
Reverend Harry C. Meserve, D. D., of the 
Academy of Religion and Mental Health 
New York City. 

Throughout the week the meeting was 
covered by approximately 150 gentlemen of 
the press representing most of the major 
newspapers, magazines and wire services 
of the country, together with a great many 
from special medical and professional 
newspapers, magazines and journals. 
press room, conducted by the Committee 
on Public Information under Dr. Zigmond) 
Lebensohn and managed by APA’s Publi¢ 
Information Officer, Mr. Robert L. Robin= 
son, continues to carry the reputation of 
being “the best in the business,” and we 
may be justly proud of them and their 
colleagues who make it possible. 

The special program for the ladies was 
the imaginative and highly successful 
product of the Ladies Committee, headed 
by Mrs. Marvin Stern as Chairman and 
Mesdames M. Ralph Kaufman and Harvey 
Tompkins as Co-chairmen. The services, 
tours, luncheons, special events and general, 
thoughtfulness of these ladies earned the 


Medical Director. All praise to them for 
a job superbly done. 

Harvey J. Tompxiys, M.D. 
Secretary, American Psychiatric Association 
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8 talent is ved of his ability to 
abstractly 
to concrete 


“IDIOT SAVANTS” 
Editor, THE AMERICAN JOURNAL or Psyc- 
ATRY : 

Sm : In the interesting paper in the May 
issue by Horwitz and associates (“Identical 
Twins—‘Idiot Savants’—Calendar Calcula- 
tors”), one suspects that the children dis- 
cussed ‘are psychotic and perhaps brain 
damaged, rather than simply mentally re- 
tarded. When a child who apparently is 
too “retarded” to read is found poring over 
an almanac, or a child who can’t count to 
30 or multiply 3x6 can tell you it is 30 
weeks until your next birthday, this strongly 
suggests that this is a ic or autistic 
child, The two he elle cer- 
tainly had adequate cause for infantile psy- 
chosis and/or brain damage, They were 
born prematurely at six months by Caesar- 
ian section, spent two months in incubators, 
convulsed when removed from the incuba- 
tors, and went home to an abusive alcoholic 
father and a detached, emotionally disturbed 
mother, Childhood psychosis or autism is 
characterized by the onset of severe with- 
drawal and lack of communication by age 
two or three, Autistic children are usually 
extremely obsessive and have excellent rote 
memories. Although often initially diag- 
nosed as severely mentally retarded, they 
are usually of average or superior intellec- 
tual potential, The twins described by Hor- 
witz et al., seem to fit the pattern of child- 
hood psychosis with the superimposition of 


sent the hypothesis that the “idiot savant” 
pattern may occur when a child 
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_ lated to upward or downward socioeco- 
nomic mobility, educational rising and 
 intergenerational and other cultural clashes. 
_ We noted, as did Wilson and his associates, 
_ that sensitizing factors—childhood moves 
~ and other conflict-producing stresses from 
_ the patient’s early life—were no more fre- 
| quent in the backgrounds of socially mobile 
_ psychiatric patients than they were in the 
lives of nonmigrant patients. These obser- 
vations and their implications were dis- 
~ cussed at length in our book on the sub- 
Be ject(1). 
In recent years professional agencies and 
| community organizations have developed 
and expanded to replace the multi-genera- 
tion family and lifelong friends in serving 
the mobile nuclear family’s needs. As a re- 
sult the rates of emotional disorders among 
newcomers have begun to decline in the 
communities we studied. Meanwhile, psy- 
_ chiatric problems among a new segment 
of the population seem to be on the in- 
_ crease. We are now finding high rates of 
_ psychiatric and psychosomatic problems 
_ among children and youths, related in large 
_ part to educational stresses(2). 

We are very pleased that Wilson and his 
group have been studying these problems 
-in the rapidly growing Los Angeles area. 
_ We have found that disorders associated 
_ primarily with pressurizers respond in dif- 

_ ferent fashion to psychiatric treatment than 
do psychiatric illnesses that involve mostly 

j sensitizers, In our experience, social psycho- 
~ therapy, including family therapy, is par- 
ticularly effective with mobile patients. 
= Moreover, controlled experiments have 
shown that many problems associated with 

_ mobility are quite readily prevented by 
relatively simple procedures—group instruc- 
tion and discussion and/or home visits by 
public health nurses(3). For these reasons 
we strongly urge both clinical and research 
psychiatrists, and other social scientists, 
especially those in rapidly growing com- 
munities where temporary social disruptions 
may contribute to personal disorganization, 

_ to continue to investigate the psychiatric 
problems of the socially and geographically 
mobile and their management. Perhaps com- 
parisons of factors in different areas will 
lead to greater precision in predicting, pre- 


venting and treating many of these dis- 
orders. 

The specific references are : 

1. Gordon, R. E., Gordon, K. K., and 
Gunther, M.: The Split-Level Trap. New 
York: B. Geis Associates, 1961. 

2. Gordon, R. E., and Gordon, K. K.: 
The Blight of the Ivy. Englewood Cliffs, 
N. J.: Prentice-Hall, 1963. 

3. Gordon, R. E.: The Prevention of 
Postpartum Emotional Difficulties. Ann 
Arbor, Michigan: University Microfilms, 
1961. 3 

Richard E. Gordon, M.D. 
Englewood, N. J. 


MACROPSIA 


Editor, THE AMERICAN JOURNAL oF PsycH- 


ATRY : 

Sm: In the report of a case,of macropsia 
in the May issue, the author, Jerome M. 
Schneck, M.D., offers what may be an 
adequate explanation of the personality 
compensations and defenses which may oc- 
cur later in life. However, his psychological 
explanation of the acute distortion of per- 
ception, itself, seems to represent an over- 
zealous attempt to “psychologize the so- 
matic,” 

Tn my view, such phenomena as microp- 
sia and macropsia are unusually good ex- 
amples of an immediate appreciation of a 
physiological event mediated through the 
vegetative nervous system. The pulsatory 
function of contraction and expansion, 
which characterizes all living systems, is 
more vividly appreciated under conditions 
in which the physiological equilibrium is 
disturbed by overpowering physical, chem- 
ical or psychological stimuli. The individ- 
ual's perception of this disturbance is an 
immediate appreciation of the physiological 
occurrence. Thus, normally, for example, 4 
feeling of coldness is evidence of a physio- 
logical contraction of the organism, a feel- 
ing of warmth evidence of an expansion. 
However, in children, schizophrenia Or 


states of debility or febrile illness, in which 
ego boundaries are either insufficiently de 
veloped or damaged by overpowering forces 


within or without the organism, the physio- 
logical response may be misinterpreted oF 
distorted. Under these circumstances, the 
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contracted organism may experience itself 
as being small or the surrounding objects, 
by contrast, as being unusually large, repre- 
senting an immediate awareness, although 
exaggerated, of the contraction. Or, a bio- 
physiologically expanded organism would 
experience itself as being unusually large 
and the surrounding environment as un- 
usually small, Thus, in such acute and tran- 
sitory states, it is not that the micropsia re- 
flects the patient’s “expansive needs coun- 
ter-acting a closed-in feeling” or that it is 
a way of “symbolically manipulating peo- 
ple identified as objects.” It is rather an im- 
mediate appreciation of a truly somatic 
process that is taking place within the or- 
ganism, i.e. a biophysiological expansion. 
Similarly, in macropsia, there is, in the per- 
ception of surrounding objects as being 
much larger, an immediate appreciation of 
a biophysiological contraction. The move- 
ment of reaching out, then, in the particu- 
lar case described by Dr. Schneck, would 
result, literally, in an overcoming of the 
physiological contraction and would thus 
explain the subsidence of the macropsia. 
Chester M, Raphael, M.D., 
Forest Hills, N. Y. 
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MAINTENANCE CONVULSIVE THERAPY 
Editor, THE AMERICAN JOURNAL oF Psycmi- 
ATRY : 

Sm ; In the article “Maintenance Convul- 
sive Treatments” in the May issue, the au- 
thors concluded that this therapy was effec- 
tive on the basis of having compared the 
rate of relapse in those who accepted treat- 
ment to those who did not. It would ippo 
that an argument could be made that 
who refused treatment were probably, as a 
group, sicker than those who accepted it, 
and thus would be expected to have a high- 
er relapse rate as part of the natural course 
of their illness. In other words, the two 
groups were not comparable, and so the 
large difference in rates of relapse becomes 
difficult to interpret. A more decisive study 
would be the follow-up of a number of pa- 
tients, all of whom had accepted the offered 
treatment, but only half of whom received 
it, the others serving as comparable con- 
trols, If, in this way, maintenance convul- 
sive therapy could be shown to be effective, 
it would most certainly have an important 
role in the long-term follow-up of psychotic _ 


patients, 
Morton S, Rapp, M.D., 
Boston, Mass. 


NEWS AND NOTES 


Tue AMERICAN BOARD or PSYCHIATRY AND 
Neurotocy, Inc.—The following are those 
who successfully completed the Board ex- 


Thomas, Douglas Wyndham, M.D., Newtown, Conn. 
Turner, Corbett Harold, M.D., Atlanta, Ga. 
Varady, Lothar M., M.D., Greystone Park, N. J. 
Vogel, Heinz, M.D., Madison, Wisc, 
Voorman, Gary J., M.D., Upland, Calif. 

M.D., Boston, Mass. 


n M.D., X i 
Weinstein, Harry Saul, M.D., San Francisco, Calif. 
Weinstein, May, M.D., West Hartford, Conn. 
Weise, Charles C., M.D., Charleston, W, Va, 
Weisman, Maxwell Napier, M.D., Baldmore, Md. 
‘Widroe, Harvey J., M.D., Berkeley, Calif, 
Wiener, Alfred, M.D., Bronx, N. Y. 

Winkelstein, Charles, M.D., New York, N. Y. 
Wise, Melvin Shally, M.D., New Orleans, La. 


NEUROLOGY 

Berman, Peter H., M.D., Philadelphia, Pa. 
Cole, Monroe, M.D., Winston-Salem, N. C. 
Duncan, 


Hackett, Randolph, M.D., New Orleans, La. 
Jenkins, Ramon Barton, M.D., Greensboro, N. C. 
johnson, Walter L., M.D., San Diego, Calif. 

lay, Leston Bela, Jr., M.D., Denver, Col, 
Pratt, Kenneth L., M.D., San Antonio, Tex. 


Cowardin, Camilla Ann, M.D., New Orleans, La. White, Harry Houston, M.D., Kansas City, Kans. 
Canada Winkler, Gerald Francis, M.D., Boston, Mass, 


if 
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Franklin, MD. Neo Yeu. N Y. At the same meeting the Board revoked 
the certification in psychiatry of Dr. Philip 
Andrews. 
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M.D., Fullerton, Calif, 

Grigg, Kenneth Andrew, M.D., Upper Marlboro, 
por None, vs MD, Oak Par a” Cenririep MENTAL HOSPITAL ADMINISTRA- 
RL eer Oe a a Te inco, Calif. tonrs.—Dr. Francies J. O'Neill, Chairman of 
: E Hat O; AD tes Hanap, Cora; the Committee on Certification of Mental 
 Kirklaod. Robert Graham, MD, Miami, Pla. Hospital Administrators, reports that as the 
Kluger, Jales MWD ovi APD, Cal yis, gti of bid Lape May 2, i 
William, M.D., New York, N. Y, in New York City, the following candidates 
Poa Teann er wi successfully qualified as Mental Hospital 
É Maan Y M De O eer Hilis Galit. Administrators: Lenor de Sa Ribeiro, B.S., 
Markoff, Elioe L., MD, Los Ange ; Calif, M.D., Nashville Metropolitan Psychiatric 
ge MB, Neral Cosa. Hospital, County Hospital Road, Nashville, 
ho ye aI, Tianah MD Aig Ga Tenn. ; Ethel May Bonn, B.A., M.D., 3520 
Monroe, John Thaddeus, Je, M.D., Hill, N.C. West Oxford Avenue, Denver, Colo.; 


v Francisco, Calit. George John Buchholtz, M.D., Willard State 
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Neville, Charis Wills, Be, MD., Durham, N. C Hospital, Willard, N. Y.; Louis Dozoretz, 
"Osborne, Robert G., M.D.: Nocfoll Nee M.D., Central Islip State Hospital, Central 
Ou. Robert Andean, MD. Sen Rafael, Calif. Islip, N. Y.; Claude E. Fuentes, M.D., Box 
| Parvatesch. G. A., M.D., Wilwaville, Ore. NN, Hato Rey, Puerto Rico; William Ar- 
oe a Fa panapo Mins thur Barclay, B.Sc., M.B., B.S., D.P.M., 24 
Ponder, Jack Edward, M.D., Dallas, Tex. Fernhill Avenue, Epping, N.S.W., Australia ; 
areni, Joe A, DED. te Warren W. Burns, M.D., C.M., Norwich 
panne, Robes Fudge, M.D.. Lie Rock, Ark ons A, Conn.; Marvin Earl 
Shipley, Edward C., M.D., indianapolis, Ind. erkins, ., Community Mental Health 
Sacll, Joha Edward, M.D., Adams, Ge. Services, New York City Community Men- 
Stewart, Mark A., MRCS. LR.CP,, Saint Louis, Mo. tal Health Board, 93 Worth Street, New 
gone, Ciada] Pahoa eo. a Calif. pA York, N. Y.; William Walter Fox, M.D., 
Taylor, Eugene Emerson, M.D., Portland, Ore. 2108 Lakeland Road, Anchorage, Ky. 


Professor Martin Roth of the University of 
Newcastle-on-Tyne will preside. 


AMERICAN PSYCHOSOMATIC SOCIETY, 
the annual business meeting of the Society 
the Aged and Their Treatment.” Speakers on May 1 in Philadelphia, the following 
from Great Britain and a number of other took office: Robert A. Cleghorn, M.D., 
European countries will take part. Applica- President; Lawrence E, Hinkle, Jr., M.D., 
tions for tickets will be from all President-elect; and William A. Greene, 
over the world and should be addressed to M.D., Secretary-Treasurer, Elected to = 
Dr. D. W. Kay, Department of Psychologi- cil were Peter H. Knapp, M.D., P, Herbert 
cal Medicine, Royal Victoria Infirmary, Leiderman, M.D. and Melvin Sabshin, M.D. 
Newcastle-upon-Tyne, England. Dr. Kay is The 23rd annual meeting of the society will 
acting as Secretary of the symposium and be held March 18-20, 1966 in Chicago. 


RS 


BOOK REVIEWS 


C Appiction : A MEDICAL PROBLEM, By 
sawrence Kolb, M.D. (Springfield, Illinois : 
harles C Thomas, pp. 183. $7.25.) 


ter presenting his solution of the addiction 
lem, Lawrence Kolb remarks that the im- 
ate outlook for the adoption of overall, 
1 policies to govern this field is hardly 
t. However, he takes heart from our prog- 
in dealing with “other old and difficult 
cal problems.” In England, he notes, 
cutions for witchcraft were forbidden by 
of Parliament in 1736, but some years 
even the great Blackstone could write 
to deny the . . . actual existence of witch- 
and sorcery is, . , flatly to contradict the 
led word of God,” and only a century 

Lord Chancellor of England, speaking 
anity and crime, could say : “The intro- 
n of medical opinion and medical the- 
nto this subject has proceeded upon the 
; principle of considering insanity as a 
$ 


i this country the principle of considering 
ddiction as a disease in less widely re- 
las vicious than it was a few years ago, 
are due to Kolb and persons like him— 
crying in the wilderness, not without 


, who has had a long and distinguished 
as a psychiatrist in the field of public 
was the first Superintendent of the fed- 
spital for narcotic drug addicts, at Lex- 
Kentucky, Later, as Assistant Surgeon 
| he headed the Mental Hygiene Divi- 
the United States Public Health Service 
Prepare for its establishment as the 
Institute of Mental Health (under 
al and aegne ects ip of a Kolb 
e 


E truth as seen by 
cian. Now he off slim, fact- 
hly readable book the quintessence of 
ledge about addicts and their—and 
problem, 
solution is implied in the title of his 
rug addiction is a symptom of a 
sease,” he writes; “it is not the 
of an evil character, and its treatment 
ield simply to moral persuasion . oes 


wit) eae 


Programs of treatment and prevention must 
give consideration not only to methods of 
dealing with the addict but also to the customs 
and the institutions that give rise to addiction. 
In approaching the problem, we should keep 
in mind that this country suffers less from the 
disease than from the misguided frenzy of sup- 
pressing it,” 

He offers these specific suggestions, 
others : 

1. Repeal the provisions of federal and 
state laws calling for long prison terms for all 
narcotic offenders without differentiating be- 
tween the seller and his victim. Recognize that 
most drug peddlers today are addicts who sell 
small amounts of narcotics primarily to sup- 
port their own habit; treat these peddlers in 
law as addicts. 


among 


old woman was given 20 years for concealing 
i although it was 
these persons is 
eligible for parole. A mentally retarded young 
man, an addict, was trapped into selling heroin 
to a 17-year-old, was convicted on two counts, 
and sentenced to life on each, He is, Kolb re- 
federal prison sys- 
tem who has no chance for eventual release.) 
3. Make it legally possible for physicians to 
administer opiates regularly to patients who 
cannot be cured of their addiction ; on main- 
tenance doses these can be expected to lead 
reasonably normal lives, Establish medical so- 
ciety committees to advise on such cases, Ex- 
clude from Maintenance-dose programs those 
young people who become addicts through 
gang a a or oten environmental stress ; 
ese may have to be treated r eatedly, but 
Kolb believes that most of en will eventu- 


ally get well, 

Changes in the laws will not be enough. 
Also required will be the acceptance of addicts 
& Patients by general practitioners and psy- 
chiatrists and by general hospitals and other 
therapeutic agencies, and the introduction of 
comprehensive community programs of treat- 
ment, follow-up, and rehabilitation. 

Kolb sets his conclusions against a rich back- 


1965 | Wica. 
ground of material, which includes discussions 
of De Quincey and some other famous opium- 
eaters, the effects of drugs on behavior and 
health, the relationship between addiction and 
crime, the types and characteristics of addicts, 
the treatment of addiction, and the cause and 
effect of propaganda about addiction—“a mas- 
sive body of misinformation that creates other 
misinformation that arouses people to support 
extreme and even vicious laws and administra- 
tive practices.” There is also a chapter on the 
history of addiction, which serves to remind 
the reader, among other interesting matters, 
that little more than a century ago Western 
nations were battling the Chinese in the Opium 
Wars—which were fought to get opium into 
China, for Westerners’ profit. 
Srantey F. YoLLes, M.D., 
Bethesda, Md. 


Morar VALUES IN PSYCHOANALYSIS. PROCEED- 
INGS OF THE SIXTH ÅCADEMY SYMPOSIUM, 
1963. (New York: Academy of Religion 
and Mental Health, 1965, pp. 131. $2.25, 
paper.) 

Twenty-six psychoanalysts, psychiatrists, 
theologians, a philosopher and informed lay- 
men were invited to this three-day symposium 
of the Academy of Religion and Mental 
Health. Their purpose was to share their views 
on various aspects of moral values in psycho- 
analytic therapy. This is a record of their dis- 
cussions. 

They reviewed the analyst's training and 
practice and agreed that the analyst has been 
taught certain moral values concerning his 
work, although certainly not in any formal 
courses, This teaching, they suggested, evolves 
from the experience of mutual respect which 
develops between therapist and patient during 
treatment. In practice, the analyst's values are 
not related to the usual moral judgments 
“good” and “bad” but rather to his judgments 
of the patient's health or sickness. 

The group turned to a discussion of moral 
values and psychotherapy. As their exchanges 
developed, they did seem to move toward a 
useful sharing of psychological and theological 
concepts of the nature of morals. The various 
discussants kept close to their own terms, 
which they used in highly personal ways with- 
out clear definition. However, they outlined 
their convictions sufficiently clearly that they 
could have useful disagreements, which they 
pursued with vigorous directness. Whether 
psychotherapy presents moral problems dif- 
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a. 
ferent from psychoanalysis was not mention 
The discussants then broadened and- 
ened their concepts and differences as 
discussed “Man, Morals and Therapy.” Th 
psychiatrists felt as uneasy with the “ 
as the theologians did with the psychoanaly 
“unconscious.” They struggled with their 
ferences, which graduallly took shape. 
Finally, the participants addressed ther 
selves to problems in need of further study. 
seemed obvious that this kind of interchan! 
was so new and so provocative that most 
the questions already raised by this symposi im 
were in need of further study. What moral 
values come into treatment, and what is the 
responsibility of the psychoanalyst, psychi- 
atrist and clergyman in response to the: 
We need to grapple with these matters 
more than ever as more and more people a 
seeking some kind of psychological kal v 
the proliferations of national and local mental 
health programs. Questions deserving pecial 
mention ask how the therapist's personal moral 
values influence his work, and how values 
emerge during the course of treatment. 
This book is a series of conversations con 
ducted with little guidance. The comments: 
range from the general to the specific and th 
profound. They progress, and digress, and 
cannot be summarized since they represent 
such highly individual expressions, But one 
must read this little volume without the ex- 
pectation of conclusions and summaries, 
has to tolerate being unsettled. That is the 
state of the matter. f 
Any serious student of counseling and psy- 
chotherapy in its various forms will find he 
proceedings of these meetings well worth 
studying. 


Epwm C. Woon, M.D., _ 
Hartford, Conn 


PoruLaTion AND Mextar Heautn, Edited b 
Henry P. David, (New York: Sp 
Publishing Co., 1964, pp. 181. $4.50.) 


This book presents the papers read 
16th Annual Meeting of the World Fede 
for Mental Health which was held at An 
dam in August 1963. Outside of refe 
sources and introduction, it is divided into f 
sub-divisions entitled Basic Considerati 
Impact of The City, Social Change, 
mental and Non-Governmental Coopera 
and Planning for Mental Health. The intro 
ductory section written by Dr. F. Cloutier set 


F 


the tone for subsequent discussion and indi 
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cates that the issue of mental health has wide 
"societal ramifications that go beyond the rela- 
tively narrow notion of pathological menta- 
tion to questions of group and individual re- 
- lationships to a social order. Dr. Querido then 
raises the question, how much population is 
_ too much population, with the implication that 
_ as a result of population increase, a psycho- 


_ logical point of no return is reached long before 
a Malthusian economic point of no return is 
reached. The general theme of social order 
" adaptation is continued by Dr. Welmars. The 
_ Impact of the City section is specifically con- 
cerned with the differential impact of the 
world population explosition on urban resources 
‘and the need for what amounts to social psy- 
_ chiatric consideration in town planning. 

The Social Change section deals with the 
pathogenic aspects of social change with, per- 
haps, too much decisiveness in terms of estab- 
lishing causal connections for the current state 
of knowledge. It maintains an emphasis on the 
particular problems of developing countries, 
concluding with two contributions by Silva 
d Srole dealing with observations on those 
aspects of mental health problems emerging 
from mass migration. Srole’s data were pub- 
lished originally in Mental Health in the Me- 
opolis, but the intergenerational analysis of 
mental health of New York immigrants is 
e in place here. The Governmental and 
-Governmental Cooperation section, and 
Planning for Mental Health section deal 

the practical issues of what can be done 
i d what is being done in the field of mental 
health around specific problems, such as retar- 
‘dation, community service and the relationship 
f private to governmental agencies in serving 
communities, etc. 


_ adequately perceiving and responding to an 
‘increasingly complex world with an increasing- 
"ly rational but psychologically cognizant adap- 
_ tation of man to fellow man within and by 
_ means of the social order. Mental illness then 
becomes in one sense an index of a maladapta- 
_ tive fit, but in terms of the planning it necessi- 
tates, it is also a special case in point of the 
‘need for conceptually grasping the essential 
nature of a suitable adaptation. 
f; CLAUDEWELL S. Tuomas, M.D., 
New Haven, Conn. 
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THe MEASUREMENT OF DELINQUENCY. By 
Thorsten Sellin and Marvin E. Wolfgang. 
(New York: John Wiley and Sons, 1964, 
pp. 423. $8.95.) 


Everybody who deals professionally with 
crime and delinquency knows how difficult it 
is to measure the success of any program. Sta- 
tistics in this field are notoriously hard to use 
and yet in the long run indispensable. The 
Measurement of Delinquency is an important 
contribution to this general problem and the 
many sub-problems connected with it. 

The authors begin with an interesting his- 
torical study giving full credit to the pioneer 
in this field, Quetelet. They might have gone 
as far back as Henry Fielding, the author of 
Tom Jones. Fielding was not only a writer but 
also a city magistrate and lawyer in London. 
In 1753, when there was a particularly great 
rise in crime in London, he set up an office 
of criminal records which survives today in 
Scotland Yard. 

This book is greatly concerned with methods, 
challenging accepted ones and suggesting new 
ones. The authors’ research is restricted to one 
metropolitan community, Philadelphia, and the 
case material used is from the year 1960. In- 
terestingly, but not surprisingly to those who 
work in this field, they have found the data 
of the police superior for measuring delinquen- 
cy to those of the juvenile courts. In their com- 
pilation they take into account the frequency, 
the complexity and the degree of seriousness of 
the offenses. And the units of their study are 
not the offenders but the “offensive events.” 

The present volume deals only with the 
measurements themselves. The authors leave 
to a second volume the findings they have ac- 
cumulated with regard to details which they 
see as having peripheral interest. They criticize 
the labels so often used in statistics, For ex- 
ample, the label “assault with intent to ravish” 
refers to a 16-year-old boy who attacks a 
woman in a dark alley and is prevented from 
rape only by the appearance of a police officer 
and to a 9-year-old boy who has an exploratory 
sexual curiosity about a neighbour-girl of eight. 

Offenses are grouped into two main classes 
with appropriate subdivisions. In the first class 
are those involving physical harm to the vic- 
tim or loss of property. In the second class are 
mostly offenses that disturb public order. Most 
pE the authors’ analysis deals with the first 
class. 

The authors face the difficulty inherent in 
any such statistical study; namely, that different 
things cannot be added together. For example, 
they quote one author who asks : “How many 


equal 
suicides ?” and 
another who asks: “Is one homicide to be 
equated with ten petty thefts? 100? 1,000 ?” 
In answer to this the authors state that implicit- 
ly the criminal law contains such equations. In 


bicycle thefts and indecent | 
how many drunks or 


"Pennsylvania, for example, theft is punishable 


by three years in prison, while the average 
length of time in jail for homicide is about 
twenty years, That, the authors point out, 
would equate one homicide with about seven 
thefts, which i cate a crude judgment by 
legislatures of the seriousness of 
offenses. 
The Measurement of uency is a seri- 
ous attempt to overcome the Ities in sta- 
tistical evaluations based on the seriousness of 
offenses, independent of legal labels. As an 
effort to get some order out of chaos and as a 
contribution to methodology, this scholarly 
book deserves the serious attention of the 
forensic psychiatrist. 
Frenne Wearnam, M.D., 
New York, N. Y. 


Psycnosomatic Reseancn, A Collection of 
Papers. By J. J. Groen et al, (New York: 
Pergamon, 1965, pp. 318, $12.00.) 


This is an interesting and valuable set of 
papers made more so by the fact that the head 
of the research team was Groen, an internist, 
He had, as he notes, three things in his favor 
in pursuing his studies: (1) He had learned 
how to take a medical history, one 
of the most tools in diagnosis. (2) 
He was always interested in = as fellow 
human in distress. ( 


contain the methods and of thinking of 
those workers athe Seed who approach the 
problem within a scientific framework, 

The patients in the Amsterdam Research 
Perch hen: psychologists St nio 
Thè airh studies were patterned after 
the used by Wolff and Wolf, to whom 
the authors pay tribute. The first few chapters 
are general, and yet noteworthy. Chapter 
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after a short chapter on “The 
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"isa known to 
practitioners and is exemplified by the disap- 
pearance of cold before and during 


sonality and his environment. 
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standing of the underlying dynamics, directing 

therapy toward some goal and understanding 
and communicating with patients in a meaning- 
ful way. It is to these basic issues that the book 
addresses itself. 

_ The book focuses on a method for under- 
standing and learning about the “specific ver- 
bal interactions” that fill the interview hour. 
After identifying the major theme or themes of 
the hour, the learning therapist concentrates 
on the specific communications between pa- 
tient and therapist as previously tape recorded. 
The patient’s statements are broken up into 
“communication units.” A communication is 
defined as a statement followed by the natural 
pause in verbal flow. Each “communication 
unit” is then analysed in terms of its content, 
accompanying affect, its dynamic or its trans- 
ference implications. From this analysis the 
therapist may choose what he regards as the 
most appropriate response. This response may 
then be compared or contrasted with his actual 
_ response on the tape recording. 

j Equal emphasis is given to a careful dynamic 

formulation and setting goals for therapy with 
the patient. Although the authors admit a bias 
toward the interpersonal school, they deliber- 

ately avoid specifying a particular theoretical 
orientation, but suggest that the formulation 

_ might include more than one school of thought. 

_ However, the essential historical elements in 
a formulation are outlined and note is made 
that the formulation should be regarded as 
a “changing document.” Secondly, gaining a 
consensus of therapeutic goals with the patients 
is strongly urged. Admittedly, formulations 
and goals are seldom as simple or clear cut as 
pointed out in the book, but the emphasis on 
self-discipline and direction in therapy for the 
beginning therapist is good. 

The latter chapters deal straightforwardly 
with the therapist’s struggles to formulate 
meaningful responses, cope with the “sticky 
hour” and interview children. These chapters 
contain many helpful rules of thumb which are 
frequently lifesaving to the struggling beginner. 
Attention is also paid to non-verbal means of 

communication, but this is frankly a shallow 
and disappointing chapter. The principal in- 
terest of this approach is on verbal interaction. 
Therefore, it’s not surprising that non-verbal 
communications receive only a passing nod. 

This is a short presentation and can only 
serve as another adjunct to learning psycho- 
therapy. It is, perhaps, very appropriate that 
the authors have included an annotated bibliog- 

raphy of other major works on psychotherapy. 
The book is but an outline of an approach. 
The examples offered are removed from con- 


text, overly ‘repetitious and generally rather 
weak in supporting the points the authors are 
attempting to make. 
Despite this. lack of depth and removal from 
meaningful material, the approach for learn- 
ing therapy presented is creative and com- 
plete. There is little doubt that if one adheres 
to the vigorous method outlined in this book 
for learning and maintains the self-discipline 
advocated, one will definitely benefit as will 
one’s patient. 
WaLam L. Wess, JR., M.D., 
Philadelphia, Pa. 


Procress IN NEUROLOGY AND PSYCHIATRY.— 
Volume XIX. Edited by E. A. Spiegal, 
M.D. (New York : Grune & Stratton, 1964, 
pp. 682. $14.75.) 


This volume continues to be a very useful 
annual review in Neurology and Psychiatry. 
Some 75 experts assess the recent literature in 
the many biological and behavioural aspects 
of Neurology and Psychiatry as well as the 
strictly clinical. There are extensive bibliogra- 
phies with each chapter; for example, the ` 
section on Pharmacology of the Central Nerv- 
ous System has approximately 1000 references. 
The book is highly recommended as a quick 
resume of recent advances in Neurology and 
Psychiatry. It should be especially useful to 
those who are teaching or who are involved 
in research in these fields and to residents in 
training. 

J. G. Dewan, M.D., 
Toronto, Ont., Canada. 


Review or EncycLoreDIa or SociaL Work. 
—Edited by Harry L. Lurie. (New York : 
National Association of Social Workers, 
1965, pp. 1060.) 


This book, running to over 1000 pages, could 
only be reviewed adequately if one were pre- 
pared to read each article carefully. It is a 
compendium broadly conceived as an encyclo- 
pedia of social work which will be followed, 
we are promised by the editorial committee, 
by other volumes at appropriate intervals. This 
first edition of the encyclopedia is a successor 
to the Social Work Year Book which has been 
published annually for 40 years. 

It is in four parts, the first two parts con- 
sisting of articles and biographical sketches. 
The articles are historical in nature treating the 
development of social welfare and social work 
in this country and Canada. Part two is en- 
cyclopedic in the sense that it contains in al- 
phabetical order some 800 pages of bibliograph- 
ical sketches of outstanding leaders of the past 
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who have contributed to the development of 
social work and social welfare, as well as 111 
trenchant articles. One can readily imagine the 
enormity of the task facing the editors in de- 
termining what articles to include even in this 
massive tome. A cursory examination of the 
material included gives the impression that 
selection was judiciously made with a wide 
audience in mind which includes more disci- 
plines than social work. An historical survey of 
the civil rights movement, definitions of fields 
of social work practice, the planned parent- 
hood movement, to mention only a few, pro- 
vide excellent reference data for educators and 
students in many human relation fields. 

These are treatises comprehensively cover- 
ing the welfare scene and deepening our 
knowledge of social work structure and its 
philosophy. Each article contains numerous 
bibliographical references which provide a use- 
ful guide to other sources of information on 
particular subjects. 

Some of the material was written at the re- 
quest of the editorial board. These amount to 
analytical reviews of specific subjects broad in 
scope and objectively presented. 

Part three represents statistical data and 
tables on demographic and social welfare 
trends. These data provide meaningful statistics 
covering a wide range of national programs 
and activities from benefits paid under Old 
Age, Survivors and Disability Insurance to 
marriage and divorce rates, all of which pro- 
vide ready reference for writers preparing 
articles. Though the editors have included 
only tables and statistics which they believe 
possess a degree of validity and reliability, it is 
hoped they accomplished their aim in “estab- 
lishing a bench mark for future social wel- 
fare statistics.” 

Finally, there is a directory of national and 
international agencies, both governmental and 
voluntary. Though the problem in providing a 
directory of agencies is that institutions tend 
to merge, change names, addresses and ex- 
ecutives and sometimes disappear from the 
social scene, this list should prove a useful 
addition in the interval between editions of the 
encyclopedia. 

This book was an enormous undertaking 
and its value is immeasurable. It is an insti- 
tutional library item, not a slim volume for 
personal use, but it should find its way into 
every agency or institution concerned with 
the development of human welfare. 

Nea M. Norton, 
New Haven, Conn. 


PROBLEME DER PSYCHOTHERAPIE ALTERNDER 
Menscuen. Bibliotheca Psychiatrica et 
Neurologica. By N. Petrilowitsch. (Basel/ — 
New York: S. Karger A. G., 1964, pp. IV 
+ 108. $6.00.) 


The author tries to explain a theory of aging 
and to outline a concept of treatment for the — 
geriatric psychiatric patient by methods of 
existentialism. He minimizes the importance 
of psychoanalytic concepts, denies the con- 
nection of emotional disturbance of the pres- 
ent with repressed instincts and experiences 
of the past. He gives consideration to socio- 
logical problems and emphasizes the impor- 
tance of decreased achievements of the elderly 
in occupation with loss of self-esteem in society 
and environment. The author points out the 
value of dignity and the necessity of the 
younger generation not to lose faith and con- 
fidence in the aged person, To retain a certain 
style of life is necessary for the elderly person's 
emotional health. According to the author the 
origin of depressions and of suicidal tendencies 
is to be found in constitutional factors, in cere- 
bral arteriosclerosis and sudden decompensa- 
tion caused by severe trauma of the present- 
day life. The author believes that the question 
of the goal and purpose in life causes concern 
and irritability in the elderly because the aged 
person can no longer project life into the 
future but has to live it from experiences of 
the past. The aged person has to remember en- 
counters, family life, pieces of art, landscapes, 
work and recreation he met throughout life 
and come to the realization that the present 
for him can be not only acceptable but a source 
of happiness and satisfaction. This is the ulti- 
mate goal of psychotherapy of the elderly. 

Although some ideas of the author are in- 
teresting and valuable, the goal of psycho- 
therapy of the aged person appears to be in- 
complete and in need of further clarification. 
Furthermore, he gives little consideration to 
the psychodynamic, biological and sociological 
aspects of the geriatric patient and ignores a 
multidisciplinary approach. Existentialism does 
not give promise for a practical and efficient 
therapeutic approach to the problem of the 
aged. 

Kurr Wo rr, M.D., 
Coatesville, Pa. 


Current Pepratric Tuerary. Edited by Syd- 
ney S. Gellis and Benjamin M. Kagan. 
(Philadelphia : W. B. Saunders Co., 1964, 
pp. 747. $16.00.) 


Pediatric therapy has changed at an ac- 
celerating pace in recent years. The number 


bot specialists in the relevant t falde have 
tiplied, It was the happy idea Professors 
 Gellis 5 Kegon ty ee ese 
_ such specialists in making available to pedia- practicing’ pediatrician to have a statement 
tricians (and others) the best information a the genetic factors involved. The contribu- 
available for the treatment of the disorders and tions relating to behavioral disturbances are 
diseases of children. Since there are the enor- really quite, models of their kind, succinct and 
$ mous number of 250 contributors to this mag- d The full and rich index. Th 
nificent quarto volume, which is nopan fn SO es a pod doh S 
> double-column, with Messrs Sauni editors’ are to be congratulated upon bringing 
P attention and care, and the coverage is wo what must have been an heroic task to so 
and exhaustive, the present volume con- happy a completion. Current Pediatric Ther- 
stitutes perhaps the best and most useful apy is destined to enjoy a well-deserved lon- 
contribution to pediatric therapy that has ap- gevity. : 
peared this century. The contributions are un- Asutry Montacu, PH.D., _ 
exceptionally first-rate. The emphasis is on X Princeton, N. J. 


it would have been useful to 
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ON MEETING PSYCHIATRY : A NOTE ON THE 
- STUDENT'S FIRST YEAR 


JOEL ELKES, M.D. 


THE STUDENT MEETS HIMSELF 


It is trite to say that education is mutual 
education; those who teach know how 
much the student can be the teacher. 
The student mirrors the present and senses 
the future. He has a habit of opening 
academic parcels and looking at what's in- 
side, He may lose this habit as he grinds 
through the scholastic mill; but at the be- 
ginning, at any rate, enthusiasm and skep- 
ticisħ are his good companions. The green 
shoots of curiosity always press afresh. Curi- 
osity demands a sensé of order; order 
satisfied leads to a looking for more facts, 
connections and discrepancies. Anyone who 
has engaged a group of first-year students 
in discussion will know the particular feel- 
ing, and the joy. Such unrest cures are 
highly recommended to teachers. 

As he, meets psychiatry, the student is 
prepared for yet another specialty. In this 
he is wrong. Psychiatry cannot compart- 
mefitalize; it deals in patterns and not 
piedes, in people and not organ systems. In 
making contact with the subject the student 
brings to it his most important piece of 
portable equipment, namely himself. In his 
skull he carries a vast and fascinating lab- 
oratory, of which he may be only dimly 
aware, © 

He looks repeatedly to the bench sciences 
for analogies and for the reassurance of 
fact and figure. He is apt to think exclusive- 
ly in terms of logic, line, sequence and com- 

entalization of function. The concepts 
of “relationship” and “pattern” are more 
difficult to grasp. So is change in intricate 
patterns over time. Unless he has been pre- 
pared for the task in college, behavior re- 


Read at the 121st annual meeting of The Ameri- 
oo Psychiatric Association, New York, N. Y., May 
', 1965, 


Dr. Elkes is nary e> 103 Direo: 
tor, Department A lopkins 
University School of Baltimore, Md. 


N JOURNAL OF PSYCHIATRY 


mains to him a strange and unshapely beast, ` 
forever being fitted into the Procrustean 
box of the bench sciences, . 
Yet somehow he must be made aware, 
before he moves too far into his clinical 
training, that behavior and subjective ex- ` 
perience are not only phenomena but also 
instruments of high inferential value; that 
skill in observation of behavior, including 
his own behavior, though more native to 
some than to others, can be both taught 
and learned; that such learning requires 
conceptual tools of its own; that it can 
never be didactic and always has to be 
experiential; and that relative absence of 
hardware in clinical psychiatry and human 
psychology in no way reflect in its ability 
to measure, conceptualize and predict. 
In short, the student must learn to respect 
the use of himself as much as of his slide 
rule and statistical tables. In this self-ac- 
ceptance and growing self-knowledge there 
can be a source of much power, If acquired 
early, it will serve him well with his pa- 
tients and equally well should he choose a 
life in the laboratory rather than a life in 
the clinic, Adolf Meyer, in requiring auto- 
biographies of his students, saw this clearly, 


FOUR STRANDS OF THEORY : HUMAN 
DEVELOPMENT, HUMAN LEARNING, HUMAN 
COMMUNICATION AND HUMAN SOCIAL 
FIELD DEPENDENCE 

The past few years have seen major de- 
velopments in neurobiology and be- — 
havioral sciences. Neurobiology has wit- 


nessed the emergence of neurochemistry, 
behavioral pharmaco! and neuroendo- 
crinology. The animal vioral sciences 


have developed powerful quantitative tech- 
niques for the control of stimulus situations, 
the analysis of the fine structure of behavior 
over time, the study of the learning 

and the use of on-line computers in the con- ~ 
trol of experimental situations. In the hu- 
man behavioral sciences there have been 
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~ advances in "developmental psycholinguis 
tics, in the mathematical analysis of lan- 
guage and other aspects of the sciences of 
communication, in the understanding of the 
learning process in children and in the psy- 
chology of small (and particularly family ) 
groups. 
Contributions from these various areas 
to an understanding of the role of biologi- 
cal and psychosocial factors in the genesis 
of mental disorder and handicap can be 
: reasonably expected, Yet, with a few 
notable exceptions, there has not been the 
_ kind of interaction between these various 
Be hes of science and psychiatry which 
_ would make for the evolution of common 
languages, common attitudes and common 
_ enterprises. Interdisciplinary approaches al- 
_ways stand in danger of becoming multi- 
disciplinary institutions; and among these 
too few have focused on problems peculiar 
to the developing nervous system and the 
evolution of patterns of individual and so- 
A ‘cial behavior in animals and in man. 
The sources of these problems are not 
F very difficult to trace. They rest primarily 
i in differences in the education of the 
4 _ biologist and the behavioral scientist and 
are poignantly reflected in the straddling 
position which the clinician, concerned 
_ with disorders of human behavior and 
_ symbolic function, occupies. Modern biol- 
_ ogy has drawn for its greatest advances on 
_ biochemistry, biophysics, subcellular mor- 
_ phology and genetics; the languages it has 
" deyeloped are, by and large, based on 
these fields. 

To date, the languages of the behavioral 
= sciences have developed relatively inde- 
_ pendently of advances in biology, the key 
departments often being situated some dis- 
_ tance away from centers of biomedical 
_ training and research. Yet the need for in- 

teraction between the biomedical and be- 
havioral sciences is urgent and real, It is 
apparent in psychiatry, in clinical and so- 
_ cial psychology, psychophysiology, psycho- 
pharmacology and psychosomatics and, one 
would venture to suggest, in medicine at 
large. Nowhere is it more poignant than in 
the fields of normal and abnormal human 
development. 
As is well known, a number of centers 
have developed important educational and 


| programs relating “brain” to i 
? By and large, these have at- ` wy 
enpa to bridge the gap through work `. 

in the adult animal or grown man, drawing 

workers trained in one field (e.g, experi- 

mental neurology, neurochemistry or phar- 
macology) into collaborative efforts with 

workers in another (e.g., experimental psy- 
chology). However desirable such attempts 

may be, they may not necessarily be the 

most efficient. Much that is complex in the 

adult nervous system can be studied more 

simply in the evolving nervous system. 

Much that is complex in some species can 

be studied more readily in less complex a 
species. et 

It is suggested that a program carefully 
planned to center on the biology of the de- 
veloping nervous system and its relation to 
the unfolding of patterns of behavior could 
provide a most effective terrain for inter- 
action between a variety of disciplines at an 
experimental, as well as a clinical, level. It . 
is furthermore suggested that subh a direct, 
practical emphasis on developmental neuro- 
biology and developmental psychology is 
long overdue in psychiatry and could, in 
fact, provide a cornerstone of sound | psy: 
chiatric theory. uh) 

Psychiatry, having rightly Pia the 
importance of early life experience and hay- 
ing accumulated a wealth of empirical data 
has, by and large, viewed the phenomena of 
psychopathology through the inverted tele- 
scope of psychodynamic reconstruction. 

There are now heartening signs that. this 

trend may be reversed, and that it may be- 

come less retrospective and more prospec- 
tive in its attitudes. Modern psychiatry may ai 
be ready, both conceptually and method- 
ologically, to assimilate the findings of the 
developmental and comparative behavioral 
sciences into its own body of knowledge. 
The study of the genesis of patterns of be- 
havior and the effects of early environmen- 

tal factors on their differentiation, the view 

of the life span as a continuing process of 
maturation, may provide a fertile ground 
for both education and investigation. 

Indeed, human development, human 
learning and human communication in a 
changing social field would seem to me to 
form the most solid starting points for the 
teaching sf a science of man. What anat- 


~ omy, physiology and try 

` the clinical subjects, these subjects could be 

_to psychiatry. They are the bedrock of 
“good psychiatric theory; and whether we 

_ like it or-not, much of our thinking (in- 
cluding psychoanalytic thinking) will have 
to find its place in this more general and 
more satisfactory framework, There are 
signs that such a process may have begun. 

It is important to convey to the student 
quite early the principles of general evolu- 
tion and, particularly, the evolutionary his- 
tory of man, With it should go an emphasis 
on the immaturity of his nervous system at 
birth, the continued development after birth 
and the susceptibility of the developing 
nervous system to early environmental (so- 
cio-familial) setting, Here pathology is 
often inclined to obscure the normal and 
healthy. Vulnerability is stressed a great 
deal, Potential, which is the obverse of vul- 
nerability, is less emphasized. Students are 
sensitive to this defect in reasoning and are 
quick to take one to task on this. 

A consideration of learning and com- 
munication is inseparable from human de- 
velopment. Much is known about learning, 
The experimental conditioning models 
(both classical and operant) ; the natural- 
istic data; the body of theory subserving 
modern preschool education, including in- 
strumental teaching—are all available; yet 
little is taught to medical students. The 
intelligent student has only to look around 
him to realize that we all learn all the 
time; that our patients in some manner 
learn more slowly and differently ; and that 
we do not really understand why. Learning, 
unlearning and relearning (with regard to 
inner, rather than outer referents) are dis- 
tinctly unfashionable words in the clinic, 
Yet in their profoundest sense they go to 
the root of change in a person. It is time, 

I think, that those terms were allowed to 
return from banishment. 

Yet another term is communication. Here, 
for the sake of simplicity, the animal model 
is often invoked. The genetically coded sig- 
nalling systems as described by ethologists 

form a good beginning. Yet the uniqueness 
and subtlety of the human systems of com- 
munication make possible a nongenetic 
transfer of information. Psychiatry and 
much of medicine deal with disorders of 
x i 
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communication ; psychotherapy is therapy 
by communication. k 
Yet how many students are taught the 
elements of these communication process- 
es ? How many know something about the 
evolution and economy of message trans- 
mittal in gestures, and the complex type of 
motor activity known as spoken language? 
How many have an inkling of what is 
known of the mathematics of informa- 
tion transfer, or of artificial speech, or of — 
transmodal language : prostheses? And — 
above all (and much more clinically rele- ` 
vant), how many know the realities and ~ 
intricacies of the communication net in 
small groups; the pathogenic nature of ` 
double message communication in a family; 
or the inductive power of their own ex- — 
pectation in a casual conversation with their ; 
vis à vis, let alone in a therapeutic interview — 
with their patient? How many are rea 
forced into a passive frightened silence as” § 
a means of communication, leaning on an ~ 
outdated model of nonparticipant neutral- 
ity? The problems and approaches to be ` 
taught in this area are legion; they go to — 
the heart of psychiatry. They should per- — 
meate the course as a whole; only a mere 
beginning can be made at the introductory 
stage. `; 
Linked to the concept of communication 
is the concept of social field dependence, 
Though we are all individual, none of us 
is alone. Man learns from and communi- 
cates with others, and the family may well 
turn out to be man’s most important school, 
Early awareness of this must be enhanced, ` 
as must be an awareness of the methods i 
now available for describing and quantify- 
ing these intricate relationships. The psy- — 
chology, sociology and pathology of small 
group interaction can be presented in a — 
way which enhances self-awareness in the 
a 
E 
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student, and this awareness can be expand- 
ed into a broader sociological context of 
mental illness, for which available statistics 
provide eloquent marginal notes. $ 


A SCAFFOLDING OF NEUROLOGY 


Little has been said so far of the role of 
the biological sciences with which I began, 
and with which, through personal experi- 
ence, I am familiar. This is intentional, for 
I believe that they belong at the end of an 
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introductory course to psychiatry, and not 
at the beginning. It is the practice, some- 
times to follow the logic of ascendancy 
from subcellular morphology to brain and 
behavior and hence the study of popula- 
tions (by way of systems theory). This 
oversimplification is unfortunate, for it does 
not allow for the qualitative inflections in 
evolution which have made man peculiarly 
what he is. Despite the usual cautionary 
- caveat, a habit of mind is inclined to de- 
velop in the student which looks not for 
broad analogies, but for identities in 
processes which only have a few features in 
common. Psychiatry, including experimen- 
tal psychiatry, is clinical and human, or 
__ it is nothing. The animal experiment is sup- 
_ porting evidence—an evoker, provoker and 
_ training ground in experimental technique. 
_A science of man, however, to be true to 
itself, must remain peculiarly a science of 
_ man. 
As elsewhere, to teach is to choose, 
and in considering the neural substrate of 
‘behavior and of mental life, choices should 
clearly reflect a preoccupation with what is 
sometimes known as higher mental activity. 
; The subject matter should touch on, and 
__ in places go deeply into, the properties and 
processes which relate to the organization 
of man’s affective and innately regulated 
_ behavior, These include his ability to per- 


= ceive, to attend, to learn; his ability to 
speak, to read and to write; to reason; to 
register and to recall; to sleep, to dream 
and to invent. 

The term “neuropsychology” is a useful 
guideline for considerations of this kind. 
There is a wealth of data concerning 
hypothalamic/brain _stem/limbic/temporal 
and parietal lobe relationships which bears 
upon the morphology (including subcellu- 
lar morphology), the chemistry, electro- 
physiology, pharmacology and experimen- 
tal psychology of these areas to make such 
a brief course inviting. Fuller study can 
come later (or during summer work). 

Psychopharmacology forms an especially 
useful binding agent. It ranges from be- 
havior to the neural substrate of behavior, 
from the swift transactions of thought to 
the physics, chemistry and mathematics of 
the cerebral machinery. Another area, re- 

lated to the above, is the genetics of mental 
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defect and disorder; a third, (incidental 
perhaps, but useful and timely neverthe- 
less) is the simulation of intelligence by the 
modern computer. There is thus no short- 
age of subject matter; it is the choices 
which give one a hard time. In my own 
case, I confess, these choices are still 
largely unresolved. 


AN EXPLORATORY FIRST-YEAR COURSE IN 
THE SCIENCES OF HUMAN DEVELOPMENT 
AND BEHAVIOR AT JOHNS HOPKINS 


The Department of Psychiatry at Johns 
Hopkins is fortunate in having at its dis- 
posal some 100 hours of teaching time dur- 
ing the student's first year at the School of 
Medicine. It is also fortunate in another 
respect, namely, the inordinate strength of 
the developmental point of view in the in- 
stitution as a whole, This is represented by 
the new and very modern Children’s Medi- 
cal and Surgical Center (Director, Dr. Rob- 
ert E. Cooke); the Child Growth and 
Development Center; the important inter- 
departmental Kennedy Foundation Program 
for Research in Mental Retardation, which 
involves senior fellowships in the Depart- 
ments of Pediatrics, Anatomy, Obstetrics 
and Gynecology and Microbiology; the 
new John F., Kennedy Institute for the 
Habilitation of the Mentally and Physically 
Handicapped Child for which ground is to 
be broken very shortly; and the Disorders 
of Communication Program in the De- 
partment of Otolaryngology (Director, Dr. 
John E. Bordley ). 

In the Department of Psychiatry, the de- 
velopmental point of view is represented 
by the Division of Child Psychiatry (Di- 
rector, Dr. Leon Eisenberg), the Division 
of Adolescent Psychiatry (Director, Dr. 
Ghislaine Godenne), the Division of 


Medical Psychology (Director, Dr. Stan- ee N 


ley Imber), the Neurocommunications 
Laboratory (Director, Dr. Richard Chase), 
the Reading Disability Program (Direc- 
tor, Dr. John Money) as well as by ac- 
cess to related areas in the Pavlovian 
Laboratory (Director, Dr. W. Horsley 
Gantt), the Operant Conditioning Labora- 
tory, the Psychobiology Laboratory ( Direc- 
tor, Dr. Curt Richter), and the Ethological — 
Laboratories of the Department of Patho- 
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biology of the School of Public Health (Di- 
ies ye Menet Sladen). The climate at 
o opkins is thus thoroughly propi- 
tious for teaching the ee: of the 
sciences of human behavior from a develop- 
mental viewpoint. a 

During the period from September 1964 
to the present an exp) modification 
of the existing course has been initiated, 
centering on the introduction of develop- 
mental and specifically human material at 
an early stage of education, and drawing 
upon resources in the Departments of Ob- 
stetrics and Gynecology and Pediatrics for 
key contributions to the course. The plan- 
ning of the course is entirely the work of 
a small committee consisting of Dr. Stanley 
Imber, Associate Professor of Medical Psy- 
chology; Dr. Leon Eisenberg, Professor of 
Child Psychiatry; Dr. Jerome Frank, Pro- 
fessor of Psychiatry ; Dr. Richard A. Chase, 
Assistant Professor of Psychiatry; Dr. R. 
Hoehn, Assistant Professor of Psychiatry ; 
and myself. We are still feeling our way and 
hope to submit a fuller account of our ex- 
perience at a later date. 

The course is conducted on Saturday 
mornings, and, insofar as it is possible with 
a large (91) student class, is designed to 
encourage student participation. This takes 
several forms. Selected papers are made 
available in the library as required reading 
for each lecture and are taken as read. The 
lecture is conducted, as much as possible, 
as a lecture-conversation, with active en- 
couragement of student questions during 
the presentation. Also, the lecture is either 
interspersed, preceded or followed by 
either a demonstration (of films or pa- 
tients) or an experiment in which the stu- 
dents are encouraged to participate (e.g. 
role playing, use of rating scales on patients 
or themselves, experiments in the fields of 
perception, registration, recall, hypnagogic 
imagery, experiments in speech and lan- 
guage, classical and operant conditioning 
in animals and man). f 

In addition to these Saturday morning 
classes, students are given the opportunity 
to meet with instructors in three groups on 
an elective basis after the class. Attend- 
ance at both classes and groups has been 
encouragingly and consistently high. 

The course starts with a brief review of 
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the history of psychiatry from its empi 
beginning to its present-day status as a 
emerging clinical science, This is follo 
by a consideration of the constraints 
language in description and communica 
tion (J. Elkes). Then the concepts of in- 
cidence and prevalence in relation to menta! 
illness are examined. Three issues are raised 
specifically in this discussion: Does prev- 
alence vary with race? Has prevalence 
increased over the past century in relation 
ship to increasing stress? What ecological 
factors are related to the prevalence of one 
important disorder, schizophrenia? (L. 
Eisenberg). i 

This is followed by an introduction 
the concept of mental illness as a decom- 
pensation in the social functioning of an 
individual. The interaction of somatic an 
symbolic functions is reviewed with 
help of suitable clinical examples. A con- 
sideration of suggestibility and the 
played by social conventions in definin 
illness form part of this presentation 
Frank). 

There follow three presentations on the 
phenomenology of mental illness (J. 
Frank), These review the conceptual and 
methodological bases underlying the cla 
fication of mental illness, the rationale and 
use of rating scales and the use of a sub- 
jective rating scale by students on them- 
selves during the subsequent week, The 
presentations also demonstrate successively, 
with suitable case presentations, the princi- 
pal features of organic brain disorders, the 
psychoneuroses, the schizophrenias and the ~ 
character disorders. 

Also included are some element: 
cepts concerning the bivalent nature 
neurotic process (in terms of self-perpetua- 
tion and self-defeat), the role of emotional 
arousal in relation to cognitive functioning 
the concept of the “double bind” and its 
relation to the vicious circle of withdraws L 
into protective isolation, the concept of al- 
tered (or indiscriminate) arousal in e 
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this exercise demonstrate impressively the 
value of this method of experiential teach- 
ing. 

It may be asked at this point why, at a 
time when the student is engaged in basic 
science studies, and before he is introduced 
to the elements of psychopathology and 
human development, he should be given 
these vignettes of clinical phenomena and 
the areas to which they are related. It is 
the considered opinion of our committee 
_ that the student’s grasp of the areas which 
_ follow is greatly enhanced by this early ex- 
_ posure. Many of the terms he is bound to 
à hear later come to life in these demonstra- 
= tions. 

Also, at this stage he is unencumbered 
by theory and verbiage. He can observe, 
_ explore and describe at first hand and most 
_ important, begin to look at himself as an 
_ active agent rather than a passive recipient. 
It is refreshing for teachers to observe the 
keenness of ear and eye of students, and to 
_ share the questioning “show me” attitudes 
= which they maintain when discussion gets 
| too abstruse. Their antennae are sensitive 
to quite subtle transactional cues. We re- 
gard these sessions as powerful reinforcers 
not only of interest but of capacity. Theory 
_ should follow phenomena, and not precede 
_ them, The tragedy of much of psychiatry 

is that the speculative “why?” has taken 
precedence over the “what ?”, the “what 
with ?” and the “how ?”. 

There follows, after this introduction to 
the broad phenomena of mental illness, a 
series of seven presentations on human de- 
velopment—four viewing it in general terms 
(L. Eisenberg) and three from the specifi- 
cally psychoanalytic point of view (A. Mc- 
Clary’). The former series includes a gener- 
al review of the theory of evolution and a 
consideration of the crucial steps in homi- 
nid progression (bipedal locomotion, use 
of hands, development of speech and cor- 
responding cranial development; and the 
adaptive nature of positive social relation- 
ships). There is a discussion of response 
patterns of infancy and their relationship 
to the development of distance receptors ; 
of nursing habits and the effects of inter- 
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ruption or change in these ; of learning pat- 
terns in infants; of the genesis of intelli- 
gence as viewed particularly by Piaget and 
the successive stages of personality develop- 
ment through adolescence, as defined by 
Erikson. 

This is followed by a consideration of 
the psychoanalytic model along classical 
lines and a discussion of mechanisms of 
defense (repression, reaction-formation, 
sublimation and somatization and cognate 
categories). At this point, too, there is a 
thorough discussion of the psychology of 
the female role (i.e., the biology of female- 
ness vis-à-vis the imposed role of feminin- 
ity) by the Director of the Department of 
Obstetrics and Gynecology (Dr. Allan C. 
Barnes). Next comes a discussion of human 
sexuality and issues concerning sexual in- 
tercourse in man. The attentive seriousness 
with which these matters are received 
by our students, and the thoughtful 
comments afterwards, suggest that such 
teaching is entirely in place. This is fol- 
lowed by two discussions of various aspects 
of the process of aging, comprising biologi- 
cal, psychometric and social aspects (J. 
Birren?), 

There then follow two presentations on 
learning and memory (S. Imber) and two 
specifically on conditioning (J. Perez Cruet * 
and V. Laties*). These presentations build 
on material preceding them and especially 
stress the difference between operant and 
respondent behavior. Part of the presenta- 
tion deals with the clinical implications of 
learning theory; another part with experi- 
mental areas such as differential reinforce- 
ment, extinction, chaining, multiple sched- 
ule reinforcement of fixed interval, fixed 
ratio type, etc. $ 

The Pavlovian model deals with concepts 
of inhibition, excitation and induction and 
the importance of the secondary signalling 
system in terms of semantic conditioning. 
Teaching films and live demonstrations on 
animal and human subjects serve to illus- 
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trate these points. This material also re- 
lates well to a presentation of the psycho- 
logical theories of memory, with special 
reference to the selective nature of forget- 
ting and the active creative nature of the 
remembering process, 

Next come two sessions on the origin 
and nature of communication systems in 
lower species as defined by ethological 
studies (with illustrative tape and film ma- 
terial), a discussion of the origins and 
building blocks of human speech, the sen- 
sorimotor control mechanisms subserving 
human communication and the implications 
of modern techniques in the analysis of 
speech patterns and the synthesis of artifi- 
cial speech (R. Chase), Here again prac- 
tical demonstrations enhance the reality 
factor and prepare students for some con- 
sideration of the processes of communication 
and miscommunication in the small (and 
especially the family) group. This, in turn, 
is linked to role imposition, differentiation 
and role confusion in the family, and is also 
related to social learning and mislearning 
in the family (R. Gordon). 

By this time the students are well ad- 
vanced in their courses in anatomy, physi- 
ology and physiological chemistry and are 
ready for some material relating “brain” to 
“behavior.” This is initiated by two presen- 
tations by the Director of the Depart- 
ment of Pediatrics (Dr. Robert E. Cooke) 
on the biology of mental retardation and 
handicap and the lessons it holds for the 
study of human development. The first of 
these deals with the biological aspects of 
mental retardation; the second with the 
social and educational aspects and oppor- 
tunities. Both are richly illustrated with 
clinical examples and laboratory data. It is 
followed by presentations on the general 
and regional metabolism of the brain and 
the relation of biogenic amines to a num- 
ber of functional states; consideration 
of the regional chemical topology of the 
brain (including neuroendocrinology) in 
relation to instinctual and autonomic pat- 
terns of discharge; periodicity; sleep, 
wakefulness, arousal and focussed atten- 
tion; some of the electrophysiological con- 
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comitants of these states and of processes 


of perception and conditioning; the role 


of inhibition as a structuring force in the 
nervous system; and some speculation on 
the molecular substrate of the storage of 
information by nervous tissue (S. S. Kety® 
and J. Elkes). Since students are avid read- 
ers in these areas, it is well to keep the 
material reasonably up to date. 


NEEDED: A “PRAKTIKUM” AND MANUAL 
IN HUMAN DEVELOPMENT AND THE 
BEHAVIORAL SCIENCES FOR MEDICAL STUDENTS 


There are thus strong indications of the 
feasibility and usefulness of the develop- 
mental approach to the behavioral sciences 
in enhancing students’ interests in specifi- 
cally human biology. However encouraging 


these indications may be, it is felt that our — 
experiment so far falls far short of what — 
could be attained and of what is desirable. — 

The principal weakness of the present — 
course is its dependence on teaching to — 


large groups. Although many of the lec- 


tures have developed into lecture-conver- 


sations, although some of the demonstra- 
tions and exercises have required student 


participation and problem solving, there is — 


need for a systematic organization of the 
material into a series of small group exer- 
cises of the “personal research” or “problem 
solving” kind which would reinforce the 
presentation, demonstration or assigned 
reading of a particular topic. One may 
note from the material listed above that 


such exercises could take place in the lab- — 


oratories and wards of several departments, 
although the Department of Psychiatry 
should be responsible for the major share of 
the facilities. 


Such a course cannot evolve without the A 
full-time commitment of at least one, and, — 


if possible, two ‘senior persons. This com- 
mitment would involve the detailed plan- 
ning of each item in terms not only of 


didactic content but also the invention of — 
appropriate exercises (ie, research prob- 


lems in miniature) in a varied range of 
settings and the coordination of these into 
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a coherent, sequential and meaningful 
whole. 

As has been mentioned, the exercises 
should extend to several departments. They 
may involve observations on the premature 
and new born well-baby wards and clinics, 
in nurseries and play rooms, learning and 
language laboratories, in the schoolroom, in 


human perception, human psychophysio- 


logical (telemetering) laboratories, in so- 
ciological and small group laboratories, in 
an animal Pavlovian laboratory, an operant 
conditioning laboratory, a physiological, 


_ neuroendocrinological or neurochemical lab- 


oratory or a computer facility. 
Clearly a course such as this will make 


_ ever-changing demands. Yet it is entirely 
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feasible that within a few years it could 
lead to a manual in the behavioral sci- 
ences for medical students which could 
embody cumulative experience of many 
students (and many students’ notebooks) 
in a clearly repeatable “Praktikum.” It 
could, indeed, form a useful companion vol- 
ume to other texts in the behavioral sciences 
for medical students already available or 
emerging. All our experience suggests that 
such a practical guide, especially attuned to 
the changing demands of medical education, 
is much needed. 

Thus, by way of closing, we can only 
say again that we are encouraged by this 
small beginning. As expected, the student 
is proving an excellent teacher. 


ETHICS BORN OF EXPERIENCE 
As man advanced in intellectual power, and was enabled to trace the more remote con- 


sequences of his actions, as he acquired sufficient knowledge to reject baneful customs 
and superstitions; as he regarded more and more, not only the welfare, but the happiness 
of his fellowmen; as from habit, following beneficial experience, his sympathies become 
more tender and widely diffused, extending to men of all races, and finally to the lower 
animals, so would the standard of his morality rise higher and higher. 

Looking to future generations, there is no cause to fear that the social instincts will 
grow weaker, and we may expect that virtuous habits will grow stronger. The struggle 
between our higher and lower impulses will be less severe, and virtue will be triumphant. 


—Cuartes Darwin 


GEORGE SASLOW, M.D. 


At the present time, in contrast to 
20 years ago, many more psychiatrists 
accept the idea of diversity and inter- 
action of factors causing disturbances in 
feeling, thinking, perceiving and behaving. 

The three large classes of such factors 
which characterize contemporary psychia- 
try are: 1) the genetic-biochemical-bio- 
logical, 2) the individual behavioral (lon- 
gitudinal and cross-sectional patterns of 
disturbed feeling, thinking, etc.) and 3) 
the interpersonal-social. Similarly, there is 
wider acceptance of the idea that a pos- 
sibly effective treatment in a given case 
need not be limited exclusively to only one 
of the above classes. Ruesch(11) de- 
scribes clearly and briefly the articulated 
application of these ideas to a particular 
psychiatric setting. 

But within the class of the treatment 
of appropriately diagnosed disturbances 
of complex behavior by psychological or 
behavioral means (that is, by psycho- 
therapy broadly viewed), the long- 
standing preference for a presumed ef- 
fective single inclusive treatment method 
is still widespread. Among psychiatrist psy- 
chotherapists, the paradigm most often 
followed is that of Freudian, psychoanalyt- 
ically-oriented psychotherapy, in which 
modified “free association” (in a context of 
a particular relationship—transference—ca- 
tharsis experiences and analysis of resis- 
tances) is expected to result in insight and 
then in enduring alterations of complex be- 
haviors. 

Other such paradigms are the Adlerian 
in which the therapist aims to alter com- 
pensatory power strivings ; the Rankian, in 
which the therapist aims to resolve separa- 
tion anxieties and (among clinical psycholo- 
gists) the Rogerian, in which the therapist 
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aims to approximate real and ideal self. 
Such paradigms assume a generality of 
knowledge about the origin of deviant com- 
plex behavior which has not been demon- 
strated and which we simply do not have 


(2). 

What is equally serious, they preselect 
reference to the diverse forms of deviant 
complex behavior presented for treatment. — 
procedure for a variety of disorders is in 
a sense a rejection of scientific progress, j 
the possibility of new procedures that will 

The situation within the field of con- 
temporary psychotherapy seems analogous 
psychology has handicapped itself with ; 
an approach (limiting its consideration 
discourages analysis of its diverse subject 
matter, encourages overgenerality of inter- 
could not possibly have discovered a num- 
ber of facts turned up by those using a 
that, as has already happened with other 
sciences, psychology will free itself to 
pear areas of subject matter within it which y 
sonant as to be incommensurable.” : 

Rogers(10), speaking after Koch at 
requisite for a satisfactory behavioral 
science the appropriate interweaving of 
so different from each other that they re- 
quire inconsonant categories and 
ponents. Yet each of them can be 
to be a way of extending knowledge 
disproving hypotheses we are always 
ing, while no one of them is the road to 


treatment goals and procedures with little 
Finally, since the insistence on a mt 
such overused paradigms delay or deny 
supersede the old. 
to that in modern psychology : for 50 years 
to externally observable behaviors) ie 
pretation of functional relationship and 
diversity of approaches. Koch(8) predica 
4 
develop in such a way that there will ap- 
will be dealt with by categories “so incon 
the same symposium, presents as a pre- 
three modes of knowing which are in fi 
strong antipathies among their several pro- 
to be a different way of confirming O 
scientific certitude, site 
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MODES OF KNOWING 


These three modes of knowing are, as 
Rogers labels them : 1) objective knowing, 
2) subjective knowing and 3) interperson- 
al knowing. I will use these categories to 
present major changes in emphasis in 
= undergraduate psychiatry which seem to 
me necessary and desirable, 

1. Objective knowing. In addition to for- 
mal presentation of research on behavior, 
_ here we emphasize interviewing proce- 
dures which aim at eliciting a functional 
description of the patient’s problematic 
behaviors which could be verified inde- 
pendently, Such behaviors are described in 
relation to their settings and to their con- 
sequences and in terms of excess, deficit 
_ and social appropriateness. Descriptions of 
_ this kind generally imply treatment ap- 

proaches which are diverse and specific— 

for example, desensitization, reinforcement, 
extinction, counterconditioning, social imi- 
tation and others(2,7). The problematic 
behaviors are not placed in a context of 

a particular “psychotherapeutic orientation” 
__ but are dealt with directly, insofar as suita- 

ble procedures for them are known or can 

be devised. The eliciting, responding and 
response-maintaining events are dealt with 
in this way, 
3 In the direct modification of his prob- 
~Tematic behavior, a patient may practice 
_ the desired alternative behaviors on his 
own, with another person, with a spouse, 

a family, a group of others. He is expected 

__ to work at modifying his behavior in be- 
tween the labelled “therapy hours.” He may 
utilize a tape recording of his own verbal 
behavior, enact roles in a psychodrama 
group or respond to radio-transmitted sug- 
gestions from an observer made during 

his interactions with another person or 
persons. 

All the procedures so far described may 
be thought of as being within a behaviorist 
framework, suitable for study by methods 
generally considered objective in that 
the therapist’s hypotheses can be tested by 
observable actions. 

2. Subjective knowing. Here a different 
kind of interviewing emphasis is implied. 
The aim is to create such an atmosphere 
between patient and therapist that the 
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patient is encouraged to describe what he 
is experiencing, feeling, thinking, perceiv- 
ing. What he begins to describe may be 
viewed as a tentative hypothesis. Under 
facilitating conditions in the interview, the 
patient tests his hypothesis, modifies it, 
refines it, corrects it, matches it against 
others as he proceeds until he reaches 
a satisfying closure or feeling of direction, 
Such a feeling is important to him. 

This kind of knowing—written about 
often by physical, mathematical and even 
behavioristic scientists—is much underem- 
phasized in medical education. The under- 
emphasis is reflected in the great difficulty 
our medical students have in regarding 
their patients as persons, not objects. 

Particular pains can be taken to help 
students learn to create such an inter- 
view climate. Each tape-recorded inter- 
view statement by a patient made during 
a 20-minute interview can be used as a 
stimulus for the production of two or 
three alternative responses by each of a 
small group of students, who can then, 
with or without an instructor, appraise 
the merits of their responses in terms of 
encouraging or discouraging this kind of 
further self-exploration by the patient. A 
repertoire of facilitating responses can be 
developed rapidly in this way and can 
soon become internalized. 

Similarly, nonjudgmental responses, open- 
ended ones, clarifying and summarizing 
ones, can be developed and internalized. 
The systematic study of recorded inter- 
views was introduced into clinical psy- 
chology about 20 years ago, but this ele- 
gant, effective way to learn has yet to 
reach anything like adequate use in in- 
struction by psychiatrists. 

Efforts can be made to help patients be- 
come more aware of their own inner ex- 
periences, particularly their feelings. An 
especially useful procedure to this end is 
a recently introduced program (the Gen- 
eral Relationship Development Program of 
the Human Development Institute) which 
applies the principles of programmed 
learning to increasing a person’s awareness 
of his own and of others’ feelings(6). 
The student therapist can assign work 
on this program (called the HDI pro- 


1965 ] A 


GEORGE SASLOW 


Wei 
i 
131 


gram) to his patient and a suitable part- 
ner as an additional means of facilitat- 
ing the kind of self-exploration mentioned 
above. 

3. Interpersonal knowing. À still different 
kind of knowledge is considered under 
the heading: knowledge of other per- 
sons. Examples of such knowledge are: “I 
know that for you everything is either 
morally right or morally wrong. There is 
nothing in between.” “I feel that you 
despise your slum background and are 
hostile to anyone who comes from it or 
reminds you of it.” “I sense that some- 
thing I just said hurt your feelings.” Such 
statements, too, may be regarded as hy- 
potheses in need of testing. It is clearly 
important to test them, Patients can be 
helped to express such hypotheses and to 
create a climate in which it is safe to 
express them, and for the others present 
to respond in such an open way that the 
hypotheses can be examined. Such open- 
ness of persons to one another not only 
leads to a particular kind of knowledge 
of each other, but the openness and the 
resultant knowledge are clearly major 
goals in psychotherapy. 

A variety of procedures can help pa- 
tients move in the above direction: the 
psychotherapeutic interaction itself; the 
HDI program; marital couple therapy ; 
family therapy; group therapy; psycho- 
drama with emphasis on role reversal, 
doubling and mirroring. 

In order for medical students to learn 
about human behavior in all the ways 
proposed, time that now is spent on other 
matters must be allotted specifically to the 
above activities. Second, the students 
themselves are least experienced in the 
procedures Rogers calls subjective know- 
ing and interpersonal knowing. Third, 
teachers must be available who keep in 
touch with new developments in all of 
the major aspects of knowledge of human 
behavior (genetic-biochemical-biological, 
individual and interpersonal-social), and 
who are sympathetic to the diverse ap- 
proaches that are available. Fourth, the 
genetic-biochemical-biological increments in 
knowledge will be most congenial to 
medical students (because of their own 


preconceptions, the dominant contempo- 
rary attitudes about science and the rein- 
forcement of these by most of the medical 
school faculty). The behavioristic approach 
to the individual will be next on the scale 
of congeniality, but the other modes of 
knowing have less acceptance. 

Yet if the last two modes of knowing— 
subjective and interpersonal—are omitted 
or underemphasized, doctors will continue 
to treat patients as objects, not as persons, 
and will maintain the same attitude 
towards themselves. Such an outcome 
would be contradictory to the concern for 
individuality which seems to me to be as 
basic to psychiatry as its clinical responsi- 
bility. 

A determined effort will therefore be 
needed to help medical students appraise 
for themselves the role of subjective and 
of interpersonal knowing in their work with 
patients and in their own lives. We have 
experimented with three specific ways of 
making this possible. One is the commonly 
used one of providing supervised inter- 
view experience, but with an effort made 
to expose the student to all three ways of 
knowing used by his patients and by him- 
self, The students use tape recordings as 
described above, are given suggestions for 
interview interventions by radio, interview 
entire families, observe group therapy, 
plan behavior therapy. The second is 
to have the students, before their clinical 
work begins, obtain in pairs first-hand ex- 
perience of the HDI program. They supple- 
ment this by practice encounters with other 
persons and by written exercises about 
their experiments with their own experi- 
ences and behavior (showing awareness 
of expressed or implied feelings, accep- 
tance of feeling with agreement and with 
disagreement, observing the impact of 
blocking another's expression of feeling, 
focussing on their own shifts of feeling, 
etc.). 

A particularly effective means of intro- 
ducing students to the domain of “interper- 
sonal knowing” is to provide them with 
the kind of group experience developed 
by the National Training Laboratories, in- 
cluding human relations laboratory and 
sensitivity training groups. We have used 
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this approach so far only with summer 
fellowship students, but Yalom(13) has 
used it during a regular junior psychiatry 
clerkship through the year, with the same 
goal, 

The procedures described above for 
= study and treatment of a patient 1) by 
= himself, 2) as a member of a patient-thera- 
_ pist pair and 3) as a member of other 
_ groupings are similar to the procedures 
used in the instruction of students: 
_ 1) study and practice alone, 2) experi- 
ences as a member of a student-student 
_ pair and 3) experiences as a member of a 
group. The similarity is there to encourage 
attention to all the modes of knowing in 
the field of human behavior. Whatever the 
experience provided the student, the under- 
__ lying instructional attitude is one of inquiry 
into the hypotheses which the person 

makes about his own or about another's 
_ behavior and feelings and into how such 
_ hypotheses could be tested. 
_ New research approaches—often extra- 
ordinarily ingenious—continue to be made 
to questions not only in the field of 
_ objective knowing but also of subjective 
and interpersonal knowing. These new re- 
search approaches must be incorporated 
__ into the instructional program, as must im- 
_ provements in the instructional process it- 
_ self, The dramatic achievements of the 
new curricula in secondary school educa- 
tion since 1957 should keep us constantly 
aware of the problem of educational ob- 
solescence at our own level of instruction 
(5, 12), 

The new curricula have been so suc- 
cessful because all parties at interest have 
collaborated actively in their develop- 
ment: students, teachers, administrators, 
illustrators, scholars, publishers, etc. The 
social context of the educational activity 
has been as important as any one of the 
interacting groups. 


ROLE OF THE TEACHER 

This observation leads us to the question 

of the role of teachers of psychiatry (as 

a part of the social context of the medical 

students) in a more flexible program of 

undergraduate teaching in this subject. 

Grinker(3, 4) and Alexander(1) have re- 

cently emphasized the barriers against the 


free flow of people and ideas among the 
psychoanalytically trained. Is it reasonable 
to expect that psychoanalytically trained 
teachers of psychiatry will broaden and 
diversify their instructional attitudes and 
behaviors ? 

There seem to be two major barriers 
to overcome. The first is the personal con- 
viction of the psychoanalytically trained 
teacher that in and of themselves the 
imaginative sweep of psychoanalytic ideas 
and their wide acceptance confer factual 
validity and logical acceptability upon the 
underlying theory and can take the place 
of demonstrated effectiveness of treatment, 
The major propositions are simply not 
proven(9). 

The second is a feature of a rather 
different order. For more than 50 years, 
Freud’s ideas about the determining in- 
fluence of the familial interactions upon 
the individual's behavior have implied that 
an individual patient should be viewed 
in the context of his interpersonal in- 
volvements. Yet systematic application of 
this perspective by studying and treating 
the patient together with his family rarely 
followed and in fact was often strongly 
devalued by his successors, Rather, the 
perspective was presented in words as 
part of psychoanalytic training, while the 
therapists behavior was to interact only 
with his patient. The behavior of the usual 
psychoanalytic therapist negated the per- 
spective of the role of the family, even 
though his words supported it. 

At the same time, social reinforcement 
for his behavior as a therapist was con- 
stantly forthcoming from the exclusive as- 
sociations to which he owed allegiance or 
belonged : the psychoanalytic institutes and 
associations, These reinforcements from 
organizations generally agreed to be peda- 
gogically rigid are, in the main, still 
forthcoming, and constitute the second bar- 
tier to the kind of determined struggle 
against educational obsolescence which 
the approaches I have suggested. would 
Tequire of psychoanalyst-teachers. 

These approaches are grounded in ap- 
plication of the idea that the patient often 
needs to be studied and treated in his 
social context, if tests of his internalizing, 
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persisting in and generalizing more ef- 
fective behavior are to be possible. Simi- 
larly, the psychoanalyst-teacher needs to 
be viewed in his social context of power- 
ful, prestigeful, rigid, excluding social 
reinforcers—his unique associations. 

I predict that, by and large, the educa- 
tional performances of individual psycho- 
analyst-teachers will remain as described 
by Grinker as long as these socially rein- 
forcing associations persist. Among insti- 
tutions, only the universities (despite 
occasional regrettable lapses) are dedi- 
cated by tradition to a relentless skepti- 
cism. And only in the universities will it 
be possible to establish quickly what of 
psychoanalysis will remain viable. 
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DISCUSSION 


C. K. Aupaicu, M.D. (Chicago, Ill.).—I 
share Dr. Saslow’s concern that the continued 
relative isolation of psychoanalytic training in 
institutes separated from universities could re- 
sult in a diminution of the influence of psycho- 
analysis in medical education as well as in a 
reduction in its potential development as a 
scientific approach to man’s emotional prob- 
lems(1). On the other hand, it seems to me 
that the psychoanalysts closely associated with 
universities, and particularly those teaching 
and working in medical schools where they 
are in regular contact with other medical sci- 
entists, have rapidly moved away from an ex- 
clusive preoccupation with the “imaginative 
sweep of psychoanalytic ideas,” and are as 
concerned if not more concerned with psycho- 
analysis as a research technique as they are 
with it as a therapeutic technique. Many of 


these faculty members are right in the uni- 
versity tradition of “relentless skepticism.” As 
Dr. Saslow suggests by using the past tense in 
describing the old-fashioned adherence to psy- 
choanalytic tradition, times are changing, and 
changing rapidly, in perhaps an evolutionary 
rather than a revolutionary way, but in a man- 
ner that makes it possible to maintain the 
strengths that psychoanalysis has provided 
psychiatric education for the better understand- 
ing of human behavior. 

Dr. Saslow asserts the desirability of more 
curriculum time for psychiatry in the medical 
school, more opportunities for the study of 
tape recordings and for family therapy, more 
versatile teachers and a greater emphasis on 
the subjective and interpersonal factors that 
are necessary for individualizing and humaniz- 


ing patients, I doubt whether he would get 
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much of an argument from most progressive 
departments of psychiatry on any of these 
points. As he observes, the supervised inter- 
view experience is, in one form or another, 
reasonably universal. Group experience strictly 
on the Bethel pattern is unusual, although 
modifications of the group approach are more 
frequent than infrequent, as attested by the 
GAP report on small-group teaching in medi- 
cal education (2). The group approaches have 
varied widely from didactic teaching seminars 
to one experiment in group therapy for all 
medical students. It would be helpful to hear 
more specifically how Dr, Saslow’s groups have 
developed with respect to what is often a 
delicate balance between teaching and treat- 
ment. 

The problem of evaluating what we do with 
our students is formidable; most instruments 
seem to measure the cognitive side of learning 
rather than attitude change or the learning of 

new attitudes, attitudes such as viewing pa- 
. tients as people rather than as objects of study. 


more about the techniques Dr. Saslow is using 
or plans to use to measure the effectiveness of 


the HDI program in modifying attitudes as | 


It would also be helpful, therefore, to hear _ 


J © 
well as in helping the student acquire cogni- 
tive learning. . 

The APA will soon embark on another con- 
ference on undergraduate teaching of psychi- 
atry. Five years ago, a proposal for this kind 
of conference was not received with much 
enthusiasm, presumably because not enough 
had happened in undergraduate education in 
the 10 years since the original Cornell con- 
ference to justify a review of the problem. The 
fact that the conference is now in the planning 
stage suggests that the atmosphere of com- 
placency with respect to undergraduate teach- 
ing is over. For this evidence of progress in 
our thinking and planning we are much indebt- 
ed to the kind of challenge to complacency that 
Dr. Saslow consistently provides. 
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THE DREAD OF THOUGHT 


The idea of thinking for thinking’s sake is, to most men, positively repellent. They have 
an intense objection—an objection which, too, they believe to be, on the whole, a lauda- 
ble one—to time passed not in eating, sleeping, working, talking, reading, writing, or tak- 
ing exercise or playing at games. Time not occupied by any of these occupations is held to 
be lost time, and loss of time, like every other loss, is something to be avoided. 


—J. Sr. Loz STRACHEY 
(From Grave to Gay. 1897) 
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The advantages of short-term over | 
mm therapy may be debated on var 
rounds. Financial savings, more effic 
mployment of psychotherapeutic 
purces, opportunities to reduce wai 
sts—these and other expediencies are o 
resented as justification for short- 
rograms, Admitting that there may 
ragmatic reasons for abbreviating t 
ent, we may ask a crucial question : “1 
ruly effective are short-term approach¢ 
nodifying disturbed neurotic patterns 

In a study of the results of patients t 
d by a team of psychoanalytically tra 
herapists from the Tavistock Clinic 
Jassel Hospital, Malan(1) concludes 
ong-lasting “depth” changes are pos 
ven in severely ill patients treated « 
hort-term basis. The findings in this s 
re similar in some respects to tho 
ave observed among a large group ol 
ients with whom I have worked bı 
ver the past 25 years. Follow-up visits 
uade that not only have symptoms 
ontrolled, but in a considerable numb 
atients reconstructive personality cha 
save been brought about. The rational 
hort-term therapy and a detailed del 
ion of techniques have been elabo 
Isewhere(2). In this paper some st 
sems found helpful will be outlined 
nay possibly be adaptable to the sty 
other therapists. 

The psychotherapeutic process in s 
erm treatment may descriptively be br 
Jown into four phases : a supportive P 
an apperceptive | phase, an action phase 
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THE SUPPORTIVE PHASE OF THERA 


Turning to another human bei 
is an inevitable consequence of 
helplessness, bewilderment and 
represents a final acknowledger 
individual that he is unable to 
his difficulty through his own 
More or less every emotionally 
overtly or covertly regards t 
authority as a source of inspir 
whom infusions of wisdom mus 
will heal his wounds and lead hi 
and self-fulfillment. Such cre 
powered by the helplessness tha 
accompanies a shattering of tl 
mastery. Because his habit. 
mechanisms have failed him, 
believes himself incapable of i 
judgments and he delivers hi 
and soul to the powerful therar 
whose education and experienc 
to take over the direction of his 1 

This design is obviously unw 
it is permitted to continue, for el 
be released that undermine t 
independence, inspire infantili 
bilize anachronistic hopes an 
that superimpose themselves — 
tient’s other troubles, further c 
his existence. : 

Knowing that the patient cov: 
to enmesh himself in a passive ' 
omniscient deity, beneficent p1 
idealized parent, the therapist 1 
strategy. 

First, it is essential to establis 
as possible a working relations! 
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that are not applicable in a second. How- 
ever, there are certain general principles 
that are useful to observe within the bounds 
of which one may operate flexibly, For in- 
stance, the expression on meeting the pa- 
tient of a sympathetic and friendly attitude 
is remarkably helpful in relaxing him suffi- 
ciently to tell his story. As obvious as this 
may seem, many therapists greet a new 
patient with a detached and passive atti- 
tude in the effort to be objective and non- 
_ directive. This can freeze the patient in a 
= tesistive bind from which he may not re- 
_ cover during the span of his contact with 
the therapist. 

Second, it is important to treat the pa- 
tient no matter how upset he seems as a 
worthwhile individual who has somehow 
blundered into a neurotic impasse from 
| Which he will be able to extricate himself. 
Neurotic difficulties influence feelings in the 

irection of being unloved and unlovable. 
_ The patient may harbor doubts that he 

< can be accepted or understood, Irrespective 
of denial mechanisms, he will crave extra- 
‘ ordinary reassurance that the therapist is 
interested in him and cares about what 
| happens to him, This obviously cannot be 
- communicated verbally, but it may be ex- 
pressed through a manner of respect, con- 
siderateness, tact, solicitude and compas- 
sion, 

Third, the patient must be inspired to 

verbalize as much as Possible, while the 
| therapist attends to what he is saying, en- 
f couraging him by facial expressions, ges- 

tures, utterances and comments that reflect 
an interest in the patient and an under- 
standing of what he is trying to say. The 
patient is constantly drawn out to express 
his problems, pointed questions being 
phrased to facilitate the flow of ideas and 
feelings. 

Fourth, it is vital to avoid arguing or 
quarreling with the patient no matter how 
Provocative he may be. The available time 
for therapy is so limited that one cannot 
indulge in the challenges and confronta- 
tions possible in long-term therapy. The 
therapist may not agree with what the pa- 
tient says, but he should convey a respect 
for the patient’s right to express his irrita- 
tions and misconceptions. 

Fifth, empathy is the keynote in estab- 


lishing contact. Understandably one may 
not be able to sympathize with some of the 
attitudes, feelings and behavior of the pa- 
tient. It may also be difficult to put oneself 
in his place. Yet the therapist may be able 
to detect an essential dignity in the patient, 
considering that his problems, destructive 
to him and to other people, have deviated 
him away from creative and humanistic 
aims. While it is inexpedient therapeutical- 
ly to reassure too readily or to praise, it 
is essential in the early stages of treat- 
ment not to underestimate the patient’s 
Constructive qualities. In concentrating his 
attention on his bad points, the patient will 
tend to minimize his worthwhile character- 
istics which may lend themselves to a re- 
counting by the therapist after he has 
gathered sufficient data, 

Sixth, the therapist may by his verbal 
and nonverbal behavior signal confidence 
in his ability to help the patient without 
promising him a cure, This presupposes 
that the therapist has faith in what he is 
doing and a conviction that all people, 
given even a minimal chance, have the 
capacity to develop. 

Seventh, even in the first interview the 
patient may be told that the rapidity of 
his recovery will depend on his willingness 
to cooperate in working on his problems, 
The therapist will show him how he can do 
this and will help him to help himself, 


THE APPERCEPTIVE PHASE 

If we are to 
portive phase toward an attempt at re- 
construction of personality, we must strive 
to bring the individual to some recognition 
of what is behind his disorder. The power 
of “insight” 
exaggerated, but irrespective of how valid 
or invalid an “insight” may be, it con- 
stitutes, when it 
means of alleviating tension and of restor- 
ing to the individual his habitual sense of 
mastery. The fact that we couch our “in- 
sights” in scientific terminology, 
assured that 


of his complaints, 
Yet the principle is a correct one. Some 


2 


explanation for his trouble 
we must give our patient or 
close to our current scientific understanding 
of human nature as possible, always mind- 
ful of the fact that as behavioral scientists 
we are balanced precariously on the pin- 
nacle of profound ambiguities. What seems 
like the truth of today may be the ex- 
ploded myth of tomorrow. 

But myth though it be, we have no other 
more tenable explanation; so we make it, 
hopeful that it will find its mark. The most 
effective vehicle that we have for this is the 
unique relationship that is set up between 
the patient and therapist which acts as a 
corrective experience for the patient. The 
patient may project into the relationship 
the same kinds of irrational demands, hopes 
and fears such as haye shadowed his at- 
titudes toward early authorities and other 
significant people in his past. But instead 
of meeting indignation, rejection, ridicule 
or. hostility—the usual and expected re- 
buttals—the therapist interprets the patient's 
reactions with sympathy and understand- 
ing. Bringing these, if they are apparent, 
to his attention in a noncondemning man- 
ner helps the patient to arrive at an 
understanding of the meaning and possible 
origin of his drives while actually re- 
experiencing them in the protective re- 
lationship with the therapist. Under these 
circumstances the patient may come to 
realize that his responses toward the thera- 
pist are the product, not of any realistic 
situation that exists, but rather of what he 
anticipates or imagines must be as a result 
of past relationships. He may then appre- 
ciate that what is happening with the 
therapist also happens under some cir- 
cumstances with other people. Thus varied 
defensive reactions become apparent to 
the patient, not as theories, but as real 
experiences. 

In short-term therapy, time prevents the 
employment of the conventional tools of 
free association, extensive dream interpre- 
tation and the building up of a transfer- 
ence neurosis. However, an experienced 
therapist will be able, perhaps even in the 
first session, to gain knowledge of the 
operative dynamics from the history given 
by the patient, particularly the quality of 
his relationship with his parents and sib- 


lings, from one or two dreams, fro 
nature of the symptomatology, and 
the patient’s behavior with the th 
during the interview. He may then present ` 
at a propitious moment a cautious but — 
firm explanation to the patient of the 
impact on him and his personality 
some of the experiences and deprivatio; 
in his childhood, of the defenses he 
developed, of how environmental precipita: 
ting factors have operated to bring his 
conflicts to a head and how these are 
registered in his immediate symptoms and — 
sufferings. Only a fragment of the existing 
conflicts may lend itself to such exploration 
and interpretation in short-term therapy, 
but this can be like a biopsy of the total 
psychodynamic picture, If the patient 
grasps the significance of an interpretation — 
and sees the continuity between problems — 
in his development, their crystallizations in — 
his general personality structure and their — 
relation to the current complaint factor, a 
deep penetration will have been achieved. 
By concerted self-examination, the pa- 
tient may thereafter progressively widen his 
own insights. In any equation the shifting 
of one factor will bring other elements into 
realignment. A 
Obviously, interpretations will have to be 
made that coordinate with the patient's — 
capacities for understanding. The therapist 
will need to employ language compre- 
hensible to the patient, encouraging the 
patient to restate what has been expressed | 
to test his comprehension, It is surprising — 
how patients, even those without an ex- 
tensive education, can grasp the meaning 
of relatively complex psychological con- 
cepts if these are presented in terms of the 
patient’s own experience. When a good 
relationship exists between the therapist — 
and patient, even unconscious repudiated — 
aspects may be explored without provoking — 
too severe reactions of resistance. If the 
patient is unable to acknowledge the ac- 
curacy of an interpretation, the therapi A 
may ask him to consider it nevertheless be- 
fore discarding it entirely. The patient ma 
also be encouraged to alert himself to 
factors that stir up his tensions, to wor 
on connections between these provocative 
factors and what is being mobilized inside — 
himself. Are his reactions habitual ones 4 
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and if so how far back do they go? Are 
they related to important experiences in 
‘his childhood ? Some patients may be able 
to get considerable understanding through 
the discipline of searching within them- 
selves. Some may even learn to interpret 
their dreams in line with such percipience. 
__ Sometimes the patient will, due to resis- 
tance or the lack of time, fail to arrive 
at any basic realizations in the course of 
- short-term therapy. This need not deter the 
therapist from encouraging the patient to 
work on himself toward self-understanding 
after the treatment period is over. It is 
quite rewarding to observe how many pa- 
tients, some months and even years later, 
arrive at insights which strike them with a 
dramatic force and which they can utilize 
constructively, Examining these one may 
recognize them as patterned after some of 
the therapist's original interpretations, 
© which could not be accepted during the 

short treatment phase, but which were sub- 
_ jected to spontaneous “working-through” 

following treatment. 


J 


THE ACTION PHASE 


The acid test of therapy lies in the pa- 
tient’s capacity to put his acquired new 
comprehensions into definitive action, This 
means that he must challenge conceptions 
that have up to this time ruled his life. A 
symptom may rapidly be overcome in the 
supportive phase of therapy ; but a person- 
ality pattern, one that disorganizes rela- 
tionships with other human beings, will 
scarcely be altered except after a period of 
resistance, 

In short-term therapy even the tiniest ac- 
tion opposing neurotic misconceptions can 
be scored as a gain.. The therapist may 
actively invite the patient to challenge his 
fears and engage in actions that hold 
promise of rewards. Discussion of the con- 
-~ sequences of his movements may then prove 
_ fruitful. I have found several tactics of 
importance here, First, I actively outline 
specific courses of action hoping that the 
patient, prompted to act on my suggestion, 
will achieve a small success which will 
reinforce his determination to try again. 
Even after a signal success, patients will 
need further urging. Having escaped hurt 
by the skin of their teeth, they may feel 


that their luck will collapse the next time 
they engage in an experience that threatens 
to set off anxiety. Second, a tranquilizer 
or a barbiturate taken prior to a challenge 
may reduce anxiety sufficiently so that the 
patient may allow himself to enter into a 
fearsome situation and see it through. As 
soon as possible, a repetition of this action 
with reduced and finally no drug will be 
indicated. In borderline patients, a pheno- 
thiazine derivative like trifluoperazine ap- 
pears to work better than the tranquilizing 
drugs. Third, I sometimes teach the patient 
self-hypnosis(3). In the trance the patient 
is trained to visualize himself successfully 
mastering situations that upset him, The 
patient may phantasy an overcoming of 
progressively challenging difficulties, gradu- 
ally working himself up to more fearsome 
ones. Suggestions made to himself in the 
trance that he will have the desire to 
tackle his problems may enable him to 
handle these with greater and greater ease. 


THE INTEGRATIVE PHASE 


Consolidating therapeutic gains will re- 
quire practice the remainder of the indi- 
vidual’s life. The chinks in the patient’s 
defensive armor must be widened by con- 
stant challenges and repetitive salutary 
actions. Complacency, riding on the notion 
that one feels better and hence can remain 
at a standstill, invites a recrudescence of 
symptoms once stress exceeds existent 
coping capacities. Constant alertness to 
what is happening within oneself, and a 
resisting of subversive neurotic temptations 
are mandatory. 

In short-term therapy one must depend 
on the posttherapeutic period to harden 
what has been molded during the active 
treatment phases, and to restructure into 
new patterns aspects that were only casual- 
ly perceived before. Encouraging is the 
fact that once the old way of life has been 
unbalanced in one dimension, new zones 
of activity and more wholesome modes of 
being and feeling may present themselves, 

Before therapy is terminated, the pa- 
tient may realize that it is possible to con- 
trol tension and anxiety once it starts by 
making connections between symptomatic 
upsets, precipitating factors in his en- 
vironment, and his operative personality 
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forces; and by recognizing that he is 
capable of developing a different philoso- 
phy that can lend to his life a salutary 
meaning. 

In some cases I encourage the patient 
to employ the technique of self-hypnosis or 
self-relaxation periodically when he is up- 
set, both to resolve his tensions and to ex- 
plore reasons for the revival of his symp- 
toms (3), Patients can easily learn to apply 
this two-fold tactic by giving themselves 
the assignment to figure out the aspects 
within their environment and within them- 
selves that have precipitated their anxiety. 
This may result in direct understanding, or 
stimulated phantasies and dreams may 
yield some leads. A helpful course of action 
may then spontaneously be evolved. No 
more than a few sessions are usually re- 
quired to restore equilibrium. 

The patient may also be counseled 
temporarily to employ a mild tranquilizing 
drug if his tensions do not resolve after 
a while. He must be cautioned, however, 
that drugs, while provisionally useful, can- 
not constitute a way of life. The basic 
therapeutic factor at all times is greater 
self-understanding. Drugs cannot and must 
not replace such self-directed efforts. 

Finally, the patient is exhorted to adopt 
a few basic philosophical principles. Super- 
ficial as they sound, they sometimes make 
a profound impact on him. In long-term 
therapy the patient is expected to develop 
new values through his own spontaneous 
efforts. In short-term therapy a different 
way of looking at things may be presented 
in an active educational effort. For ex- 
ample, the following principle may be pro- 
ferred: “It is useful to remember at all 
times that while you are not responsible 
for what happened to you in your 
childhood, and the faulty ideas and fears 
you learned in your past, you are re- 
sponsible for carrying them over into your 
adult life.” This principle, if accepted, 
may block the patient from making a 
career out of blaming his parents and 
crediting to past unfortunate episodes all 
of his current problems, justifying his 
neurotic carryings-on by the terrible things 
done to him as a child over which he had 
no control. 

Another principle is: “No matter what 


troubles or terrible scrapes you have got- q 
ten yourself into in the past, you can rise 
above these in the future with the knowl 
edge you now have. You need not in- 
dulge in patterns which you know you — 
should be able to control, and really want — 
to control.” This precept, if incorporated, ` 
may help some patients control ait 
neurotic patterns, realizing that they hi 
powers to inhibit them. The putting to- 
gether of certain persuasive formulations — 
in this way can be useful to patients who 
are unable to structure a philosophic for- — 
mula by themselves. This may help con- 
solidate the gains they have made in 
therapy. ’ 
Within this broad framework, then, the — 
therapist may apply himself flexibly to the 
problems of his patients, utilizing tech- 
niques from various fields blended in an 
eclectic approach. Hopefully out of the ~ 
experiences of workers from the various 
fields of human relationships there will 
eventually emerge a more scientific meth- 
odology in short-term psychotherapy that 
will enable us to help the greatest numbers 
of patients in the shortest possible time. — 


SUMMARY 3 
Short-term therapy has more than utili- 
tarian value, There are indications that it 
will, as its methodology becomes elabo- 
rated, develop into the treatment of choice 
for a considerable number of patients, This 
conviction is supported by observations 
from a variety of sources to the effect 
that patients suffering from a wide spec- 
trum of emotional problems, treated over a 
short period of time, may obtain not only 
sustained relief, but also, in some cases, 
personality changes of a reconstructive — 
nature that would have been considered 
significant had long-term treatment been — 
employed. Four stages in the course of — 
short-term therapy seem apparent: 1) a 
supportive phase during which homeo- — 
stasis is brought about through the healing 
influences of the relationship with the — 
therapist, the placebo effect of the thera- 
peutic process, and the decompressive im- 
pact of emotional catharsis ; 2) an apper- 
ceptive phase, characterized by the ability 
to understand, even minimally, the mean- 


ing of the complaint factor in terms of © 
À 
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= some of the operative conflicts and basic 
personality needs and defenses; 3) an 
action phase distinguished by a challenging 
of certain habitual neurotic patterns, 
facing them from a somewhat different 
perspective and 4) an integrative relearn- 
ing and reconditioning phase which con- 
_ tinues after termination on the basis of the 
_ chain reaction started during the brief 
treatment period. 

The specific techniques that are outlined 
in the paper are contingent, first, on the 
acceptance of eclecticism, adopting proce- 

_ dures from every field of psychiatry, psy- 
_ chology, sociology, education and even 
_ philosophy, that may be of help in the 
total treatment effort; second, on the 
existence of flexibility in the therapist that 
enables him to adjust his stratagems to 


7 ; 2) circumscribing the problem 


RESPONSIVE ACTION 


The essence of psychotherapy continues 
to be an exciting and controversial question. 
The authors, as analytic psychiatrists, are 
- convinced of the importance of dealing 

with the unconscious needs of the patient 
in the therapeutic situation in order to 
achieve psychotherapeutic effects, They are 
equally convinced that in many, and per- 
_ haps all, therapeutic situations, interpreta- 
_ tions must be fortified by specific responsive 
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with the patient a working hypothesis of 
the psychodynamics of his difficulty; 4) 
employing dream interpretation where 
the therapist is analytically trained; 5) 
alerting oneself to resistances and resolv- 
ing these as rapidly as possible; 6) dealing 
with target symptoms like excessive ten- 
sion, anxiety and depression, through the 
careful use of drugs; phobic phenomena 
by conditioning techniques ; obsessive-com- 
pulsive manifestations by persuasive tac- 
tics, ete,; 7) teaching the patient how to 
employ insight as a corrective force; 8) 
outlining with the patient a definite plan 
of action by which he can use his under- 
standing in the direction of change; 9) 
searching for transference elements and 
resolving these quickly before they build 
up to ety the aonni ; 10) en- 
couraging the development of a proper 
life philosophy. 
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action by the therapist, It is probable that 
most therapists carry out such responsive 
action, but they may be unaware that they 
are doing so—or they may feel guilty about 
it—when in fact they are exerting a power- 
fully effective and legitimate therapeutic 
influence, 

Much has been written about the thera- 
pist’s contribution to the therapeutic pro- 
cess, increased awareness of the 
countertransference, the role of n- 
taneity or flexibility, Frank’s(3) elucidation 
of persuasion in healing, Stone’s(5) insis- 
tence on a basic transference state, the study 
of subliminal cues, the meaning of the 
therapeutic encounter, alliance or interac- 
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tion—all these are 
contemporary thi g the ther- 
apist’s role, In + flexibility in 
psychotherapy, Alexander(1) says, “Among 
the modifications of the standard technique 
are: . . . giving directives to the patient 
concerning his daily life... and making 
use of real-life experiences as an integral 
part of the therapy.” Frank(3) states, “It is 
important for the psychiatrist to accept 
the fact that he inevitably exerts a strong 
influence on his patients. He cannot avoid 
doing so; therefore, it is better that he 
exert his influence consciously than un- 
consciously.” 

Responsive action is a term which 
characterizes the therapist's reaction to the 
patient’s unconscious needs, as distin- 
guished from his conscious wishes or de- 
sires, The therapist responds with inquiring 
interest and understanding, sometimes 
with advice or action, always protecting 
the patient’s freedom to agree or to oppose. 

The therapist's responsive action should 
be genuine and taneous, His technical 
skill should be reflected only in the form 
and degree to which he shows his respon- 
sive action, not in its emotional nature, 
which should be genuine—whether it is 
positive and accepting or negative and 
disapproving. At all times the responsive 
action should derive from the therapist's 
basic reaction to the patient’s basic need, 
The responsive action may consist only of 
an emotional coloring which the therapist 
subtly projects into the session, or it may 
consist of an intense and unmistakable 
emotional response or frank and explicit 
advice. 

Effective responsive action should be 
based upon accurate and constant apprais- 
al of the transference—countertransfer- 
ence situation and the unconscious need 
indicated by it, dynamic genetic under- 
standing and emphasis on focal reality 
issues, 

The following two clinical observations 
are illustrative of responsive action: 


samples of 


his social, occupational and sexual interests” 
almost totally excluded the patient. The patient 
held a job and provided for the home. She 
ran the home single-handedly, never 
when she would see her husband. If she y 
see him, their relations would be predicated 
on his whim of the moment. She came to 
therapy to learn how to be a better wife or 
to gain the courage to seek a divorce. She 
felt that she was a failure. She felt confused 
and helpless, but she knew she wanted some- — 
ins different than she was getting in her 
e. 
The patient, who had been born to a butcher 
and his controlling and parsimonious wife, was 
the youngest of five siblings and felt neglected, 
manipulated and exploited by her mother and 
older sister. She had felt accepted, loved and — 
cared about by her father in early childhood 
but resented his weakness in permitting the — 
mother to control the home and to enforce — 
distance between patient and father. ‘ 
It appeared to the therapist that a mas- 
ochistic mother relationship was being lived out 
in the marriage and transferred into the treat- — 
ment situation. The patient’s defenses were 
crumbling as evidenced by mounting depres- 
sion and anxiety, The therapist decided that 
the patient required firm and friendly advice 
about the marital crisis, which could not have 
been worse. He believed that such directive in- 
tervention would be unconsciously experienced 
by the patient as the return of the good father, 
Very soon the therapist began to insist that 
the patient needed to be ashamed only of her — 
masochistic attitude, that she should live 
courageously, He pointed out that she feared — 
becoming a “demanding bitch” and that the 
worst result of more demands would be 
divorce (which in itself would be an im- i 
provement). This interpretation was com 
with advice that the patient insist her husband — 
contribute money for support, that he come — 
home for evening meals or explain his absence 1 
E participate in sexual activity 
d 


The patient was encouraged to behave un- — 
pleasantly, ies, scream and 
necessary to implement her demands, y 
As the patient activated this program, a rapid — 

improvement occurred in the marriage in 
spheres. The patient reacted to the s 
ve action as to a verbal i 


i 


d 
cessible in the therapy as the masochistic in- 
dulgence was altered. The changes were based ~ 
upon the specific responsive action of 
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Case 2. A 38-year-old mother of three, married 
to a successful businessman, entered therapy 
because of depression and marginal ill-formed 
delusional attitudes associated with severe, 
chronic marital difficulties. There were con- 
stant complaints and tantrums by the husband, 
who stayed away from home as much 
as possible and who involved himself 
only minimally in marital sexuality. Although 
_ the patient complained of depression and 
anxiety, this was very difficult to detect, since 
she comported herself with schizoid flatness 
and ambiguity in the therapy. Only when 
denouncing her husband for probable homo- 
sexuality, which served as a delusional pro- 
jection, did her rage emerge more openly. 
The patient, the eldest of three siblings, had 
been caught between a discontented and 
ungiving mother and an indifferent and sadis- 
tic father whose typical discipline was the 
belt, She became characterologically “frozen” 
and difficult to reach. She had no reason to 
assume that verbal communication would elicit 
understanding from her parents, and it con- 
sequently was very difficult for her to com- 
municate in her marriage or in therapy. 
The therapist realized that the patient 
feared emotional responsibility and that she 
maintained a frustrating flatness and distance 
vis-à-vis her husband except for her outbursts 
of anger. The crisis in the marriage did not 
permit a passive beginning approach to the 
patient's defenses against intimacy. Instead, 
it was decided to give immediate advice, assum- 
ing that this would resonate favorably with 
the patient’s unconscious search for a reason- 
F ably responsive parent. 
E The therapist repeatedly invited the patient 
} 


j 


to abandon her griping, angry behavior toward 
_ her husband since this was obviously inflam- 
matory, and advised instead that she con- 
stantly try to be specifically and unmistakably 
pleasant, affirmative, seductive and cooperative 
with her husband. The intent of this advice 
was to modify characterological traits as well 
as to alter the neurotic interaction in the 
marriage. Significant favorable changes in the 
marital situation began to occur rapidly, and 
the way was opened for interpretation based 
on the psychogenetic factors mentioned above. 
In such cases responsive action is prepara- 
tion for interpretation or even a part of such 
interpretation. 


DISCUSSION 

Responsive action does not lend itself 
to a “cook book” approach, as these two 
examples illustrate. Both occurred early in 
treatment, were addressed to married wom- 


en and consisted of specific advice about 
dealing with their husbands who seemed 
to be behaving similarly. Yet the content 
of the advice in one instance was dia- 
metrically opposed to that of the other. 
One woman was advised to demand, to 
deliver ultimata and to insist upon being 
heard when necessary; the other woman 
was advised to smile, affirm and compro- 
mise. The responsive action in these cases 
was based upon a knowledge of the psy- 
chogenesis of the patient’s problems, under- 
standing of the psychodynamics of the 
patient's current life situation and insight 
into the transference—countertransference 
interplay. 

Thomas Szasz(6) came close to describ- 
ing responsive action as an essential factor 
in psychotherapy when he compared the pa- 
tient in psychotherapy with the helplessness 
of the baby crying for his mother’s response, 
It also seems that the therapeutic efficiency 
of family treatment is based to a large 
extent upon the therapist’s greater freedom 
and spontaneity to respond actively in a 
triangular situation than he would allow 
himself in a one-to-one relationship. (See 
Tan Alger(2).) 

vice is a concrete and easily de- 
scribed category of responsive action. Other 
forms, however, include the injection into 
therapy of feeling tones such as humor, 
sympathy, affection, closeness, disapproval 
or restrained hostility; the degree of organi- 
zation or vagueness with which the therapist 
proceeds; the form, content and timing of 
questions ; and the formality or informality 
of a particular therapy. Thus, the respon- 
sive action may be concrete and obvious 
or it may be subtle or inapparent to the 
therapist. 

Responsive action varies according to 
character and personality of therapist and 
patient, therapeutic situation—even accord- 
ing to the phase of treatment. The special 
form of responsive action in problems of 
termination of treatment has been de- 
scribed by one of us(4) as “open end tech- 
nique, 

Certain hazards attend active therapy 
and sometimes seem to involve the therapist. 
In his activity he is exposed and therefore 
vulnerable; the patient may respect his 
vulnerability but also may use and abuse 
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it. The trouble with active therapy lies not 
only in the patient but also in the therapist, 
who is more inclined to acting out than 
when he remains relatively uninvolved. 
Responsive action makes a therapeutic sit- 
uation human. If a therapist uses this 
technique to fulfill conscious or uncon- 
scious exploitative, seductive or other 
destructive trends in himself, his interven- 
tion is no longer responsive action but 
acting out. 

Responsive action is similar to transfer- 
ence gratification, corrective emotional 
experience and role-taking. We believe 
responsive action is generic, probably in- 
herent in every psychotherapeutic en- 
counter and basic to the psychotherapeu- 
tic process. 

An emotional response should be truly 
and honestly felt by the therapist and any 
advice given should be sincere. The skill 
of the therapist does not lie in a theatrical 
performance. It lies exclusively in the 
form in which he shows his responsiveness 
to the patient and the degree to which 
he allows the patient to experience his 
therapist's involvement. That is the point 
where the therapist’s response meets the 
patient’s unconscious needs. 

A therapist may attempt to avoid the 
realistic relationship toward the patient, 
preferring to remain a transference figure 
only, The patient in the therapeutic situa- 
tion does not permit this, and responsive 
action inevitably emerges. 

Responsive action is particularly indi- 
cated in: (a) crisis situations, (b) treat- 
ment which is foundering in its beginning 
phase, (c) impasse situations and (d) treat- 
ing people who need emotional response 
to overcome their feeling of alienation from 
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the world of reality, and who need to 
re-experience the impact of human inter- ~ 
action. A 
Responsive action is often followed by 
a new burst of therapeutic work in which 
the therapist may resume the traditional, | 
less realistic and more interpretive attitude, — 
Responsive action may be an essential 
part of every therapeutic experience and 
should be recognized as such. k 


CONCLUSION 


The term responsive action is presented ~ 
and described as a psychotherapeutic tech- | 
nique. The term is of value as a unifying — 
concept in regard to unconscious needs of — 
the patient and the specific cognitive and 
emotional response of the therapist to the — 
patient. The therapeutic confluence of ` 
these factors may be facilitated by the con- - 
cept of responsive action and its application — 
in the treatment situation. 
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hospital was organized in 1956 as a division 
equal in status to other departments such 
as medicine, surgery and pediatrics. The 
hospital itself had functioned for over 
a century as a community general hospi- 
tal, serving—among others—the Greenwich ~ 
Village, Chelsea and waterfront areas of 
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_ New York. It was expected that the de- 
partment of psychiatry would extend and 
maintain this orientation of community 
_ service in the area of mental health. 
The first patient was admitted to the 
_ inpatient service in February, 1956, During 
_ that first year, full operation of the four 
_ inpatient floors was achieved gradually, 
by means of progressive activation of 
facilities as admissions mounted and as 
necessary staff was recruited and trained 
_ to serve patients’ needs. Throughout its 
_ nine years of operation the inpatient service 
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the community able to function at some 
ductive level. , 
_ Because short-term hospitalization—and 
that is meant an upper limit of 90 
days for any patient within any one calen- 
dar year—has been an essential part of 
our operating policy since inception, we 
had anticipated that pharmacologic agents 
and other somatic therapies would con- 
stitute the primary modality of treatment 
for most of our inpatients. At the same 
_time we believed that most of our clinic 
_ patients would be treated primarily 
_ by intensive psychotherapy. Accordingly, 
the outpatient department was organized 
along traditional lines as an intensive 
treatment clinic utilizing psychoanalyti- 
cally-oriented psychotherapy, with empha- 
sis upon the relationship developed be- 
tween therapist and patient in individual, 
frequent and regularly scheduled sessions 
that usually lasted for 45 to 60 minutes, 
But it was soon apparent that tradition- 
al methods were failing to meet current 
“reality needs, The number of patients on 
the waiting list for evaluation mounted 
steadily, but fewer and fewer of the appli- 
ants were found to qualify for intensive 
sychotherapy. Most applicants, despite 
‘previous contact with other clinics and 
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agencies, remained community problems 
and found it necessary to return re- 
peatedly to our clinic or another. Most of 
them, in our experience, suffered from 
severe personality disorders or chronic 
psychoses, with more or less irreversible 
ego inadequacy and immaturity. It was 
not any increase in ego-alien symptoms 
that had brought them back to the clinic, 
but rather repeated failures in perform- 
ance or behavior that had exceeded the 
tolerance of their families or the commu- 
nity. Often it was the latter who had 
pushed the patient to seek our assistance ; 
but even when it was the patient himself 
who had independently sought help, he 
typically looked upon us as a temporary 
shelter against a short-lived storm and was 
neither willing nor able to participate 
effectively in long-term psychotherapy. 


MODIFICATION OF INITIAL AIMS 


It was clear that many modifications of 
our initial aims were in order, and we 
attempted to shift our efforts from inten- 
sive work with the individual patient to 
briefer and more directive approaches, 
both individual and group, and to ways 
of dealing with the social unit of which 
the patient was a part. Although in theory 
all our professional staff agreed that 
modifications were necessary, in practice 
We encountered many obstacles to every 
suggested change, The clinic’s continuing 
bias in favor of intensive, individual 
psychotherapy and in opposition to soma- 
totherapy or briefer forms of psycho- 
therapy has multiple determinants, to be 
sure, and we can hardly lay claim to 
having identified all of them. But certain 
factors seem highly significant, particular- 
ly because they carry with them implica- 
tions for administrative practices in com- 
munity mental health centers, for training 
of general psychiatrists and for research 
in the area of treatment. 

Resistance in the patient sprang from 
several sources. As already mentioned, ours 
is a community clinic, and one of the areas 
We serve is Greenwich Village. While 
Bohemianism is perhaps more diffusely 
spread throughout New York City in the 
1960's than it was in the 1920's, the Village 
nonetheless remains a heady concentrate of 


the new, the beat, the hip, the outré, the 
avant garde. This provides us with an 
unusual population—one which although 
economically at a low leyel, intellectually 
and educationally is typically at a high 
level. Patients drawn from such a popula- 
tion tend to be young, intense, eager, 
verbal, and often are seasoned counseling 
clients. Many have been treated elsewhere, 
others are majoring in sociology or psychol- 
ogy, and most are glibly familiar with a 
diversity of psychodynamic speculations 
that stagger even the most widely read 
resident. These are patients who, having 
learned well from the oft-repeated lessons 
of the films and the stage that psychoanaly- 
sis and cure are synonymous, expect to link 
arms with their therapists in a search for 
the “pot of gold at the end of a mnemonic 
rainbow.” They demand the talking cure, 
and like so many patients in other branches 
of medicine are quick to conclude that if 
one dose helps at all, bigger doses, more 
frequently administered, will help that 
much more. So they press for more sessions 
and for longer sessions and resent any 
suggestion that drugs, for example, might 
be beneficial adjuncts. 

At first surprising to us was something 
that we have come to recognize as typical 
of such patients: they are particularly 
resentful of any medication that works. 
Any symptom relief is suspect if it does 
not proceed from insight and understand- 
ing. As long as they produce only side- 
effects, drugs can be tolerated; but once 
they begin to fulfill their promise, they 
must be discontinued—for any one of a 
hundred pseudomotivations that can be 
proffered. 

The ambivalence of will in the patient 
who refuses to take something that helps 
hints at another significant characteristic of 
our population—the nature of the under- 
lying disorder. In 1964, for example, 
schizophrenics made up 45 percent of our 
population over the age of 10, and another 
20 percent were chronic personality dis- 
orders, While it might have been antici- 
pated that any psychiatric clinic serving 
primarily a low-income or medically indi- 
gent population would be heavily loaded 
with chronic disorders, that such disorders 


would account for two-thirds of the p 
lation would probably not have been 
predicted. Time is too short to allow a 
discussion of the many factors involved in- 
this aspect of our over-all program, but in 
part this is a result of what has elsewhere 
been called the revolving door of mental ~ 
hospitals. om 


CLINICS TREATING SICKER PATIENTS ‘ 

The net result is that community clinics 
are called upon to treat sicker patients, — 
patients for whom the classical model of — 
psychotherapy does not suffice. q 

‘And the patient is not the only one who ~ 
resists any attempt to streamline that — 
model. Families, too, and other social units — 
of which the patient is a part, often belittle 
the value of somatic treatments and seem ~ 
as ambivalent as the patient about improve- — 
ment, One of our residents was taken to ~ 
task by the family of an involutional woman ~ 
who had responded quickly to drugs; her — 
son was majoring in psychology and ~ 
quoted Glover out of context: “. .. it may ~ 
be said that whereas an adequate analysis < 
can be carried out using a five-session week 
of 50 minutes’ duration, any further reduc- 
tions should be viewed with suspicion.” 
We continue to be highly suspect to every- — 
one in the family but the patient; she, thank — 
heaven, has maintained her social cure 
for three years. 

Whatever their source—patient, family, ~ 
employer, clergyman, referring physician= — 
such pressures on the therapist to live up 
to the idealized image the community has < 
of him are difficult to endure, under any | 
circumstances, But when that idealized 
image is held also by the therapist, who 
shuns any trace of humanness in his | 
relationship with his patient as a break in 
technique, resistance to modification of 
the treatment pattern becomes almost in- 
superable. 

Like the patient's, the therapist's resis- — 
tance has multiple determinants. One of | 
the most important, it has seemed to us, 
is his training, which has tended to bind 
him tightly to a single system of psychol- 
ogy, to a particular orientation and 
technique. When the resident in training — 
comes to some degree of comfort as a — 
psychotherapist in that one technique, he 
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; generally ignores all other variants of 
therapy. He considers the use of somatic 
treatments an admission of incompetence 
or defeat, while the enlistment of ancillary 
services from the social worker or the 
occupational or recreational therapist is a 
confession of inadequacy. And just as often, 
he has never been exposed to avenues of 
aid for his patients outside the usual 
branches of the psychiatric team. Using a 
visiting nurse, a marriage counselor, a 
_ teacher, a lawyer or a vocational advisory 
i bureau never occurs to him as a possibil- 
ity, even to be rejected. Perhaps because 
in his early days of training he has had 
to do battle to establish his position and 
define his status, he is uncomfortable in 
= any role other than that of director. He 
~ cannot relinquish control, and he is likely 
_ to pit himself with his patient against all 
_ the outside world. 
In the final analysis, of course, the ex- 
tent and style of such therapist resistance 
_ will depend upon the resister himself, and 
various factors in his personality may ob- 
struct optimal functioning as a psycho- 
therapist in any setting. They deserve 
special attention in community mental 
health centers, however, because therapists 
here are likely to be responsible for a 
broader range of patients than might be 
the case in the ordinary clinic or in private 
practice, 
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NEED FOR REALISTIC GOALS 
The need to cure, the drive to be the 
omnipotent healer, is a holdover of infantile 
megalomania that dies hard in many 
physicians. In psychotherapy with patients 
of the sort who will—if our experience is 
representative—form the bulk of material in 
community mental health centers, it will 
be rare that complete cure will be a realis- 
tic goal to aim for. Yet setting limited goals 
at the very outset is difficult for many 
therapists. Even more difficult, if they have 
any tendency to rigidity or stereotypy, is 
the ever-present need to modify and shift 
goals, approaches and methods. It is the 
patient who is sick, after all; so it is the 
therapist who must be flexible and able to 
adapt his approach to the needs of the 
patient. He must learn to tolerate relative 
defeat and to fix his sights on less ambi- 


tious goals in many cases without feeling 
that he is incompetent. Much of the super- 
visors role, we have found, is assuaging 
the resident’s guilt that he cannot remove 
all the patient’s symptoms but must focus 
instead on getting his patient to function; 
that 50 minutes may not be the best amount 
of time for a patient; that drugs may be 
useful and indeed even better than inten- 
sive psychotherapy alone; that psychiatry 
has not yet reached the enviable position 
of affording the answer to everything. 

We have come to believe that most of 
our patients are best handled by a brief 
contact approach, consisting of: 1) early 
and rapid evaluation by a physician; and 
2) prompt initiation of limited directive 
measures aimed at alleviation of exist- 
ing symptoms with psychopharmacologic 
agents, and/or guidance, counseling, envi- 
ronmental manipulation, family conferences 
and the like, to restore equilibrium to the 
social unit of which the patient is a part, 
and/or referral to the community agency 
that can cope most competently and ef- 
fectively with the psychosocial pathology. 
Each resident in the clinic is expected to 
maintain medical responsibility for each 
patient he sees until that patient is ter- 
minated from the clinic’s rolls. If he feels, 
on the basis of the first interview, that 
no further service is indicated, he may dis- 
charge the patient directly. If the problem 
appears to be more social than psychiatric, 
the resident may refer the patient to 
social service for disposition. He may ac- 
cept the patient into his own drug group, 
or into his own psychotherapy group, or 
carry him as an individual therapy case. 
If the patient’s schedule does not mesh 
easily with the resident’s, the patient may 
be referred to another therapist’s group or 
individual sessions or he may be referred 
to the evening clinic where he will re- 
ceive a maximum of 15 individual sessions. 

At any point in all this, if the patient is 
found to need hospitalization, the same 
therapist is expected to follow him 
through his inpatient treatment period and 
to retain responsibility for the over-all 
direction of treatment, no matter what that 
entails. Essential to the functioning of a 
community clinic are, first of all, the broad 
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range of services that must be continuously 
available to any patient, and second, 
continuity of care maintained in the face 
of shifting needs of the patient and the 
community. Characteristic of our clinic is 
the continuing expansion of services avail- 
able, including use of paramedical inpatient 
units on an as-needed basis. But whether 
any patient is to receive intensive, long- 
term, individual therapy; group therapy; 
family therapy; chemotherapy; electrocon- 
vulsive treatment; social case work; social 
group work; vocational counseling; occupa- 
tional therapy; recreational therapy; home- 
maker service; instruction in social skills or 
housewife skills; or any combination of 
the many services afforded will depend 
upon periodic re-evaluation of progress to 
date. 


CONTACT WITH COMMUNITY AGENCIES 

Continuity of care in the sense in which 
we use it does not merely mean that the 
patient keeps the same doctor as psycho- 
therapist, but that the same therapist 
initiates and maintains a consultative re- 
lationship to all the agencies and service 
units with which the patient deals. We do 
not attempt to duplicate, within our own 
clinic, services and functions that are al- 
ready available in the community; rather, 
we emphasize maximal and optimal utiliza- 


tion of already existing agencies. We be- 


lieve that our major function with many pa- _ 
tients is to provide the community with — 
guidance, interpretation and advice on an — 


active, ongoing basis in its attempts to 
handle people with whom it cannot get 
along and yet cannot reject or ignore. We 
must often move out into the community 
in the role of educators, as a way to 
foster development of more realistic atti- 
tudes to the socially misfit, the emotionally 
disturbed and the mentally ill and as a 
way of promoting mental health in the 
community. We can no longer afford the 
luxury of dealing with the patient alone: 
we must move beyond mere treatment into 
those long-neglected arms of medical care, 
rehabilitation and early detection and— 
hopefully—prevention. 

This need points the way for some modi- 
fication of our traditional training efforts. 
We must afford our students a broader 
base within general psychiatry than they 
are generally provided; this means training 
in a number of different methods of treat- 
ment and a number of different behavioral 
sciences, earlier exposure to the use of 
community resources and the fostering of 
a critical attitude that will provoke constant 
reassessment of the therapist’s tools and 
techniques. 


SHORT-TERM TREATMENT UNDER AUSPICES OF 
A MEDICAL INSURANCE PLAN 


HELEN HERSHFIELD AVNET 


The short-term or “crisis intervention” ap- 
proach to psychiatric treatment is increas- 
ingly emphasized by the various commu- 
nity segments concerned with operating 
decisions. Such an approach is certainly 
helpful in attempting to service more of the 
patients who need treatment. Long-term 
reconstructive psychoanalysis, irrespective 
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of its merits or demerits, cannot seriously 
be considered in the search for a solution 
to the massive dilemma of mental illness. 
A therapist can provide crisis or sup- 
portive therapy for 15 to 25 patients in the 
time an analyst would devote to one. 

The costs are correspondingly disparate. 
It requires no mathematician to realize that 
annual recurrent expenditures of three to 
five thousand or even one thousand dollars 
for one patient for one elective type of 
service are out of the question, not only for 
most individuals but for most community 
groups, insured or otherwise. Thus limit- 
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ed therapy becomes, generally speaking, 
the alternative to no therapy, the most 
expedient method of utilizing available re- 
sources for the greatest number of patients. 
What about results? Is limited treatment 
merely a device of expediency, or is it also 
justified therapeutically? In the absence of 
treatment standards and criteria for suc- 
cess, those actively engaged in experiment- 
ing with paths to broader distribution are 
neither reassured nor enlightened when 
confronted with statements such as “The 
evidence for the efficacy of short-term and 
crisis consultative psychotherapy is just as 
inconclusive as the evidence for the efficacy 
_ of long-term intensive psychotherapy”(1). 
= This remark, from a monograph some- 
__ what deceptively titled Mental Disorders: 
A Guide to Control Methods, appeared in 
_ 1962—three years after the beginning of the 
_ GHI-APA-NAMH experiment! to test a 
_ community plan for short-term insurance 
-serviced by psychiatrists in private prac- 
tice. Had the statement appeared. sooner, 
_ however, it would not have discouraged 
_ the project. It has long been evident that 
if we were to await scientific proof of 
efficacy of treatment, or for that matter 
_ clear-cut resolutions of all the other uncer- 
= tainties which plague this field, we would 
P never stop worrying about varying opinions 
= and negative predictions long enough to 
initiate action. The testing of one hypoth- 
esis with an action program necessitates 
~ arbitrary assumptions and decisions about 
other unknowns. At GHI we concentrated 
on the issue of limited ambulatory insur- 
ability, hoping to settle one way or another 
the theory of accumulated need plus cur- 
rent demand leading to an overflow of 
patients and financial disaster, 


1Group Health Insurance, Inc., is a nonprofit 
fee-for-service community insurance plan for physi- 
cians’ services, operating in the New York-New 
Jersey area. From 1959 to 1962, with financial 
support from the NIMH (MH-301) it conducted 
a study of the insurability of private short-term 
psychiatric treatment by offering services to a 
sample of 76,000 of its members. Twelve hundred 
psychiatrists in the area participated, agreeing to 
fees of $20 per 45-minute individual session (to 
15 sessions) and $8 per 90-minute group session 
(to 37 sessions). Provision was also made for 
hospitalization—full-time or part-time day or 
night—and psychological testing. Results were re- 
ported in a book issued during 1962(2). 


We have found that under present condi- 
tions it is feasible to insure a typical cross- 
section of the population at a reasonable 
premium by maintaining a ceiling over the 
amount of treatment covered. Although it 
is generally impossible to obtain utilization 
figures from commercial underwriters of 
major medical coverage, it is our impres- 
sion that the proportion of ambulatory 
utilizers in comparable groups is as high or 
higher under our plan as under theirs; and 
that their complaints about over-use derive 
from their original failure to restrict use of 
long-term intensive office therapy, rather 
than from large numbers of persons flocking 
for service. We did not find it necessary to 
insist on definitions of mental illness and 
specifications of proper treatment—an ap- 
parently impossible goal then and still— 
in order to allow coverage from the first 
visit. 

The ambulatory psychiatric insurance 
now offered by GHI is testing a further 
element of risk not included under the re- 
search project: annual renewability of 
coverage for those who have already had a 
course of treatment in a prior year. 

Continuing study is also required as to 
the assumption that insurers will pay less 
for other physician services when psychi- 
atry is added to the usual ambulatory 
physician benefits, Thus far, our evidence 
fails to substantiate this hypothesis; rather, 
it leads to the observation that as a rule 
patients who visit psychiatrists appear to 
be generally medically oriented and likely 
to use more of all types of medical care 
than other patients, whether or not psychi- 
atry is readily available. It may be that 
intensive investigation over a longer period 
of time might qualify this finding, but for 

e present we cannot look to such savings 
to offset the cost of psychiatric benefits. 


IMPRESSIONS FROM FOLLOW-UP STUDY 


Turning from actuarial considerations, 
having weathered the initial predictions of 
bankruptcy, we were able to take up the 
question of how the program served or 
failed those who used it. We approached 
this originally by means of psychiatrists’ 
evaluations in their final reports. Subse- 
quently, a simple follow-up questionnaire 
was addressed to patients—a crude research 


for purposes of program evaluation. Al- 
though the questions were necessarily brief, 
it has been possible to relate responses to 
extensive data previously recorded—demo- 
graphic characteristics, use of nonpsychiat- 
ric medical services, psychiatric diagnosis, 
severity, previous treatment, prognosis, type 
and amount of treatment and the treating 
psychiatrist’s evaluation of progress. It is 
hoped that the complete results of our 
follow-up study will be published in detail 
at a later date. In a paper of this length, 
only a few impressions can be presented. 

We find that patients questioned two or 
three years after seeking psychiatric help 
generally report recovery or improvement. 
The over-all proportion so reporting is over- 
whelming—four out of five. The proportion 
varies among different segments of the pa- 
tient population, but at least half of every 
cohort falls into an improved category. 
Among male and female patients of all 
ages, all occupations, all education and in- 
come levels, all diagnostic categories, in- 
cluding psychotics as well as neurotics, all 
prognoses including the unfavorable, all 
types and degrees of treatment, we find no 
group which could be singled out as a 
poor-risk group from the viewpoint of sub- 
sequent mental health self-rating. These 
self-ratings tend to reinforce the opinions 
rendered earlier by the treating psychia- 
trists, There are a few notable exceptions. 
Of patients who discontinued their visits 
after fewer than 6 sessions, 78 percent 
report recovery or improvement, whereas 
only 46 percent had been thus rated by 
their psychiatrists. In fact, most of the 
patients whom the psychiatrists listed as 
unimproved or uncertain after treatment 
list themselves as improved, on follow-up. 
Conversely, most of the patients who 
see no improvement had been rated im- 
proved by their psychiatrists. 

This means that if we were to attempt to 
center a program around those most likely 
to improve after treatment, disqualifying 
the others as a bad investment of resources, 
we could not, in the present state of the 
psychiatric art, rely on our treating psychi- 
atrists to make the selection. Neither could 
we rely on any other preliminary informa- 


tion available at the beginning of treatment, 
since according to all the indices at 
disposal the odds are in everyone's fi 

One of the difficulties we have in inte 
preting the data is the fact that most of ~ 
the psychiatrists in our area regard long- ` 
term treatment as the treatment of choi 


celerated their approach because of the 
insurance limitation were pleased by the 
good results achieved. | 
No one can say whether or how ou 
findings would have varied, if all our pa: 
tients had visited psychiatrists more sym 
pathetic to the crisis-oriented direct aj 
proach. In testing the relationship betwee: 
number of visits and subsequent self-ratings — 
of mental health status, including addi- 
tional visits after exhaustion of project — 
benefits, we do not find differences of suffi 
cient magnitude or consistency to demon: 
strate causal relationship between longer 
treatment and greater reported improve 
ment. Although intensive-extensive treat- 
ment is undoubtedly beneficial in some ~ 
cases, factors other than the number of | 
sessions contribute to success or failure, ~ 
But detailed analysis of cases reporting 
no improvement reveals no distinguishing | 
characteristics to explain their failure in the | 
face of four-to-one odds in favor of im- 
provement. t 
Moreover, we cannot determine the ex: 
tent to which those who report improve 
ment owe this to psychiatry. There are 
those who will say that time would have © 
taken care of many of these patients’ prob- 
lems without any treatment at all. But it is 
worth noting that less than 5 percent of 
the respondents report hospitalization si 
the project. We believe that this rate might 
have been substantially higher had a 
bulatory treatment not become availab 
when it did. j 
We also find that over 90 percent of- 
the patients consider the project wot . 
while, including half of those who report 
no improvement. Whatever their reaction 
to psychiatry or to a particular psychia! ; 
the patients appreciated ready access 
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psychiatric aid with no “deductible” strings 
attached, no waiting periods for service, 
no exclusion of pre-existing conditions. 
4 Such appreciation is shown not only in 
© comments on the project itself but also in 
| teactions to the follow-up study; some pa- 
_ tients are pathetically grateful for any in- 
_ terest shown in their progress. Apparently 
some psychiatrists do take the trouble to 
_ follow up on their own, but our impression 
_ is that the majority do not, just as they do 
"not report to the patient's family physician. 


| NEED FOR “SOMEONE WHO CARES” 


This need for “someone who cares” is 
certainly one important key to the mystery 
~ of response and nonresponse to treatment; 
more than any of the measurable factors 
< such as age and sex and socioeconomic 
status and diagnosis, the personality -and 
| competence and flexibility of the therapist, 
_ and the rapport which he establishes with 
his patients, seem to provide the missing 
clue in many cases. One patient writes, 
' “He just sat there and waited for me to 
‘say something. He made no attempt to 
| find out what I was going through.” Anoth- 
Fer says, “Dr, X was wonderful. He was so 
kind and understanding. I’m sure without 
his help at the time I needed it I would 

have had a complete nervous breakdown 
and wound up in a mental hospital.” 

The observation that the attributes and 

attitudes of the individual therapist are of 
_ primary importance tends to substantiate 
4 current sociological theory but with an im- 
f portant exception. In our study, reactions 
_ to psychiatry and psychiatrists do not neces- 
_ sarily fall into nicely defined class-oriented 
categories, 

It may be that our patients are atypical 
of those studied by the sociologists in the 
sense that they are largely a functioning, 
self-supporting group, not indigent medical- 

_ ly or otherwise. Nevertheless, there appears 
to bea tendency in some quarters to lump 
_ blue-collar families with “lower-class” fam- 
ilies into a group with which it is claimed 
psychiatrists of middle-class background 
cannot establish the necessary rapport and 
which therefore requires a special ap- 
proach. Since GHI has a substantial pro- 
portion of blue-collar families among its 
930,000 members, we would be particularly 


concerned with this theory. 

In some respects, our data do bear out 
reports of other investigators : we find blue- 
collar families less interested ; when offered 
the chance to participate they are relatively 
indifferent, and on becoming eligible for 
psychiatric treatment they show a much 
lower use rate than white-collar groups. 
Ignorance, fear and lack of confidence in 
psychiatry are undoubtedly important fac- 
tors here, 

Once the great effort of the initial contact 
with the psychiatrist is managed, however, 
differences between the groups tend to 
become less pronounced, in our experience, 
Patients from blue-collar families are likely 
to discontinue treatment sooner, and the 
incidence of unimprovement is somewhat 
higher; but they still report 78 percent in 
improved categories—only 5 percent lower 
than the combined professional-executive- 
sales categories. The same pattern is found 
for education : among adults with only 
grade schooling, 73 percent report improve- 
ment, as compared with 81 percent of those 
with college degrees, 

Thus, although our figures substantiate 
the need for special devices, if larger pro- 
portions of blue-collar members are to be 
lured into treatment, they do not support 
companion theories of a two-class society 
requiring distinct class-based approaches 
to therapy. While all patients undergoing 
reconstructive analysis are probably in the 
“upper middle” classes, it does not follow 
that all patients in these classes are suited 
to reconstructive analysis. Blue-collar and 
deprived groups have no monopoly on 
frustrated reactions to the psychiatric 
mystique. We encounter overlapping com- 
ments from all classes, indicating that the 
reconstructive analytic leisurely approach 
which repels a truck-driver may also repel 
an executive, while an empathic direct 
approach may appeal to both, 


CONCLUSION 


In evaluating GHI’s psychiatric program 
purely on the basis of impressions derived 

om our own records, we can conclude that 
with some modification our original plan is 
at the very least a good beginning and 
worth continuing, The Coverage was avail- 
able on a private, confidential basis at the 
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time it was needed. Those who used it com- 
mended the project which made it pos- 
sible. The majority of patients had never 
had treatment before, although reporting 
conditions of long standing; there is no 
question that the project removed many of 
the financial and psychological barriers 
which previously prevented them from 
seeking treatment. And the 81 percent 
who report recovery or improvement two 
or three years later certainly encourage 
the belief that something worthwhile was 
accomplished, even though we are not in 
a position to measure its precise nature, 
cause or extent. 

The GHI research project, with the bless- 
ing of the APA, the NIMH and the NAMH, 
was the first community-based study of pri- 
vate ambulatory psychiatric insurability. It 
is gratifying to note that the success and 
documentation of this pilot project have 
encouraged others as well as GHI to offer 
nondeductible ambulatory treatment to 
groups covered for other types of physician 
services. We have had requests for informa- 
tion from all sections of the country, from 
different community segments—govern- 


DISCUSSION 


Jerome Frank, M.D, (Baltimore, Md.)— 
The four very interesting contributions to this 
symposium cover a broad range of current 
perspectives on brief psychotherapy and also 
foreshadow how this form of treatment may 
evolye. At one extreme Dr. Wolberg, in his 
usual clear, persuasive and thoughtful way, 
focuses sharply on the therapeutic dyad and 
takes as his model the genetic, dynamic form 
of psychotherapy in which the basic aim 
is to uncover unconscious determinants of be- 
havior. He modifies this for the purposes of 
brief therapy by offering interpretations sooner 
and by stressing active encouragement and 
education. However, the social context of the 
patient’s life is still only on the periphery 
of his attention. 

Dr. Natterson, although he finds it neces- 
sary to make the usual genuflection to un- 
conscious needs, in his examples actually re- 
gards the patient as a member of a social 
unit, namely a marriage, and offers skilled 
advice to the wife as to how she could 


ment, industry, labor, universities, volun- 
tary health groups, socially-minded psy: 
chiatrists, Blue Shield, even commercial © 
insurers. The United Auto Workers are 
taking up where we left off, adding clinic 
services to their coverage. The Retail Clerks 
Union in Los Angeles has apparently 
eliminated the private psychiatrist, and 
offers clinic coverage through full-time psy- 
chiatrists and psychologists. The Police De- 
partment of the City of New York has 
been experimenting with a crisis-oriented 
program of psychotherapy for its members. — 
It is to be hoped that the results of 
these and other such projects will be pub- 
licized, as ours have been(2). Only through 
full reporting and continuing evaluation of — 
all the experiments will we be able to dis- 
entangle myth and supposition from reality 
in achieving eventual solutions. 3 
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modify her behavior so as to gain more 
friendly responses from her spouse. That is, 
he is implicitly treating the marriage through 
one of its members. 

Dr. Campbell shifts the focus of his de- 
scription to the patient's interaction with his 
effective environment and to psychotherapy as 
a community function. He sees the psychiatric 
clinic as a shelter for the patient in a short- — 
lived storm, and psychotherapy as a means 
of helping the patient to recover his personal 
equilibrium and restoring the equilibrium of — 
his social unit. His presentation also well 
documents how the form of treatment is 
influenced by socially determined expectations 
of patient and therapist. 

Mrs. Avnet, finally, views psychotherapy 
primarily as a function of society, the aim 
of which should be to help as many pa- 
tients as possible at the lowest cost. She notes 
that as judged by a two- to three-year fol- 
low-up study (details of which are promised — 
for a subsequent publication), brief psycho- 
therapy—not more than 15 weeks of indivi- 
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dual therapy or 37 weeks of group therapy— 
helps four-fifths of the patients and that 
those who stop within six sessions report as 
good results as the rest, despite the skepticism 
of their psychiatrists.. Of special interest is 
the evidence she cites against the commonly 
held view that psychotherapy is essentially a 
middle-class form of treatment. To be sure, 
blue-collar workers may drop out sooner and 
appear less interested in psychotherapy, but 
_ their actual improvement rate is closely com- 
parable to that of white-collar patients. This 
is in line with our own findings, 

It would appear from these studies viewed 
in conjunction that to be maximally effec- 
tive, brief psychotherapy requires greater em- 
phasis on certain features of the traditional 
approach and de-emphasis of others. We must 
view psychotherapy not as an exclusive trans- 
action between therapist and patient but as 

means of rehabilitation, the object of which 
ds to restore the patient as rapidly as possible 
_ to an acceptable level of functioning in society. 
As such, it involves responsibility to the com- 

unity as well as the 


tion with 
Although 


unconscious conflicts may height- 
en the patient’s vulnerability, mental illness 
is viewed essentially as a collapse under 
stress, leading to self-perpetuating and self- 
avior patterns that produce sub- 
ss. From this standpoint, it is 
to separate symptoms from causes, 
mt is aimed squarely at substitu- 
ting adaptive for maladaptive behavior, This 
requires ae on the patient’s current in- 
teractions with others that erpe i 
difficulties, rather than their ae ee 
It requires, furthermore, a continuing ef- 
fort to define and circumscribe the goals of 
_ treatment. Here I think we can take a leaf 
from the developments in military psychia- 
try. Today the evacuation rate of psychiatric 
casualties has dropped to below one percent, 
and 65 percent are now returned to combat 
duty. This has been achieved by a sharp 
change in the military psychiatrist’s perception 
i of disability. Instead of viewing it as an ex- 
pression of intrapsychic conflicts, he regards 
__ it strictly as a response to battle stress. The 
effort is made clearly to define the standard 
of performance to which the patient must 
_ teturn and to focus treatment on getting him 
back up to it as rapidly as possible. This 


= 
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approach also implies confidence that the pa- 
tient can pull himself together rapidly. 

Analogously, in civilian practice we should 
think in terms of restoring the patient’s ability 
to perform his major social roles. This may 
involve overcoming a particular disabling 
symptom such as a phobia, improving his 
work habits or his ability to get along with 
bosses, helping him to be more friendly with 
his spouse and the like. Interactions with 
the patient should be tailored to achieve these 
ends, This often requires involvement of other 
members of his social unit in the treatment 
process, to help them be more supportive to 
him. This, of course, implies extensive use of 
family and group techniques and collaboration 
of social workers and community agencies 
where appropriate. 

Returning to the patient himself, we should 
make full use of psychopharmaceuticals to 
dampen his anxiety, lift his mood and re- 
integrate his thinking, thereby strengthening 
his adaptive powers. We shall also probably 
find a place for LSD and similar agents that 
arouse the patient emotionally and increase 
his susceptibility to environmental influence, 
thereby facilitating the processes of attitude 
and behavior change, 

At a psychological level, we must utilize 
a wide range of techniques to correct symp- 
toms or maladaptive behavior. Interpretations 
have a place, but seem more effective when 
directed toward the interpersonal function of 
symptoms rather than their genetic-dynamic 
origins. I have seen apparently deeply rooted 
obsessions and phobias rapidly improve when 
the patient came to see that they were 
oblique attempts to convey a perfectly con- 
scious and justified emotion, such as anger 
at a spouse for his neglect, that the patient 
feared to express openly. Since the message is 
disguised, the recipient cannot decipher it 
and so things go from bad to worse, If 
through therapy the patient finds the courage 
to express his feelings directly and effectively, 
so that the other person can respond appro- 
priately, the symptom loses its purpose and 
disappears, 

Interpreting symptoms in terms of their 
adaptive function rather than their origins 
is only one way of helping the patient back 
to duty, as it were. We psychiatrists do 
not make sufficient use of quite different tech- 
niques, developed mainly by psychologists but 
also by psychiatrists such as Joseph Wolpe, 
under the general heading of behavior therapy. 
These methods seem to be effective for elim- 
inating specific phobias and correcting cer- 
tain deviant behavior patterns, 
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Although Kerbikov(5) first reported the 
use of electric sleep in the English litera- 
ture in 1955, little interest was shown in this 
form of treatment until the appearance in 
this country of several foreign-made in- 
struments. Recently there have been indi- 
cations that the sleep-producing devices are 
effective in normal subjects, in psychiatric 
patients and in patients with muscle-tension 
syndromes(1, 2, 4). More extravagant 
claims without documentation have ap- 
peared in newspaper and magazine arti- 
cles(7), and it has been said that the Rus- 
sian space scientists were experimenting 
with the use of such devices for producing 
long periods of sleep in astronauts on in- 
terstellar flights. 

Our own interest in these devices con- 
cerned two rather practical questions : 1) 
Are they capable of producing sleep with 
such facility that they would be useful in 
conjunction with EEG recordings as part 
of the clinical test? 2) Is the phenomenon 
of electrically induced sleep of sufficient 
intensity that it would be useful in the 
treatment of various psychiatric disorders 
associated with sleeplessness or disturbance 
of the sleep cycle ? 

In studying the changes in such a subtle 
function as the onset of sleep there is neces- 
sarily a formidable problem of controlling 
factors of internal and external condition- 
ing. Consequently, in the experiments to be 
described our interest was essentially con- 
fined to validating the contention that sleep 
onset could be controlled and manipulated 
reliably by the apparatus at our disposal. 
We leave to others the formidable task of 
excluding factors of suggestion when the 
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positive effects are of a low order of mag- 
nitude. a: 

Because electroencephalographic moni- 
toring has allowed a more precise definition 
of the states of alertness and of sleep, it ` 
was used to determine the existence of sleep ` 
before and after treatment. Furthermore, — 
EEG monitoring was considered desirable 
as a means of detecting any possible dam- ~ 
age resulting from the passage of electric — 
current through the head. Apart from the ~ 
possibility that damage-induced EEG slow- — 
wave activity might occur, there was also a 
question as to whether electric sleep would ~ 
produce disturbances of fast activity such — 
as frequently accompany sleep initiated by 
hypnotic drugs. 


PROCEDURE 


The observations were carried out on two 
groups of subjects: one of normal volun- ~ 
teers and one of psychiatric patients. The Be 
normal subjects (Table 1) ranged in age 
from 24 to 55 years, and the majority of | 
them were technicians or physicians inter- ; 
ested in the possibility of obtaining sleep J 
by this method. Their attitudes toward ~ 
these devices ranged from mildly skeptical — 
to openminded. Observations on the nor- — 
mal subjects were carried out in the morn- 
ing or afternoon. 

Psychiatric patients (Table 2) who were 
under treatment at the Rochester State Hos- 
pital formed the patient group. Observa- 
tions were carried out in the morning or 
afternoon. The patients were told that this ` 
instrumentation was part of their diagnosis ` 
and treatment, and they were assured that ” 
this was not a form of electroshock treat- 1 
ment. They were not told that the device i 


LES 


was meant to put them to sleep. 

Conventional, bilateral, frontal, parietal, 
occipital and ear electrodes were secured — 
by collodion and filled with electrode jelly. A 
The appropriate eye and mastoid electrodes y 
of the sleep machines were applied with ` 
head straps after the interpolation of sa- 


ý TABLET | 
Normal Subjects Participating in Evaluation of Russian Electrosleep Machine 
A CYCLES $ ` 
PER SUBJECTIVE 
t CASE AGE TRIAL SECOND VOLTAGE EFFECT ELECTROENCEPHALOGRAM | 
1 24 1 55 10 Drowsy Reduced alpha amplitude 
a} 37 1 10 10 Drowsy Reduced alpha amplitude | 
f 3 28 1 55 12.5 Drowsy No change 
4 32 1 7.5 12.5 Alert No change 
5 32 1 5.5 10 Very drowsy ; No change 
sleep (?) 
6 28 1 10 11 Drowsy No record 
7 33 1 75 15 Intermittent : Sleep changes 
7 drowsiness and 
i sleep (?) 
8 33 1 75 9 Alert No change 
2 25 10 Alert No change 
3 14 15 Alert No change 
9 33 1 10 4 Alert Reduced alpha amplitude 
p 34 1 75 15 Drowsy Reduced alpha amplitude 
1 32 1 14 13 Sleep No record è 
12 55 1 15 5 Alert No record d 
— = 
line-soaked pads over the eyes and mas- electroencephalograph before and immedi- 


processes, The subject then relaxed ately after the use of the sleep machine, 
rtably in a quiet room with low il- Recording during the application of electro. > 
5 sleep was not possible due to artifact caused 

__ The EEG instrument was usually oper- by the stimulus current. After the patient 
ated in the same room but was not in use had become relaxed and after adjustment 
i iy electrosleep period. Six channel of eye and mastoid sleep electrodes for 
gs were made on a Grass type maximum comfort, the initial five- to ten- 

MIC (time constant 0.18 second) standard minute EEG record was taken. After com- 


r TABLE 2 
r Psychiatric Patients Participating in Evaluation of Japanese Electrosleep Machine : 
2 Fixed Frequency 10 Cycles Per Second ; Voltage 10 to 15 Volts 
i SUBJECTIVE 
CASE PSYCHIATRIC PROBLEM AGE TRIAL EFFECT ELECTROENCEPHALOGRAM 
1 Reactive depression; hypochondriasis 57 1 Drowsy No effect 
2 Drowsy No effect 
2 Reactive depression ; insomnia 40 1 Drowsy; Sleep (2) Sleep 
2 Alert No effect 
3 -Phobic reaction; insomnia 62 F Drowsy Reduced alpha amplitude 
Sleep Sleep 
4 Anxiety 43 1 Aert No effect 
2 Alert No effect 
5 Anxiety; depression 53 1 Increased anxiety No effect 
2 Alert 
6 Reactive depression; insomnia 37 1 Alert thie 
2 Alert No effect 
7 Reactive depression 21 1 Drowsy; sleep (2) No effect 
2 l 
8 Chronic anxiety; hypochondriasis 42 1 nll ic reat 
2 Drowsy No effect 
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pletion of a satisfactory EEG recording, 
the electrosleep session was commenced 
with application of the current at a low 
value unfelt by the subject or patient. The 
current was then adjusted to a strength 
producing mild but undisturbing flicker in 
the field of vision. This was continued until 
the subject or patient went to sleep or sug- 
gested that he did not feel drowsy and did 
not wish to continue longer with the pro- 
cedure. Periods of electrosleep stimulation 
ranged from 20 to 45 minutes. 


APPARATUS 


Russian instrument. The Russian sleep in- 
strument (Figure 1) was imported by 
the Waters Corporation, Rochester, Minn. 
It consisted essentially of a mains-operated 
vacuum-tube multivibrator circuit giving 
frequency control from 1,5 to 60 cycles 
and a voltage range (with a load of 2000 
ohms) of 0 to 19 volts. A square wave out- 
put was produced. The voltage range ac- 
tually employed in these observations was 
between 10 and 15 volts. There were four 
metal electrodes attached to a rubber head- 
band. Contact with the eyelids and with 
skin over the mastoid processes was en- 
sured by soaking cotton wadding in normal 
saline for placement under the electrode. 
The negative electrodes were placed an- 
teriorly and the positive, posteriorly, The 
Russian instrument was used on normal 
subjects only, since serious accidental dam- 
age of the electronic mechanism prevented 
its use in the second part of the study. 


FIGURE 1 
Fye electrodes, head strap and connecting lead of 
Russian mains-operated vacuum-tube electrosleep device 
are in place, Bilateral mastoid electrodes are not in view, 
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Japanese instrument. The Japanese sleep 
instrument used is known as “Good Sleep’ 
and is manufactured by the Kawasaki 
Electric Company (Figure 2), This instru- 
ment differs from the Russian model in that 
it is entirely battery-operated from a 22,5- 
volt dry cell. When tested on a load of 
10,000 ohms, it produced an output voltage 
ranging from 3 to 22 volts, square pulses 
of 1.5 milliseconds duration during a repeti- 
tion frequency of 10 cycles per second. 
This frequency cannot be altered on the 
“Good Sleep” model, After the Russian 
model was damaged, the Japanese sleep 
instrument was used to complete the study 
on the normal and patient subjects. 


FIGURE 2 
Eye electrodes, head bands and bilateral mastoid elec- 
trodes of Japanese transistorized battery-operated “Good 
Sleep” electrosleep device are attached to subject, 


RESULTS 


Normal subjects (Russian device). Eleven 
men ranging in age from 24 to 55 years and 
one woman, aged 50 years, were tested 
with the Russian device during single trials 
of one-half hour each, (One subject was 
tested on three successive occasions.) An 
attempt was made to use the frequency and 
voltage range which was detectable to the 
patient but produced no particular discom- 
fort. The frequency usually ranged from 5 
to 15 cycles per second, and the voltage 
ranged from 10 to 15 volts. Sensations of 
prickling, burning, tapping and flickering 
were perceived most frequently, often 
causing some discomfort which disappeared 
as the voltage was reduced. The eyes and 
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_ the jaw were the common sites of discom- 
* fort. Nine of the subjects had EEG record- 
ings before, during (with the current 
turned off) and after each trial. 
Many subjects complained of discomfort 
due to the harness or to sensations pro- 
duced by the electricity. Definite sleep oc- 
curred in only two subjects. This was con- 
firmed by EEG changes as shown in Figure 
8. The subject in Figure 3 showed rather 
sparse alpha rhythm in the control record- 
ing seen in the upper part of the tracing 
before the stimulus had been applied. After 
stimulation for 20 minutes at 15 cycles per 
second and 7.5 volts, the subject was noted 
to be sleeping. Sleep continued after re- 
moval of the stimulus as indicated in the 
second part of the tracing which shows slow 
waves and spindle activity. 


} FIGURE 3 
EEG recordings on normal subject before and after use 
of Russian electrosleep device reveal changes in sleep 
= record which show slow waves, spindles and occipital 
“lambdoid waves” associated with sleep presumed to 
, have been induced artificially, 
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In the few subjects in which sleep oc- 
curred, it was light and intermittent. Slight 
drowsiness occurred in four subjects as in- 
dicated by some diminution in alpha am- 
plitude. Most sleep or drowsiness occurred 
in four subjects including the subject on 
_ whom several trials were performed. No 

person slept for long intervals or for the 

duration of the complete test, and all sub- 

jects were easily aroused by external stimu- 
li such as noise. Some persons volunteered 
the information that they would have slept 
"more easily without the apparatus. 

It was concluded that sleep effects from 


this technique, if present, ‘were’ so minimal 
that they would be of no consequence in 
helping to solve the problem of sleep re- 
cordings in electroencephalography. 

Normal subjects and patients (Japanese 
device). Three normal male subjects were 
tested for 40-minute test intervals ‘before 
the Japanese “Good Sleep” instrument was 
used on patients (data not included in Table 
1). Asin the case of the Russian instrument, 
sensations consisting of vibration and flicker 
were usually felt around the eyes, Of these 
subjects, one fell into a deep sleep within 
10 minutes, but the other two were restless 
and showed no evidence of sleep. 

The instrument was then tested on eight 
female patients for two consecutive trials 
of 45 minutes each (see Table 2). The pa- 
tients were told to go to sleep if they felt 
like it but were not told that this was ai 
sleep machine. The psychiatric problems of 
these patients consisted largely of anxiety, 
phobias, hypochondriasis and depression, 
usually of the reactive type to situational 
problems and accompanied by insomnia, 
The tests were monitored by taking an 
EEG recording before and after each trial, 
and, if the subject appeared to be asleep 
during the trial, the electrosleep machine 
was tumed off and EEG recordings taken. 


FIGURE 4 
EEG of patient having reactive anxiety and depression 
shows failure of 45-minute stimulation with Japanese 
sleep device to produce changes characteristic of sleep. 
Notice widespread alpha rhythm in control and post- 
stimulation records. 
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By 
me slight drow- 
siness was indicated by reduced alpha am- 
plitude in the EEG. ae 

An example of failure to produce sleep is 
shown in Figure 4. It shows a patient with 
an active anxiety depression whose control 
recording shows widespread and persist- 
ent alpha activity. In a second series of 
tracings taken 45 minutes after stimulation 
at 10 milliamps and 10 cycles, there was 
still widespread alpha rhythm but no sleep 
had occurred. 

On the other hand, Figure 5 shows an 
example of a patient with depressive reac- 
tion who failed to sleep during the first 
test, but who showed moderate to deep 
sleep, with spindles, on a second test car- 
ried out two days later. The parameters 
of stimulation were the same in both in- 
stances. In other cases there was moderate 
restlessness or increased anxiety during the 
trial. 

As in the case of the Russian device 
used on normal subjects, there was a fail- 


than might have been expected in natural 
unassisted sleep in these subjects. Py 

No EEG patterns attributed to cerebral — 
injury were observed after stimulation with 
either the Russian or Japanese device, 


COMMENT 


Originally the Russians based this methoc 
of electrosleep on Pavlovian conditioning 
theory(1); that is, they invoked a phe- 
nomenon called “parabiosis” which is de- 
fined as a special condition of excitable ti 
sue, a condition produced by the effect of 
stimuli unusual for the tissue and which 
represents a persistent state of changed 
excitability. Parabiosis is considered to be ~ 
inhibitory. Pavlov postulated that three 
types of external stimuli give rise to in- 
hibition; namely, the very weak, the very 
strong and the unusual. He believed that 
foreign stimuli, when repeated, led to the 
development of inhibitory conditions of 
the cerebral cortex. Prolonged stimulation 
leads to profound inhibition which encom- 


FIGURE 5 
Attempted sleep ‘induction failed in patient having reactive depression on first test with Japanese instrument 
but succeeded in second test 2 days later. In lower right, note absence of alpha rhythm and presence of 
sleep spindles indicating EEG evidence of sleep. 


AGE:2/ 


CONTROL 
LEW Mena tinct Needy aa 


RP yhang nanira aaa 
L ONNEAAN AA a aa ai a 
eens NAN et aeai eer dd 


Ref-Right ear 


Ist TEST 4-18-63 


AFTER 45min. STIMULATION /Oma, /Ocycles/sec.-NO SLEEP 
PARANA ANA m A A AAA dW iy inane 


rantan AN a aa aa Aan aaa 
reaa leet An NV A na aA ayaa. 
soared ita dinaanan aatto iinan inl nl IAIA 
VANA AA AAN N a AAA a aag 
AKAA A ENN NAA gon Aaaa 


2nd TEST 4-20-63 


CONTROL 

E Haladas aapa aeiaai a 
Aai AA A a a aa aaa 
EAA NA NANA A A aA 
era a a aT E aa a Tan aana n Aa danaa 
sanyari aenda naa 


L Apna aoi NAA NAA IANA AAN A AAN 


AFTER 20min. STIMULATION /0ma, /Ocycles/sec.- SLEEPING 


158 


passes the cerebral hemispheres and by 
irradiation descends to the lower brain- 
stem centers. Hence, sleep is thought of as 
produced by cortical inhibition directly 
with secondary irradiation to subcortical 
centers. 

In Russia, electrosleep appears to be 
used primarily by psychiatrists(3, 6, 7, 9). 
Various Americans touring the Soviet Union 
have described the use of electrosleep 
where it is given for two-hour intervals 
on consecutive days for approximately 15 
to 20 treatments(8). Improvement is 
claimed for such conditions as reactive 
neuroses, asthenic states and psychoreactive 
forms of schizophrenia. Hypertension and 
theumatic encephalitis (chorea) have also 
been benefited, but involutional melan- 
cholias are believed to be made worse. 

The results reported in this investigation 
indicate that both Russian and Japanese 
sleep machines are relatively ineffectual in- 
struments. However, as indicated previous- 
ly, the design of these experiments was not 
such that would detect very minimal sleep- 
inducing properties. It is possible, for in- 
stance, that some of our subjects went to 
sleep more quickly than they would have 
done without the device. It would require 
extensive control observations and a much 
larger series of subjects and patients to 
settle this matter. 

Apart from a practical failure to demon- 
strate effective sleep-inducing properties, 
it can indeed be doubted whether the 
relatively small currents produced by 
these instruments could have a significant 
neurophysiologic effect on the brainstem or 
cortex, as has been claimed by the Russian 
workers. It is more probable that the 
most significant part of this current travels 
in the skin and does not penetrate the 
cranium and that a more likely explanation 
of sleep-inducing effects, if they can be 
demonstrated, is the monotonous flicker 
sensation induced in the visual fields, 
Clinical experience with photic stimula- 
tion and observations originally reported by 
Pavlov indicate that at low intensities, and 


if long continued, flicker stimulation may 


produce a significant hypnotic effect. 


SUMMARY 


When tested on normal subjects and pa- 
tients with various psychiatric disorders, 
the electric “sleep-inducing” devices have 
been found to be ineffective from a practi- 
cal standpoint, although behavioral observa- 
tions and EEG monitoring have indicated 
the onset of normal drowsiness and sleep 
patterns in some subjects and patients. No 
clinically evident EEG disturbances of a 
pattern attributed to injury have resulted 
from the use of the devices. There is some 
question whether currents of the magnitude 
employed would penetrate the cranium in ~ 
sufficient intensity to produce the complex 
changes theorized in the Russian literature, 
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Frequent admission of physicians’ wives 
to a private psychiatric hospital raised the 
question of a possible relationship be- 
tween the husbands’ occupation and the 
occurrence and manifestations of illness in 
the wives. The present study was under- 
taken to investigate this possibility. 

For the years 1960 through 1963, the 
first 50 cases meeting the following criteria 
were selected for this study: the record 
~ had been completed (patient was dis- 
charged), the patient at the time of ad- 
mission was married to a physician, the 
illness was not definitely ascribable to 
organic factors (as in one case of a 
meningioma and another of cerebral ar- 
_ teriosclerosis ). 

Hospital records were used exclusively 
in this research; none of the patients was 
treated or interviewed by the author. 
Histories from 40 of the physician-hus- 
bands were obtained by the 31 different 
therapists who treated the patients. In addi- 
tion, material presented by the patients in 
therapeutic sessions was recorded in their 
charts, Also included were copies of re- 
cords obtained from other hospitals and 
therapists, reports of social service workers 
who interviewed family members and the 
results of psychological testing including 
the Minnesota Multiphasic Personality In- 
ventory. 

At the time of admission to hospital, the 
patients were of a mean age of 40.2 (25-62) 
years; the mean age of onset of illness was 
33,9 (15-54), with a peak (23 patients) 
in the 29-35 year age group. The onset of 
Á illness was established as the time when 
the first overt symptoms appeared that 
eventually led to psychiatric treatment. 

Marital history. At the time symptoms be- 
came overt, patients had been married 12.8 
(1-18) years and were admitted to the 
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_of the others had a history of severe 


hospital after an average of 19.1 (2-31) — 
years of marriage. They had been married 
at a mean age of 21.1 (17-33). r. 
Older than their wives by an average of — 
5.6 years, the husbands had been a mean 
age of 26.7 at marriage. Ten of the doctor- — 
husbands were eight or more years older 
than their wives. One of the husbands had — 
been hospitalized for drug addiction; none ~ 


psychiatric illness. According to their wives, — 
the husbands were undemonstrative (12), 
stilted or cold (12), dependent and pas- 
sive (11), domineering (11), a failure at 
fulfilling the responsibilities of husbands 
and fathers (11) and stern, compulsive and 
perfectionistic (8). 

The frequent absence of the husband was 
a complaint mentioned by 26 patients, and 
in 16 cases was specifically noted by the 
therapist as a precipitating factor in the 
patient’s illness. Seven of the wives who at 
one time had actively participated in the 
husband’s medical practice stated that they 
felt excluded and left out after the hus- 
band acquired other nursing and office — 
help. At the time the wife’s illness began, 
the mean age of the doctor-husband was 
39.5, and, with the exception of six men, 
three just beginning to practice, one 
in residency and two who were doing — 
poorly, the husbands were engaged in busy _ 
and successful careers. 

In only nine couples were frequent and 
mutually satisfying sexual relations des- 
cribed as having existed throughout the 
marriage. While considerable variation was 
present among the remaining couples with 
regard to frequency and enjoyment of inter- 
course, in 13 of these couples relations were 
nonexistent, very infrequent or mutually 
unsatisfactory. S 

Family background. There was a wide dis- 
tribution of social class, religious and ethnic 
background in the patients studied. How- 
ever, the majority were from middle class — 
families, with only seven patients specifical- 
ly described as being from upper class 
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backgrounds and six as being from definite- 
ly lower class or poor families. 

A family history of emotional disturbance 
was present in 31 of the wives’ families, 
In 18 of these families, there was a history 
in parents or siblings of psychiatric hospital- 
ization, suicide, or psychotic illness speci- 
fied in terms of diagnostic category by the 
informant. This does not include statements 
about relatives such as “religious fanatic,” 
“neer do well” or “unstable.” A history of 
gross psychiatric symptomatology in more 
= than one family member was present in 
14 cases, 

Strong negative comments about mother 
(78) far outnumbered the positive (19), 
while negative comments about father (40) 
were less frequent, almost equalling the 
= positive (35). Nine of the fathers had 
_ died before the patients fifteenth year, 
_ while four mothers had died before this 
time. Three of the patients had fathers 
- who were physicians, The most frequently 
mentioned characteristics of the mother 
_ were: domineering (18), distant (11) or 
_ rejecting (10) attitude toward the patient, 
moody (9), demanding (9) and rigid 
_ (9). Fathers were most often seen as having 
_ a close relationship with the patient (14), 
= and as being shy or retiring (13), easy- 
_ going (10), strict (8) and dependent (6). 
____ Adjustment prior to illness. Of the 19 pa- 

tients who were college graduates three 

had majored in sciences and three began 
but did not complete pre-medical courses, 

_ Nine had had some college education, but 

= did not finish, Twelve were nursing school 
graduates and two had not completed 
nursing training. Eight patients had com- 
pleted but not gone beyond the high 
school level. 

Comments about the patients indicating 
qualities generally considered to be positive 
were made by informants with considerably 
greater frequency than negative statements, 
as seen in Table 1, Many patients had 
been club members, belonged to com- 
munity organizations and entertained fre- 
quently. However, there was relatively 
little use of terms describing them as 

warm, accepting, affectionate, emotionally 
demonstrative or giving. 

Symptomatology. In many cases several 
major symptoms leading to admission were 
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TABLE 1 
Characteristics of Personality Before Iliness 


POSITIVE NEGATIVE 


Reserved or withdrawn 11 
Feels inadequate 10 


Socially active 26 
Interested in intellectu- 

al or cultural pursuits 22 
Outgoing, friendly 18 
Socially ambitious 14 
Meticulous, conscien- 


Attention seeking 9 
Few close friends 
Overly sensitive to 


œ 


tious 14 criticism 6 
Cheerful, usually in Unable to show anger 5 
good spirits 13 
Good mother, home- Somatic preoccupations 5 
maker 7 
Driving, energetic 6 Moody 4 
Affectionate, emotional- Dominating 4 
ly demonstrative 3 


presented, such as “anxiety and muscle 
spasms” or “depression and excessive drink- 
ing.” Depression was the most frequently 
mentioned of the “chief complaints” (15), 
followed by overuse of drugs (10) or 
alcohol (9), suspiciousness (8), anxiety 
(6), nonspecific emotional instability (6), 
suicidal attempt (5) and persistent pain 
(4). Also mentioned were withdrawal, ex- 
cessive hostility, agitation, hypomania or 
mania and feelings of rejection. 

In addition to those cases with pre- 
senting complaints of use of alcohol or 
drugs to excess there was a history of 
overuse of either alcohol (5) or addictive 
drugs (12) reported by informants in 17 
other cases. Seven patients had sufficiently 
long-standing histories of overconsumption 
of alcohol to warrant a secondary diagnosis 
of alcoholism. A secondary diagnosis of 
drug addiction was made in the case of 
11 patients, while 11 others had histories 
of using addictive drugs to the point of 
psychological and physiological depen- 
dence. These 22 patients had used one or 
more of the following drugs: barbiturates 
(7), morphine or morphine derivatives 
(14) and amphetamines (4), 

Included in the records of 16 of these 
22 patients was information on the method 
of acquiring the drug, Twelve women had 
obtained drugs from the husband’s medical 
supplies; in these cases, five of the hus- 
bands had either injected or given their 
wives medication, while four other hus- 


bands stated that they had been aware 
their wives were taking drugs from their 
bags or from office supplies. Of the four 
remaining cases, patients had relied pri- 
marily upon drug samples (3) and pre- 
scriptions (1). Drugs had been instituted 
for the treatment of somatic complaints in 
15 patients (for pain in 13 cases). Use of 
drugs began in six patients following 
operative procedures. 

Medical history. Twenty-eight of the pa- 
tients had had from one to six previous 
hospital admissions because of psychiatric 
symptoms; many of them were admissions 
to general hospitals for the treatment of 
alcohol or drug intoxication. Hospital ad- 
missions for physical illnesses are also 
worthy of review, as are the general medi- 
cal histories of these patients. Twenty-one 
had complaints of chronic or recurrent 
pain: eight had recurrent abdominal pain, 
while migraine (4), low back pain (4), 
severe dysmenorrhea (4), arthritis (3) 
and headache other than migraine (2) 
were also mentioned, with overlapping in 
several cases. 

In attempts to relieve pain, ten patients 
had undergone the following procedures : 
sacro-sympathectomy, spinal fusion and 
cordotomy, presacral neurectomy, pancrea- 
tic exploration (3), hysterectomy (3) and 
temporal artery ligation. No specific pathol- 
ogy was found in the above cases, in 
contrast to the 20 cases where definite 
pathology was demonstrated at operation 
or where the patient had other symptoms 
or signs, such as jaundice or fever. 

Eleven patients had undergone exten- 
sive medical workups not resulting in 
operative procedures for symptoms of ob- 
scure etiology such as headache, dizziness, 
fatigue or gastrointestinal complaints, with 
no definitive findings. 

MMPI scores. At the time of admission 28 
patients took the Minnesota Multiphasic 
Personality Inventory. Highest scores for 
this group came in the psychopathic deviate 
scale, followed by hysterical, depressed and 
paranoid scales. (See Figure 1.) 

Diagnosis. Twenty-nine illnesses were 
classified as nonpsychotie disorders, with 15 
of these in the passive-aggressive personal- 
ity category. Twenty-one came under the 


FIGURE 1 
MMPI Scores of 28 Patients upon Admission 
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heading of psychotic disorders. (See Table 
iH) a 


DISCUSSION 


The contrast between the reportedly 
good pre-morbid adjustment of the patients 
as a group and the severity and tenacity 
of their illnesses is striking. Many (41) 
patients had a history of repeated or — 
protracted treatment, and were admitted — 
to the Institute of Living only after several 
relapses or failure to respond to treatment, — 
Nevertheless, prior to illness, they had been 
quite successful. They were well-educated 
and pursued a variety of intellectual and 
cultural activities in their leisure moments, 
They were able to marry men with high 
socio-cultural standing. As a group they 
had successfully weathered the difficult — 
years of their husbands’ medical and ~ 
specialty training and the early years ~ 
of practice. Only after an average of al- — 
most 13 years of marriage was an overt 
illness manifested. : 

By the time of admission, these women 
had raised families averaging almost three 


TABLE 2 
Diagnosis of 50 Pationts 


_ Passive aggressive personality 15 
f passive aggressive type (11) 
J with drug addiction 5; with alcoholism 4 
passive dependent type (4) 
with drug addiction 2; with alcoholism 1; with de- 
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Obsessive compulsive reaction 1 


alence of complaints about the increasing 
absence of the husband at the time when 
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the wife's personal involvement in her 
husband's work is 5 

Informants described 14 patients as 
ha been very close to their fathers, 
and the therapists of 12 patients felt that a 

er relationship existed be- 
tween patients and their husbands, In ad- 
dition, was a mean elevation of the 
MMPI hysteria scale and a history of 
relative sexual incompatibility in at least 
75 percent of the cases. Marriage to an 
older man, whose vocation may have been 
unconsciously associated- with omnipotent, 
ing, protective attributes may 
be interpreted as an attempt by many of 
te piet to resolve persisting Oedipal 
Illness developed when the 
equilibrium of the adjustment was dis- 
rupted by such reality factors as the in- 
creasing involvement of the doctor in his 
work, or a conflict between his personality 
ics and the idealized expecta- 
tions of his wife. 

Despite the broad variety of diagnostic 
categories, three symptomatic themes tend 
to recur: depression, drug addiction and 
somatization. As the doctor became in- 
creasingly involved in his work, depres- 
sion was ipitated by the psychological 
loss, which intensified the wife's ambiva- 
lent feelings. In addition, the wife, pre- 


viously an active participant in her hus- 
d's , was faced with the loss of 
i The second symptomatic theme, 


the use of drugs, is specifically related to 
the husband’s profession by virtue of ready 

of medications. Thus, the pa- 
tient unconsciously symbolized her depen- 
needs through the use of one of the 
tal and gratifying resources 
has to offer—drugs used to 


theme, frequently interwoven 
previous two, appears in the 
Somatic symptomatology, partic- 
pain. This symptom also points 
hostile-dependent aspects of the 
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pain of undiagnosed etiology 
cannot relieve, It is a symptom 


3 
g 


t 


1965 ] 
which professionally cannot be ignored or 
left unattended; it must receive that at- 
tention which, in his wife's view, the doc- 
tor devotes to his patients, perhaps to the 
exclusion of his wife's needs, 

The recorded comments of family, pa- 
tient and therapist gave a number of indi- 
cations that the husbands had contributed 
to some extent to the illnesses of their 
wives, a participation which extended be- 
yond the doctor’s tion with his 
work, The physician, secure in his omnipo- 
tent role with patients who are frankly 
dependent upon his professional capabili- 
ties, rejected his wife’s dependency strivings 
except when they were ed as de- 
mands for “medical” attention. He then, 
without apparent cognizance of their emo- 
tional basis, gratified these needs by 
resorting to his professional role. A number 
of patients, for example, who were addicted 
to drugs, continued to have ready access to 
them even after the addiction was evident, 
and in several cases the drugs were fur- 
nished by the husband. Furthermore, of 17 
patients who left the hospital prematurely, 
that is, against the recommendation of their 
therapists, six were withdrawn by the hus- 
band; the other 12 patients did not have 
any pronounced difficulty in persuading 
their husbands to condone this action. In 
many instances, the husband was unwilling 
or unable to set limits on his wife's behav- 
ior. This passivity, or even cooperation, in 
his wife's psychopathology suggests that 
these doctors felt guilty about their own in- 
ability to meet the emotional needs of 
their wives. 

A number of factors should be con- 
sidered in the therapeutic approach to this 
type of patient. First, atic relief 
of depression and the t of de- 
pendency needs inherent in the hospital 
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situation often enable such patients to re 
tam rapidly to'a Righ’ leve tae 
tioning, without necessarily a 
change in the underlying Bern 
The patient and her family may then con- 
clude that she is well and sad 


tain a good relationship with a Dates 
colleague may cause the to 


tients with a high index of hysterical 
tion may be complicated and difficult to 


relationship with the physician-psychiatrist. 
Fourth, because of the likelihood that 
the husband will continue to be absorbed 


SUMMARY 


The records of 50 wives of ph 
admitted to a private psychiatric opt 
have been reviewed. Despite a high 

of adaptation in the early years of marriage, 
they later severe psychiatric ill- 
A precipitating factor in many of these cases 
appeared to be a feeling of increasing 
exclusion from the husband's life, as he be- 


fession. Sym of depression, somatiza- 
tion ion were and 
were related ly and empirically to 
the profession of the husband, 


consciously or unconsciously to 


tion of physical sym; i 
Third, the ir anat feelings of & i 


THE TREATMENT OF DRUG ADDICTION : 
PRIVATE PRACTICE EXPERIENCE WITH 84 ADDICTS 


y MANUEL M. PEARSON, M.D., anp RALPH B. LITTLE, M.D. 


As late as 1961, the final report of the 
Joint Committee of the American Bar Asso- 
ciation and the American Medical Associa- 
_ tion on Narcotic Drugs stated, “, . . the or- 
= dinary doctor is not presently well equipped 

to deal with the problems of the nar- 

cotic addict ...’(1). We believe that 
_ this statement could also be relevant for 
$ the psychiatrist, It is our aim in this pres- 
= entation to increase the psychiatrist’s thera- 
peutic skills, both theoretically and practi- 
cally, in the treatment of the special 
problems pertaining to addiction. We will 
_ do this by submitting a fresh correlating 
approach incorporating observations from 
our private practice experience with 84 pa- 
tients: a unique experience, as most 
reports concerning addiction are not from 
private practice but from public hospital 
experience, 

We define drug addiction as the inap- 
_ propriate, compulsive drive for drugs 
which are harmful or toxic to the individ- 
ual, Little information and investigation of 
_ the problem of addiction has come from 
_ the psychiatrist in private practice. We 

estimate that one to three patients with 
this diagnosis consult a private psychiatrist 
each year. Many psychiatrists avoid treat- 
ing these patients, for they manifest marked 
instability and unreliability as well as many 
complicating and demanding antisocial 
problems, Also, psychiatrists may avoid the 
treatment of addiction problems because 
there is a lack of a definite therapeutic 
approach to the handling of such problems. 

From a theoretical point of view, we 
believe that the tendency to designate all 
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patients with an addiction problem as 
drug addicts tells us little more than to state 
that all neurotic patients have to deal with 
some form of anxiety. It is helpful to our 
approach if we realize that the addicted 
patient is primarily an individual attempt- 
ing to find release from his painful tensions 
by resorting to an external device. This 
can best be understood by considering the 
harmful drug as an external mechanism of 
defense which invariably is unsuccessful. 
Each of our patients had a primary psy- 
chiatric disorder unsolved by the ego’s own 
internal mechanisms of defense and so the 
ego found another mechanism which led 
to another problem, that of addiction. This 
new problem must be handled differently 
from the underlying emotional illness. 

Our private patients are, for the most 
part, the victims of individual circum- 
stances and not the product of a general- 
ized social failure such as one sees in 
deprived slum zones of certain large 
metropolitan areas, This is in keeping with 
Adelaide Johnson's distinction between the 
social and individual delinquent(3). 

In the public hospitals the drug addic- 
tion problems are mainly patients with 
sociopathic personality disturbances, while 
the psychiatrist in private practice treats 
patients predominantly in the personality 
trait disturbance group. In addition, private 
patients are more apt to be better moti- 
vated since they are not forced or obligated 
to undergo therapy, and there is a greater 
Opportunity for intensive psychotherapy 
and adequate follow-up treatment. 

Despite the large amount of literature on 
drug addiction, very little is specifically 
concerned with the subject of treatment 
and even less on the results of therapy. 
For example, Nyswander stated in 1957, 
Only four papers on the psychiatric treat- 
ye of drug addiction have been reported” 


Two concomitant basic principles are 
essential for successful treatment of drug 
addiction : first, the proper therapy of the 
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symptom of addiction by the achievement 
of life-long abstinence; and second, the 
treatment of the underlying emotional dis- 
order, whether it be psychoneurosis, psy- 
chosis or personality disorder. The achieve- 
ment of a drug-free future is a sine qua non 
for any progress in treatment. Just as it is 
necessary to treat the symptom of hemor- 
rhage from a peptic ulcer, which must be 
controlled before proceeding to treat the 
ulcer, so must we treat the symptom of 
addiction to drugs by achieving absti- 
nence. A “recovery” is possible but never 
a “cure” in the sense of the patient’s ability 
to return to the normal use of a potentially 
addicting drug. The importance of the cru- 
cial principle that a recovery is never pos- 
sible without life-long abstinence cannot be 
over-emphasized. 

The principle of life-long abstinence 
from any addicting drug is based upon 
clinical experience. In the treatment of 
alcoholism this principle is well established 
and generally accepted; although it is de- 
duced empirically, it is based upon long 
experience in the treatment of the patho- 
logic drinker. It is a simple enough 
extrapolation to consider the same goal in 
the treatment of drug addiction, but this 
principle has not been sufficiently stressed. 

It is our experience that once a drug has 
been used to an extent causing addiction, 
} never again can the individual take that or 

a similar drug without becoming re- 
addicted. 

The acceptance of the goal of abstinence 
by the patient can be accomplished only 
when he is able to evaluate its significance 
realistically and without rationalization. 
He has to see clearly how he has caused 
himself and others to suffer. This should 
i lead to a final commitment on the part of 

the patient regarding his inability to ever 
take drugs. Such a process, called a 
“surrender” by Harry Tiebout(6), suggests 
that this goal of abstinence may be en- 
couraged and influenced by the doctor- 

patient relationship. 
In the treatment of the underlying 
j emotional disorder, psychotherapy must be 
relied upon. It should consist of an 
integrative or growth type of psychother- 
apy, consistent with Dr. Kenneth Appel’s 
definition of psychotherapy as “helping 


people to handle their feelings, behavior 
and motivations more effectively” (2). 
As noted above, psychotherapy is im- 
possible without first achieving abstinence. 
Any type of psychotherapy in which the — 
therapist is skilled and which would be 
effective for the underlying psychiatric dis- 
order could be used. This would include 
such types as general psychotherapy, 
psychoanalysis, psychoanalytically-oriented — 
psychotherapy and group psychotherapy. 
The main difference from usual psychother- — 
apy is that in the treatment of addiction, 
limits are set such as the necessity for both — 
abstinence and hospitalization. ; 


THE PHASES OF THERAPY 


Therapy for the addiction problem moves 
from one phase into another, but the 
phases are not mutually exclusive. They 
are: first, the introductory or medical — 
phase; second, the initial psychothera- — 
peutic phase; third, outpatient psycho- — 
therapy ; fourth, follow-up therapy. 

The introductory or medical phase. The 
medical phase consists of the withdrawal 
of the addicting drug. The drug must be 
withdrawn slowly but definitely, and dur- 
ing this time the patient is supported by 
prevention of severe withdrawal symptoms, 
such as vasomotor collapse or convulsions 
by using appropriate supporting metabolic 
and cardiovascular medications and anti- 
convulsants, At no time is it necessary to 
withdraw the medication abruptly. The 
gradual withdrawal gives the patient con- 3 
siderable relief from overwhelming anxiety 
about the anticipated horror of withdrawal 
symptoms. The physician must feel as- 
sured that nothing drastic will happen to — 
the patient’s physical health during this J 
withdrawal period if it is done gradually; 
the most severe withdrawal symptoms of 
narcotic addiction can be controlled by the 
immediate administration of morphine sul- 
phate, quarter grains. It is imperative not 
to treat the underlying psychopathology — 
at this time, for this stirs up anxiety an 
forces the patient to have a greater need — 
for the addicting drug. This would hinder ~ 
his future therapeutic motivation. 

Hospitalization is invariably necessary 
because it removes the addict from his — 
environment. Reassurance, support and 
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good nursing care are important adjuncts 
_ in helping the addict survive his initial 

fears that he cannot exist without his drug. 
= Such a therapeutic environment will aug- 
ment the patient’s serious but oftentimes 

feeble efforts to remove himself from the 
compelling need for the addicting medica- 
tion. 

The initial psychotherapeutic phase. 
_ Psychiatric help is begun immediately by 
_ establishing a proper supporting doctor- 
_ patient relationship, During this phase of 
_ weaning the patient from drugs, the physi- 
cian encourages or fosters dependency by 
using himself as a substitute, gradually 
_ encouraging greater self-reliance, independ- 
ence and stimulating motivation for treat- 
_ ment. 

Initial interviews include a frank discus- 
sion of the method of drug withdrawal, 
"encouraging cooperative participation on 
the part of the patient. Some attempts are 
made to outline the future steps in treat- 

ment, giving the patient confidence and 
support by decreasing unnecessary antici- 

_ patory anxiety. 

_ Many kinds of family disturbances may 

exist prior to admission. The significant 

_ members of the family must be interviewed 

_ to enlist their help and cooperation in the 

care and treatment, They must be per- 

suaded not to interfere with the therapy 

_ and to strive to overcome any punitive or 

` accusatory attitudes, Encouraging the fam- 

ily to recognize the addiction problem 
= as a symptom of underlying emotional dis- 

_ turbance is a proper goal, and we make 

-it a point to outline for them our plan of 

treatment, 

k The physician also determines how long 
the patient should be hospitalized. It is 
well to remember that the patient in the 
hospital is in a very dependent position, 
which we encourage initially, Since we 

_ deal with a large factor of dependency in 
all our patients, it is important that this 

unhealthy trend not be encouraged by too 
long a period of hospitalization. Our 
experience has been that a four- to eight- 
week hospital stay is usually sufficient, 

This relatively short time is more likely 

to bring about a cooperative patient and 

certainly avoids the chronic problem of 
“excessive dependency, 
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Outpatient psychotherapy, Long-term 
outpatient psychotherapy consists of any 
type of therapy that is relevant for the 
underlying psychiatric disorder. This is an 
attempt to help the patient’s continuing 
efforts to maintain his total abstinence 
while he is regaining ego strength. 

During this period it may be necessary to 
treat the patient for a relapse. Such an 
occurrence should not be considered an 
absolute failure, since other investigators 
have described addiction as a chronic, 
relapsing psychiatric disorder. The treat- 
ment of the relapse consists of the investi- 
gation of the nature of the patient’s overt 
and hidden motivations for the occurrence, 
his failure to resist the impulses and 
helping him handle these impulses more 
effectively in the future. We consider a 
relapse to have occurred when the patient 
has taken even a single dose of his addict- 
ing drug. In the treatment the physician 
must encourage the family to cooperate by 
agreeing to call him should such an 
emergency arise. Obviously we do not en- 
courage relapse but we do help the pa- 
tient to accept the prospect and warn him 
of the necessity and value of additional 
therapy by readmission to the hospital. In 
our experience relapse occurs in approxi- 
mately 80 percent of our patients, 

At this time it is proper to discuss how 
one helps a patient to maintain abstinence. 
We explore various techniques for facing 
his compulsion to take drugs and point 
out the potentially critical periods that 
he may face, which are determined by 
his individual psychopathology. There is a 
common request on the part of such pa- 
tients that they be given small doses of 
medication, or a different type of medica- 
tion, which would seem to have no connec- 
tion whatever with the addicting drug. 
However, addicts must be convinced that 
abstinence must be for any and all drugs 
that can possibly cause addiction. 

„Vhen a patient requests small doses of 
his addicting medication, it must be ex- 
plained carefully to him why there is a 
refusal, frankly stating that the therapy 
would fail if he did take such medication. 
In addition, the motives for the patient's 
Tequest must be analyzed, and we empha- 
size to those patients who request drugs 
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for physical pain our conviction that any 
physical pain will cause less trouble than 
the pain of addiction. Our aim is to block 
inappropriate, destructive behavior pat- 
terns and to give therapy an opportunity 
for promoting more rewarding techniques 
by showing the advantage of ways of deal- 
ing with anxiety constructively rather than 
through reliance on medication. 

Another psychotherapeutic technique for 
helping the patient is reeducation. One of 
the major goals is to help the patient 
understand the false hopes and fantasies 
he has placed upon drugs and how he has 
used drugs as his “gyroscope” for dealing 
with problems or avoiding his everyday 
stresses. He can then be encouraged to deal 
with his impulses for taking drugs by facing 
his difficulties. It is usually not too difficult 
to point out how he uses mental devices such 
as rationalization and denial whenever he is 
confronted with the slightest amount of 
frustration. For instance, one patient in- 
sisted on being given meperidine (Dem- 
erol) hydrochloride to alleviate the antici- 
pated anxiety of an airplane flight. It 
was easily demonstrated to her how 
quickly she resorted to an excuse to use 
this addicting drug inappropriately. 

Frequently patients either deny impulses 
to take medicine or the impulses are so well 
hidden that they are not recognized. It is 
then that dream material may serve to point 
up the patient’s frequent wishes for medica- 
tion, Some repetitive dream themes involve 
automobile accidents or operations in which 
the patient is given medications without 
his awareness. It is then quite easy to 
show the hidden wish in such an obvious 
disguise, Almost all patients ask whether or 
not they would be denied preoperative 
medication and they are reassured that they 
would be entitled to the drugs prescribed 
by their attending physicians. 

Follow-up therapy. Follow-up therapy 
consists of consultations at varying inter- 
vals to maintain long-term contact and sup- 
port in the event of unexpected future 
crises. 

We have begun to recognize that the 
addict is in a rather remarkable pathologic 
relationship with a significant other person. 
Usually this person is largely responsible 
for the induction and/or the one who per- 
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petuates the addiction, This is obviously 
true in the addict who has succumbed to a 
“dope pusher.” However, there is a more 
subtle addict relationship with an addicto- 
genic person whom we may call the “se- 
ducer” or the “addictor.” We define this 
person as one who finds relief from his” 
emotional tensions by unconsciously en- 


group of addiction problems. Often this is 
seen as a continuing sadomasochistic re- 
lationship. i 

In both diagnosis and treatment it is- 
imperative to find the “seducer,” and once” 
found, his or her relationship with the 
addict must be broken. The therapist 
achieves this goal by shifting the depen- 
dency from the addictogenic person to 
himself, thereby protecting the patient from ~ 
the pathological relationship. This is facili- 
ated by clarifying the nature of the distorted 
relationship, pointing out how the addic- — 
tion has either been started or continued, 
As an example, we have treated one phy- 
sician referred by the medical staff of a — 
nearby state hospital because of his wife's ” 
several admissions for addiction, Each time — 
this physician readily admitted giving her i 
excessive medication. The staff physician 
observed that he was not addicted himself, — 
but in some compulsive way had to keep 
his wife addicted. In another instance of a — 
sadomasochistic relationship, a doctor and. 
his wife were both addicted and gave each 
other medication. On one occasion after 
he had given her an injection of the drug, 
he was asked to explain why. He said, 
“Well, she had a cold, so I gave her some © 
Demerol,” as if to say, “Doesn't everybody?” 


DIAGNOSIS 


Very often it is extremely easy to make a | 
clinical diagnosis of drug addiction, par- 
ticularly when the patient readily admits 
to an addicted condition; and it is not 
difficult when there are obvious antisocial" 
behavioral disturbances for the distinct 
purpose of obtaining drugs, such as prosti- — 
tution, the stealing of drugs or the feigning — 
of illness. However, there are occasions — 
when the diagnosis is not obvious, and it 
is necessary to establish the fact that the 


patient is using drugs pathologically. 
_ Since effective therapy is definitely de- 
_ pendent upon a proper diagnosis, it is im- 
_ portant for doctors to maintain an attitude 
_ of relative suspicion regarding the possi- 
_ bility of an addiction problem. This is 
_ established by ascertaining use of drugs 
to escape from reality; that is, the pa- 
_ tient is not using drugs properly and there 
"are certain unexplainable medical respon- 
_ ses that he is getting from drug uses that 
are not understandable pharmacologically 
J 
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or physiologically. For example, the patient 
may state that with the drugs he develops 
a “thrill” or “feels so good” or is getting a 
“kick” out of the drug, or describes sexual 
feelings of an orgastic nature, The patient’s 
_ excessive need for the drug may be re- 
cognized as compulsive or compelling. His 
_ entire existence may be taken up with the 

ba anaes of getting and using the 

gs. 

The outlook for recovery from drug ad- 
diction is notoriously poor. Vogel, Isbeil 
and Chapman, at the United States Public 
Health Hospital at Lexington, Ky., reported 
a recovery rate of 16 percent after a seven- 
year follow-up(7). Knight and Prout re- 
ported that 36 percent (or 27 out of 75) of 
their patients in private practice were either 
benefited or abstaining(4). 

It is our belief that the prognosis in drug 
addiction is dependent upon several factors, 
the most important one being the orienta- 
tion of the physician to the nature of the 
problem, as this is the keystone to effective 
therapy. If the physician can maintain an 
_ attitude of reasonable suspicion regarding 

the possibility of drug addiction and is 
able to make the diagnosis, he can treat 
addiction properly, provided he has a com- 
prehensive knowledge of the management 
of the addiction problem. 

The results of treatment will actually 
depend on the number of patients who 
fall into the classification of the antisocial 
reaction. In private practice the largest 
number of patients are diagnosed in the 
personality trait disturbance group where 
the motivation is better. The results Te- 
ported in this study are definitely related 
to this diagnostic group, 
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RESULTS OF THERAPY 

The total number of patients in our 
series is 84. This series represents the num- 
ber of patients seen in our combined 30 
years of private practice. We have divided 
the patients into those who have achieved 
complete abstinence, that is, they “recov- 
ered;” those who have “improved;” and 
those who have “failed;” three patients are 
still in therapy. Under the heading of a 
“recovery” we include those patients who 
have been abstinent for over one year. 
Under the “improved” group there are some 
patients who had died of other causes but 
apparently were abstinent at the time of 
death. Some patients, abstinent on leaving 
the hospital and for a short time thereafter, 
were not followed in treatment for a suffi- 
ciently long time for accurate evaluation. 
They were placed in the “improved” group. 
Also listed under “improved” are patients 
who although having been abstinent for 
more than a year, did relapse one to three 
times subsequently but became abstinent 
again. “Failures” are those who have been 
unable to achieve abstinence for a year, 

Of a total number of 84 patients, 32, or 
38 percent, have been able to achieve a 
“recovery.” Seven patients or 8 percent are 
“improved” and 42 patients (one-half of 
the total number) or 50 percent, are fail- 
ures. The number in each category are 
shown in Table 1. 


TABLE 1 
Therapeutic Results Among 84 Addicted Patients 
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Sedatives 
Tranquilizers 57 22 4 30 2 
Stimulants 
Narcotics 27 10 3 12 1 
Grand Totals 84 32 7 2 3 
Percentage 38 8 50 4 


These results appear to be an improve- 
ment over the reports in the literature up 
to this time; however, we must recall that 
our patients represent a select sampling 
and so the basis of comparison would be 
quite different from the reported results of 
public hospitals. 
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The longest recovery period for any one 
patient is that of a physician, treated 23 
years ago. He was addicted to cocaine in 
addition to barbiturates and bromides. 
A very accurate follow-up report indicates 
that he has made a full and lasting recovery. 

The following cases are reported as 
examples : 


Case 1. A 28-year-old, single female, admitted 
in 1951 after treatment with electroshock, insul- 
in coma therapy and histamine for reactions 
diagnosed as toxic psychosis, severe neurosis 
and borderline psychosis. She was nonpsychotic 
and initially adjusted well. Her mother and her 
psychiatrist urged the use of night medication. 
Her brother informed us that for more than 
a year her former therapist in the presence of 
her mother had given her 15 grains of sodium 
amytal intravenously every night to put her 
to sleep. 

The third night after admission she com- 
plained of pain due to renal colic and de- 
scribed the typical radiation. However, no 
objective evidence of renal calculus was found 
and a urine sample, too bloody and obviously 
artificially produced, helped to confirm the 
diagnosis of a feigned illness for the express 
purpose of getting medication. The diagnosis 
of drug addiction to barbiturates was made 
and a program of abstinence and psychother- 
apy was started. Her longest drug-free period 
was eight months. 

She relapsed several times by stealing drugs 
from her mother’s drug cabinet, and it became 
more and more apparent that her mother was 
intimately tied in with the addiction problem. 

She did not follow up with psychotherapy 
and continued to be dependent upon barbi- 
turates when seen in 1963 for readmission. She 
represents an example of failure in therapy. 


Case 2. A 44-year-old physician was treated 
for meperidine addiction of 15 years’ duration. 
In the last five years he has been hospitalized 
twice as he was unable to continue his general 
practice. He suffered from excessive hypo- 
chondriacal symptoms and chronic depres- 
sion, Despite excellent insight and motivation 
he was unable to make progress until he 
gained an understanding of the role his wife, 
the “addictor,” played in this sadomasochistic 
relationship. For example, his wife would 
criticize him publicly for sexual acting out 
while he was under the influence of drugs. 
He would then retaliate by taking more drugs. 
When the pathologic relationship was under- 
stood, his need for meperidine decreased. 
Reliable follow-up information reveals two 
years of abstinence. 


SUMMARY 

The scope of this report covers 30 years — 
of private practice experience by two psy- 
chiatrists who treated 84 drug addicts, em- 
phasizing the diagnostic features, correlat- 
ing therapeutic principles, the prognosis 
and the results of therapy. Each patient was 
treated for the problem of drug addiction, 
and therapy was not directed toward the 
particular addicting agent. The same psy- 
chotherapeutie principles apply for addic- 
tion to narcotics, sedatives, tranquilizers or 
stimulants. Special emphasis was placed on 
the addictogenic feature of a disturbed hu- 
man interrelationship as a significant etio- 
logic factor. Fewer sociopathic personality 
disturbances and better motivated patients 
constituted our private practice experience. 


There is a definite relationship between the 


diagnosis and the prognosis. The results set 
aside the generally accepted very bad prog- 
nosis for addiction problems. This report is 
designed to fill the present gap of reports 
regarding treatment methods and results of 
therapy for drug addiction, We believe 
that the following of our basic therapeutic 
principles will materially increase the com- 
petence of the psychiatrist to handle his 
addicted patients. 
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PSYCHIATRIC INTAKE IN GROUPS : 
A PILOT STUDY OF PROCEDURES, PROBLEMS AND PROSPECTS 


Background of problem. The plight of 
outpatient clinics is only too well known to 
those individuals who staff them and to 
_ those individuals who seek help at them. 
_ Most clinics are deluged by a large num- 
i ber of potential patients who vary in a 
_ remarkable number of ways. Some seek as- 
i sistance to tide them over acute situations ; 
3 others are looking for major revisions in 

life-long patterns of adjustment. Typically, 
_ there is also a wide choice of dispositions 
available. The patient may be referred else- 
where to a more appropriate agency or hos- 
_ pital, may be treated by a variety of 
different techniques within the clinic, or 
may be found untreatable by any available 
means. 


The standard approach to assessing the 
"patient and arriving at one of possible dis- 
positions is a brief screening interview by a 
eae social worker, usually followed 
by an “intake” interview with a psychia- 
trist, In this interview, the psychiatrist tries 
to establish some rapport with the patient, 
_ makes a tentative appraisal of the patient’s 
presenting problem and its history, assesses 
and weighs motivation, psychological mind- 
edness, strengths and weaknesses, and 
= chooses among possible therapies. Then, of 
-~ course, he must present his conclusions in 
= & persuasive fashion to the patient, This 
is indeed a remarkably demanding task and 
to do it in one session without serious 
error is extremely difficult, yet to expend 
more than one session would seriously aug- 
ment the problem of availability of therapy 
time. 
Occasionally overlooked while the clinic 
is assessing the patient is the fact that the 
patient is busily assessing the clinic in his 
initial contact. That he very frequently 
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finds the clinic lacking in the ability to meet 
his real or fantasy needs is shown by the 
remarkably high drop-out rate reported 
quite universally in clinics all over the 
country. From 35% to 65% of applicants 
drop out within a very short number of 
sessions, apparently seeing no point in con- 
tinuing beyond these few contacts. In our 
clinic, 7 of 50 patients assigned to an in- 
dividual psychiatric intake after social work 
screening failed the very first appointment 
and 7 more failed after one or two more 
contacts, leaving a trail of broken ap- 
pointments and possibly wasted time in 
their wake. y 

Thus, in summary, most outpatient clin- 
ics face a large number of applicants re- 
questing services, knowing that a signifi- 
cant number of these applicants will not 
follow through even if accepted for some 
kind of treatment by the clinic. If the clinic 
devotes a large amount of its time doing 
intake interviews, it will have little time 
left for therapy and rapidly builds up a 
long, frustrating, potentially risky waiting 
list. If it devotes less time to intake and 
more to treating those patients which it 
accepts, an even more dangerous waiting 
list for evaluation builds up and many pa- 
tients go unassessed who might have profit- 
ed very much from contact with the clinic. 
Badly needed is some procedure which 
with a reasonably small investment of staff 
time would permit a large number of appli- 
cants to test their own motivation and in- 
terest in psychiatric treatment while the 
staff is beginning to assess their strengths 
and pathology, and considering recommen- 
dations for disposition. This paper will dis- 
cuss the possibility of using intake groups 
to carry out these functions. If feasible at 

> such groups might make a decisive 
contribution towards solving the problems 
described above. 

One of the authors worked for 18 months 
with an intake group in an inpatient setting, 
fin g it both therapeutically and diagnos- 
tically a very useful addition to the hospi- 
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tal services. There are, however, many cru- 
cial differences between an inpatient and 
outpatient setting and the carryover of this 
technique could be made only with modifi- 
cations. 

Review of literature. A search of the 
literature revealed three studies(1-3) in 
which the patients themselves attended the 
intake group rather than parents or rela- 
tives. On closer examination, it turned 
out that in all three of these studies the 
patients attending the group had in fact 
undergone some kind of psychiatric evalu- 
ation prior to admission to the group. Thus, 
the groups involved might better be de- 
scribed as “waiting-list” groups rather than 
intake groups. The authors of these three 
articles suggest that such groups might be 
a very helpful addition to clinic procedure. 
Peck(1) states that “it is our strong im- 
pression that certain types of information, 
especially that bearing on the client's 
strengths and assets, are more accessible 
to group techniques than those of the in- 
dividual intake interview.” Stone(2) found 
that patients placed in group therapy after 
only one interview and a few minutes’ con- 
tact with their future group therapist subse- 
quently attended group therapy as regularly 
as those who were placed in group ther- 
apy after having had about 10 hours of in- 
tensive individual attention from the staff. 

Description of groups. Encouraged by 
these reports, the present authors decided 
to make the intake group the first and 
possibly only psychiatric contact of the 
applicant, thus substituting group for in- 
dividual evaluation. As a first trial run, 4 
such groups were formed and conducted 
over a 5-month period. The first of these 
ran for 8 sessions, the remaining 3 for 5 
each, A total of 50 patients was assigned 
to these 4 groups. Assignment was made 
on-the basis of a brief screening interview 
with a psychiatric social worker. Very few 
patients deemed suitable for outpatient 
evaluation at all were not assigned to the 
groups. Grossly psychotic patients, a few 
sexual deviants, and a small number who 
flatly refused to attend a group were not 
assigned, In most of the groups, patients 
who failed the first meeting were immedi- 
ately replaced by other applicants for the 
second meeting. At no time were there 
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more than 10 actually present at a group 
meeting. The groups met with the authors 
who were respectively observer and group — 
leader. A minimum amount of structure 
was imposed at the first meeting, though 
the group leader tended to become m 
focused and active as the number 
meetings progressed, i 


RESULTS AND DISCUSSION 


Of the 50 patients assigned to the 4 in- 
take groups, 9 failed to appear at all. Of 
the 41 that appeared for at least one visit, 
7 dropped out of their own volition after 
attending one or two meetings. They were 
not considered to have completed the eval 
uation, although some of them re-contacted 
the clinic at a later time. Thus, 34 patien' 
—68% of the original group assigned—com 
pleted the intake group. The attendance 
of these 34 who finished the group evalua- F 
tion was excellent; 18 attended all as- 
signed group meetings, and 14 missed only — 
one of the assigned. ' 

Of the 34 who completed the evalua- — 
tion, 8 were discharged directly from the 
group with no further evaluation, either — 
during the series of meetings or at the — 
end. Some of these were referred to other — 
agencies that were felt to be more appro- 
priate, others were encouraged to continue 
their lives without psychiatric treatment. — 
Fight were assigned to individual ther- 
apy, 9 to group therapy, and 6 to combined 
group and individual therapy. The remain- — 
ing 3 were assigned to continued individual — 
evaluation, with the expectation that they 
would not be continued in treatment. A 
rough check of the adequacy of the intake — 
group in evaluating and making dispositions — 
of applicants, and of its acceptability to 
tients, was made by comparing the atten- 
dance and disposition of the 50 patients 
assigned to group intake with 50 patients 
assigned to individual intake by the same — 
screening social workers. Table 1 compares ~~ 
the fate of these two groups of patients. The 
figures are so clearly similar to each other 
that statistical tests of significance would be 
irrelevant. In spite of the expressed reluc- 
tance of many of the patients to come to a — 
group, they were in fact no more likely to 
avoid or drop out of the group than out — 
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TABLE 1 


DESCRIPTION 


INDIVIDUAL INTAKE GROUP INTAKE 


Patient failed all appointments after initial contact with social 


worker vi 
Patient dropped on own initiative after one or two visits 


Patient discharged by clinic after one or two individual visits, 


or immediately after end of intake group 


Patient dropped or discharged between end of evaluation and 


6 months after intake 
Patient still in treatment 6 months after intake 


7 9 

7 7 

10 8 

16 15 

10 11 

TOTAL 50 50 


of individual intake, There was also appar- 
ently no long-range impact of the group 
that differed from individual intake, since 
the same number of patients remained in 
treatment 6 months or more. 

These exploratory groups, conducted pri- 
marily to determine if such techniques were 
even possible, were not designed to pro- 
vide rigorous evaluation of techniques, so 
it is necessary to fall back on the observ- 
er’s impression of the group situation as a 
source of decision-making data. It was clear 
that data usually readily accessible in an 
individual interview were often not ac- 
cessible in the group situation. The precise 
presenting complaint, especially of a sexual 
nature, was frequently not presented. Per- 
sonal and social history was given only 
spottily though it was surprising how much 
that was truly relevant did emerge in the 
group. A history of prior psychiatric illness 
or treatment was revealed most of the time, 
but was occasionally missed, 

In compensation, matters that must be 
inferred in individual intake, such as the 
quality of interpersonal relations with 
peers or the patient’s ability to empathize, 
were clearly displayed in the group. In 
many of the observational areas covered 
in the psychiatric evaluation, it became 
clear that the data were available in the 
group situation, but in somewhat different 

form from their availability in the individu- 
al situation. In the mental status examina- 
tion, for example, though it was impossible 
to stop the group to administer proverbs 
or serial sevens, the aspects of orientation, 
memory and thinking investigated by the 
mental status examination were usually dis- 
played in other ways. It became very clear 


in the conduct of these four groups that a 
considerable amount of “shifting of gears” 
on the part of the observer was necessary 
in order to use the data provided, and © 
before making any rigorous comparison of 
group intake with individual intake, it 
would be necessary to permit the observer 
to train himself in the new techniques re- 
quired in this new situation. Observation 
of individual patients was also complicated 
by the fact that each group quickly de- 
veloped a personality of its own, depen- 
dent upon, but, in part, also determining 
the behavior of the individuals in it. Thus, 
in one group a pattern of openness and 
frankness developed almost immediately, 
while in another group caution and de- 
fensiveness became the order of the day, 
Had one patient from one of these groups 
transferred to the other, it seems likely 
that that individual patient would have 
moved considerably in the direction of the 
group climate and a rating of his frank- 
ness or openness would have to be quali- 
fied by recognition of the setting in which 
he functioned. 

As indicated, this exploratory series of 
intake groups was not designed to include 
a systematic evaluation of the accuracy of 
the diagnosis arrived at. It was possible, 
however, in 25 cases to obtain some sub- 
sequent evaluation of the accuracy of the 
diagnosis. These evaluations were not in- 
dependent of the original evaluations; the 
therapist to whom the patient was later 
assigned simply indicated that he thought 
the initial diagnosis was reasonably accu- 
rate, or in some fairly extensive way in- 
accurate. Twenty-one of the diagnoses as- 
signed were confirmed in this rough way, 


2 


einteen 


1965 ] 


DAVID ABRAHAMS AND JOHN D. ENRIGHT 


but in 4 cases the subsequent therapist 
disagreed with the original diagnosis based 
on the group observation, In 3 of these 
cases, the diagnostic error was disposi- 
tionally irrelevant; that is to say, the rec- 
ommendation for treatment made was ac- 
ceptable even though the diagnosis was in 
some error, In the fourth case, a history of 
a potential for psychotic behavior was 
missed completely and the disposition rec- 
ommended was probably not the optimum 
one. 

In addition to the efficacy of group evalu- 
ation from the standpoint of the clinic, it 
is important to consider the impact of this 
procedure on the patient. Many unques- 
tionably found the group situation a more 
stressful and difficult one than, at least, 
their fantasies of the individual interview. 
Many, after some initial reluctance, found 
considerable relief in sharing their difficul- 
ties with a group. In several cases, the 
observer and group leader felt that individ- 
uals felt more at ease in the group situa- 
tion than they would have in a one-to-one 
interview. In this connection it was noted 
that 3 of the 6 individuals assigned to com- 
bined group and individual therapy attend- 
ed the former longer and more faithfully 
than the latter, raising the interesting pos- 
sibility that there is a sub-group of patients 
who find group contact less stressful and 
possibly more helpful than individual. 
There were, predictably, a few intercur- 
rent crises during the group evaluations, 
including two suicide gestures. In general, 
these were dealt with in the same way as 
similar crises in individual intake—that is, 
by immediate referral to the hospital psy- 
chiatric emergency room for appropriate 
therapeutic intervention. 


CONCLUSIONS 

Although originally experimental in in- 
tent, the intake group quickly became an 
integral part of the functioning of the out- 
patient service. Our experience so far indi- 
cates that intake groups can achieve the 
following objectives: 1) patients can be 
seen sooner after application; 2) patients 
can be seen over a longer period of time 
without an excessive increase in staff time, 
thus frequently permitting crisis resolution 
without further treatment being required ; 
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3) relevant observations can be made lead- 
ing to reasonably accurate diagnoses and — 
appropriate dispositions; 4) the above 
objectives can apparently be achieved — 
without an increase in risk to the patient, 
either as a result of externally stressful 
events or stress of the evaluation itself, 
Although our experience so far has con- — 
vinced the authors that the intake group ` 
is a feasible and useful addition to the serv- 
ices of an outpatient clinic, there are still < 
problems to be resolved. The degree of 
accuracy that can be achieved in making 
diagnostic impressions of patients on the 
basis of group observation needs to be ` 
explored more fully. Ideally, it may be 
possible if this technique is carefully de- — 
veloped, to achieve a high level of diagnos- 
tic accuracy on the basis of group observa- | 
tion alone. To approach this question, — 
the authors are beginning a series of stud- — 
ies, using an additional observer, to exam- — 
ine the degree of agreement that can be 
achieved between independent assessments 
of patients seen in the group situation and 
in individual interviews. Our results so far 
suggest that the degree of agreement 
achieved is roughly comparable to the 
agreement of two interviewers seeing pa- 
tients in individual sessions. These findings 
will be reported more fully in a subse- 
quent article. This trial series of intake 
groups has also shown clearly to the au- 
thors the importance of extensive experi- 
ence in the group observation and lead- ~ 
ership, before it would be appropriate to 
compare this procedure with the long ~ 
tested and tried individual interview. ] 


SUMMARY a 
This study explored the feasibility of — 
evaluating the pathology and motivation of — 
50 applicants to a public mental health ~ 
clinic in 4 intake groups. Each group met — 
for 5 or 8 sessions with a leader and ob- 
server. Diagnoses proved difficult to make — 
in some cases, but dispositions of most ap- 
plicants were made with confidence. In — 
comparing the dispositional status of these ~ 
applicants with others who went through 
traditional individual intake, no significant 
differences were found in no-show or 
out rates, or in number still in treatment 
6 months later. 
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In th jority of £ R i 
n the majority of cases of insanity the moral treatment is of more importance than 
the medical and we fear that we shall never avail ourselves of the full value of the 
ormer nor cease to do injury to patients by administering too much medicine. 
—ÅMARIAH BRIGHAM 


EVALUATION OF THE PHYSICAL EXAMINATION AS PART OF 
PSYCHIATRIC CLINIC INTAKE PRACTICE 


FORTUNE V. MANNINO, Ps.D., ano HAROLD W. WYLIE, Jr, M.D. 


Intake procedures in a community-ori- 
ented psychiatric clinic are seen as encom- 
passing at least two essential functions : 1) 
that of enabling the clinic to focus upon 
those individuals whose problems are most 
appropriate and for whom help is essen- 
tial, and to help those persons for whom 
clinic service is not regarded as appropri- 
ate or necessary make other contacts in 
the community; 2) that of providing a 
means by which the clinic is able to pro- 
mote the working together of the clinic 
and allied professional groups in the com- 
munity in assisting individuals who are in 
need of help. Periodic examination of the 
effect of clinic policy in regard to this dual 
function is in order to insure that clinic 
procedures are, in fact, facilitating, and 
not hindering its attainment of set goals. 

Previous investigations related to the 
Professional Referral Intake Policy,’ de- 
veloped and utilized by the Mental Health 
Study Center, an NIMH research and 
demonstration unit containing a clinical 
operation, indicated the effectiveness of 
this particular policy in accomplishing the 
dual functions mentioned above(1, 2). 
The present study is an attempt to evaluate 
an additional aspect of this intake policy 
which represents its first modification 
since its establishment in 1951: that of re- 
quiring that all clinic patients obtain a 


Julia A. Kisielewski, B.A., also collaborated in 
the collection and tabulation of data used in this 
report, The authors wish to express their apprecia- 
tion to Milton F. Shore, Ph.D.; James G. Kelly, 
Ph.D.; Exall L. Kimbro, Jr., M.D.; James W. 
Osberg, M.D.; Herbert L. Rooney, M.S.S.W.; 
and Ferdinand R. Hassler, M.D., for their helpful 
suggestions and criticisms of the first draft of this 
report. 

The authors are with the Mental Health Study 
Center, National Institute of Mental Health, Adel- 
phi, Md. 

1In brief this policy requires that all individuals 
requesting clinic service be referred by another 
professional source, and that all referring sources 
contact the Center prior to actual referral to dis- 
cuss with a professional staff member the specific 
situation. 


physical examination before receiving their ; 
first appointment. 

The extent to which the physical ex- — 
amination is used as a part of diagnostic — 
procedure in psychiatric outpatient clinic — 
practice is unknown. Although most stand- 
ard textbooks of psychiatry(3-5) and some 
of the books dealing in a more general 
way with psychotherapy(6-8) emphasize 
the need for a physical examination as — 
part of the psychiatric diagnostic proce- 
dure, it is not clear whether there is a 
consensus regarding the necessity for 
routine physical examinations on all pa- 
tients treated for psychiatric disorders. 

The staff of the Mental Health Study ` 
Center is in agreement with the view(9) — 
that a psychiatric outpatient clinic is in- 
volved in the practice of medicine and 
must be cognizant of the medical status — 
of its patients. Accordingly, in March 
1960, inclusion of a physical examination — 
requirement as a standard part of the in- 
take-admission procedure was effected. 
Each patient referred and accepted for 
psychiatric service was requested to ob- 
tain a physical examination by his physi- 
cian of choice and have the results re- 
ported to the clinic on a form designed 
for this purpose by Center staff.” 

The decision to use local community 
physicians rathet than Mental Health — 
Study Center staff or contracted physi- 
cians to perform physical examinations on 
Center patients was based upon several 
considerations: 1) it would provide a 
means of orinting local physicians to the 
Study Cenfer as a medically-oriented 
agency; 2) it would provide the patient — 
with another professional resource in thea 
community both during and following the — 


seer lS 

2 This procedure has continued unchanged since — 
the use of the form was effected. Exceptions to its 
use are mre. It has been waived for emergencies, 
for briefpsychiatric examinations completed as part 
of consiitation, and occasionally when the referring 
source happens to be a physician or medical agen- 
cy an¢ already has sufficient knowledge of a pa- 
tient’s physical condition. 
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completion of psychiatric treatment; 3) 
it would provide an opportunity for com- 
munication between clinic staff and mem- 
bers of the medical community around the 
physical findings. Since clinic staffs, in- 
cluding psychiatrists, are often out of the 
' mainstream of medical practice(10), the 
ý need to build in structure for interaction 


_ between local physicians and the clinic is 
"ever present, particularly in view of the 


i 
7 significant mental health role which re- 
cent research has shown that nonpsychiat- 


_ ric physicians perform(11). 


Having used the physical examination 
requirement as standard clinic procedure 
for several years, the over-all impression of 

_ the professional staff in regard to its value 
_ is favorable. However, several questions 
related to its use warranted more careful 
- consideration. These were: 


“ment cause an added delay in the patient’s 
receipt of clinic service by increasing the 
time interval between request for service 
and the initial interview ? 


4. Did the use of local community physi- 

_ cians to perform physical examinations on 
patients requesting help from the Center 
tend to promote interaction between these 
physicians and Center staff, through con- 

_ tacts around referrals and/or consulta- 

i tions P 

} 


i 


‘ METHOD 
= _ To obtain data necessary to answer 
these questions, several related investiga- 
_ tions were undertaken. First, to explore 
_ questions 1 and 2, two groups of patients 
were compared—one which had not been 
exposed to the physical examination re- 
quirement, and one which had been so ex- 
posed. This was accomplished by com- 
paring all patients who had been accepted 
for service during the 21-month period 
immediately prior to instituting the physi- 
cal examination requirement, with those 
patients accepted during the 21-month 


period following the institution of the re- 
quirement. Criteria for including patients 
in this investigation were: (a) that the 
patient was referred by a professional 
agent in the community ; (b) that the pa- 
tient so referred was accepted for service A 
and (c) that the patient, after having 
been accepted, called the clinic to inquire 
about coming in for help with his prob- 
lem. 

To ascertain the frequency with which 
information useful to psychiatric staff was 
obtained from completed physical exam- 
inations (question 3), all completed ex- 
aminations obtained during the 21-month 
period after the requirement was estab- 
lished were reviewed by a staff psychia- 
trist. 

The final area to be explored was 
whether the performing of physical ex- 
aminations by community ‘physicians on 
patients requesting service from the Study 
Center would promote interaction between 
those physicians and Study Center staff 
(question 4). We were interested in de- 
termining the extent to which this arrange- 
ment of obtaining physical examinations 
stimulated or increased contacts between 
the physicians and the Center, Informa- 
tion for this area was obtained by com- 
paring the names of the physicians who 
signed the physical examination forms 
with the Center’s Physician Resource 
File.* The primary intent of this compari- 
son was to determine the number of phy- 
sicians who began to contact the Center 
around referrals or consultants after they 
had accomplished one or more physical 
examinations on our patients and the num- 
ber who increased their use of the Center 


in this manner after having completed one 


or more physical examinations. 


tool, dependent upon professional staff for regu- 


know how systematical- 
ly the file is kept. Another limitation of the file 


this file give, at best, a conservative estimate of 
contacts between Center staff and the physician 
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TABLE 1 


Outcome of Patients Accepted for Sérvice Before and 
After the Physical Examination Requirement 


BEFORE AFTER 


OUTCOME (July '58-Mar. '60) (Apr. '60-Dec. '61) 
NO. % NO. % 


Total number of patients 

accepted for clinic serv- 

ice 208 100 
Patients who followed 

through and completed 

intake 172 «827 109 80.7 
Failures, or “drop-outs” 

from clinic admission 

process 36 173 26.. 14193 


135* 100 


*The marked reduction in the number of patients accepted 
for service in the “after” period is a reflection of a 
decrease in the number of staff doing clinical work in 
1960 and 1961. There was no change In selection of patients. 


FINDINGS 

Did the physical examination require- 
ment increase the number of admission 
failuresP Table 1 indicates a very small 
and insignificant difference between the 
“before” group and the “after” group. Sev- 
enteen percent of the patients failed to 
follow through before the physical examina- 
tion requirement was put into practice, 
while only a slightly higher proportion 
(19%) failed to do so after the require- 
ment was effected, It is recognized that 
since the “after” group is a different sam- 
ple from the “before,” the possibility of the 
groups differing on important elements 
relevant to the study is present. This pos- 
sibility was explored by comparing the 
two groups in regard to age, sex and refer- 
ral source, Statistical analysis of these 
variables revealed no significant differ- 
ences between the groups. In view of this 
evidence and the fact that there were no 
substantial policy changes in clinic intake- 
admission procedure during the period 
covered by the study, the characteristics 


` of patients in the two groups should be 


reasonably similar. It would appear, then, 
that the physical examination requirement 
did not appreciably increase the number 
of admission failures. 

It should be pointed out that the pro- 
fessional referral intake policy utilized at 
the Center(1) may have a bearing on 


these findings. The fact that all of our pa- — 
tients have been in contact with other pro- — 
fessionals prior to coming to our clinic 
may have served to make them more — 
amenable to the procedure of obtaining - 
physical examinations. Quite a different 
response might be experienced by clinics 
which utilize an open-door, or walk-in 
policy for their patients. 

Did the physical examination require- 
ment cause an added delay in the patients 
receipt of service? Comparison of the “be- 
fore” and “after” groups in regard to the 
time factor indicates that the average 
length of time in days between the time 
of a patient’s call to the Center and the 
time of the initial clinic appointment was 
35 days for the “before group,” and 45 
days for the “after group.” This difference 
was significant at the .05 level. Hence, it 
would appear that the physical examina- 


tion requirement did result in a significant 


delay in the patient’s receipt of clinic ser- 
vice. This finding prompted us to take a 
closer look at the data in terms of the 
various waiting periods in a patient's flow 
through the intake-admission procedure, 
to determine more precisely whether this 
delay was attributable solely to the ex- 
amination, or if perhaps other factors were 
involved. To accomplish this we were lim- 
ited to records of patients that were seen 
at the Center during the final months coy- 
ered in the “after” period of this study, 
June 1961—Dec. 1961. (Prior to this time, 
recording of dates noting the various steps 
along the admission route was not made 
systematically.) Thus, data from the last 
20 patients who were accepted for service 
and completed the initial intake interview 
during the period, June 1961—Dec. 1961, 
were utilized. Table 2 indicates that the 
greatest delay, 33.8 days, occurred be- 
tween the receipt of the completed physi- 
cal examination form and the patient's 
first scheduled appointment. It would ap- 
pear from this analysis that the average 
of 13.5 days necessary for accomplishment 
of the physical examination was adminis- — 
tratively less significant in causing the de- 
lay than were the internal mechanics of 
scheduling appointments. Hence, it ap- 
pears that while the physical examination 
requirement did cause some delay in the 
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TABLE 2 
Time Intervals in the Admission Process 


-Mean number of days between time of referral 
i and time patient called to arrange first ap- 
pointment 
Mean number of days between time patient 
called the Center and the time physical ex- 
amination form was sent to the patient 
Mean number of days between time physical 
examination form was sent to patient and 
was returned completed to the Center 
Mean number of days between receipt of com- 
pleted physical examination form and pa- 
= tient’s first appointment 


6.4 days 


2.0 days 
13.5 days 


33.8 days 


A 
~ patients receipt of clinic service (13.5 

days plus two days delay in sending out 
_ the form), this delay was relatively small 
_ when compared to the 33,8 days attribut- 
able to other factors. 

How often did the physical examina- 
_ tions reveal other than negative findings? 
__ The review of the total number of physical 
' examinations completed on all patients 
_ during the 21-month period immediately 
after the physical examination requirement 
_ was effected showed that of 99 examina- 
tions, 45% revealed reports of either physi- 
_ cal or historical findings with clinical sig- 
nificance. Included were only findings of 
physical problems which could affect the 
clinical course of the patient as revealed 
by a report of physical abnormalities 
and/or report of diagnostic studies or 
= medical treatment, For example, the 
knowledge of physical abnormalities, such 
as a femoral hernia, an enlarged thyroid or 
active cervicitis, was felt to be important 
_ to the clinical staff. Similarly, descriptions 
of previous diagnostic studies such as a 
bronchoscopy or an upper G. I. series and 
the history of previous medical and/or 
surgical treatment, such as a treated duo- 
denal ulcer or a bilateral oophorectomy, 
were felt to be of clinical significance, 

It is important to note that the scope of 
this study did not include an investigation 
of the relationship between these findings 
and the patient’s diagnosis and treatment 
plan. This limitation was a result of the 
wide variation in recording style used by 
different clinicians in making entries in 
patient records. It was our impression, 

based on a review of all the patient rec- 
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ords containing positive physical findings, 
that to explore this relationship fully (tak- 
ing into consideration negative findings as 
well as positive), a carefully designed 
prospective study would be necessary, in 
which data having a direct bearing on this 
problem could be collected systematically 
over a given period of time. Such an in- 
vestigation would be an important next 
step in determining the place of a routine 
physical examination in a clinic, as com- 
pared to the practice of referring only 
those patients with somatic complaints 
for physical evaluation. 

Did the use of local community physi- 
cians to perform physical examinations on 
patients tend to promote interaction be- 
tween these physicians and the Center? 
During the second 2l-month period cov- 
ered in this study (Apr. 1960—Dec. 1961), 
69 different physicians completed physical 
examinations on our patients. Of these 69, 
roughly half (34) had.no prior contact 
with the clinic; the remaining half (35) 
had previous contacts with the clinic 
around consultation and/or referrals, Of 
the 34 who had no prior contact, 12, or 
37%, subsequently instituted one or more 
contacts around referrals or consultation. 
Of the physicians who were already 
known to the clinic through previous con- 
tacts over the years, 7, or 12% began con- 
tacting the clinic more frequently after 
submitting one or more physical examina- 
tion forms; contacts by the remainder of 
this group continued with no noticeable 
change, except in two cases where the 
frequency of contact appeared to de- 
crease. Therefore, of the 69 cooperating 
Physicians, 19, or 28%, either initiated or 
increased their contact with the Center 
following the establishment of the physi- 
cal examination requirement. 

This evidence does not take into con- 
sideration the number of new physician 
contacts which would naturally occur as 
a result of the continued presence of an 
active clinic in the community. To explore 

_we compared the number of new 
physician contacts during the “before” 
and “after” periods of the study. The re- 
sults of this investigation indicated 32 new 
physician contacts during the 2l-month 
period immediately prior to the physical 


examination requirement, and 52 new 
physician contacts during the 21-month 
period immediately following the institu- 
tion of the requirement. This difference 
was significant at the .05 level and sup- 
ports our impression that the use of local 
community physicians to perform physical 
examinations on our patients did promote 
interaction between the Study Center 
staff and members of the medical com- 
munity. 


CONCLUSIONS 


From our experiences at the Mental 
Health Study Center, it would appear that 
the physical examination requirement has 
not had an adverse effect on the patients 
applying for clinic services, but has pro- 
vided a method for greater communica- 
tion between the Center and the medical 
community. Although the examination re- 
quirement did result in an added delay in 
the patient’s receipt of clinic service, this 
delay was relatively slight when com- 
pared to other factors which entered into 
the patient waiting period. Moreover, in 
spite of this added delay, there was no 
evidence to suggest that the physical ex- 
amination requirement was an obstacle 
between the patient and the Center. 

In terms of medical supervision of the 
psychiatric patient, it is important to note 
that clinically significant data were sub- 
mitted on 45% of our patients. Although 
the importance of such supervision in the 
evaluation of physical symptoms that de- 
velop during the course of treatment is 
obvious, it may be of increasing preven- 
tive importance that these findings are 
~ taken into consideration at the time of the 
diagnostic assessment. An exploration of 
the relationship of the physical examina- 
tion to diagnosis and treatment planning 


was suggested as an important next step i 

in the evaluation of the physical examina- 

tion in psychiatric clinic practice. 
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PSYCHOPATHIC PERSONALITY AS PATHOLOGICAL 
STIMULATION-SEEKING 


HERBERT C. QUAY, Pu.D. 


Theories about the nature and etiology 
of psychopathic personality have had a 
wide range and, as might be expected, 
have reflected the pendulum swings from 
the organic to the psychodynamic and back 
again that have characterized theorizing 
about psychopathological conditions in gen- 
eral. The early theories emphasized “moral 
imbecility”(24) and constitutional inferior- 
ity(14). With the popularization of depth 
psychology came a variety of suggestions as 
to the psychodynamics of the disorder(1, 3, 
12). A more recent return to the organic 
viewpoint has been bolstered mainly by 
EEG studies purporting to show a high 
percentage of abnormalities among psycho- 
paths (5, 13). 

Despite continuing controversy about 
many facets of psychopathic personality, 
certain behavioral features have now been 
described as central by a number of in- 
vestigators(2, 3, 19, 21). The psychopath 
is almost universally characterized as high- 
ly impulsive, relatively refractory to the 
effects of experience in modifying his so- 
cially troublesome behavior, and lacking in 
the ability to delay gratification. His pen- 
chant for creating excitement for the mo- 
ment without regard for later consequences 
seems almost unlimited. He is unable to 
tolerate routine and boredom, While he 
may engage in antisocial, even vicious, be- 
havior his outbursts frequently appear to 
be motivated by little more than a need 
for thrills and excitement. His deficits in 
learning, in terms of both avoidance and 
approach responses, are clinically obvious 
and have recently been documented by ex- 
perimental study(11, 18, 25), 
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1Jn current nomenclature, sociopathic person- 
ality disturbance, antisocial reaction. 
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It is the impulsivity and the lack of even 
minimal tolerance for sameness which ap- 

j PRES 3 
pear to be the primary and distinctive fea- 
tures of the disorder. In accounting for 
these and related features of the disorder 
this paper will attempt an explanation of 
psychopathic behavior in terms of the con- _ 
cepts of need for varied sensory stimula- 
tion, adaptation to sensory inputs, and the 
relationship of these to affect and motiva- 
tion. The basic hypothesis is that psycho- 
pathic behavior represents an extreme of 
stimulation-seeking behavior and that the 
psychopath’s primary abnormality lies in 
the realm of basal reactivity and/or adap- 
tation to sensory inputs of all types. 

A brief review of current motivational 
theory in order to point up recent concep- 
tions of the relation between motivation 
and sensory stimulation seems relevant. For 
many years theories of motivation were 
based primarily upon the notion that an 
organism acts in such a way as to minimize 
stimulation—to reduce tension. More recent 
theory has taken cognizance of the fact that 
behavior may also be motivated by a 
need to increase rather than decrease 
stimulation. Hebb(9) was apparently first 
to emphasize that under certain conditions 
increases in stimulation were pleasurable ~ 


continuous monotonous stimulation subjec- 
the effects of 
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stimulation are affectiyely unpleasant and 
strongly motivating. 

It may be possible, then, to view much 
of the impulsivity of the psychopath, his 
need to create excitement and adventure, 
his thrill-seeking behavior, and his inabil- 
ity to tolerate routine and boredom as a 
manifestation of an inordinate need for in- 
creases or changes in the pattern of stimu- 
lation, We are suggesting that the level 
and variability of sensory inputs which are 
necessary for the maintenance of pleasant 
affect are much greater for the psychopath 
than for the ordinary individual. It may be 
that under ordinary life conditions the psy- 
chopathic individual frequently suffers, in 
k reduced intensity, from the unpleasant af- 
i fect which is induced in such dramatic 

fashion by complete sensory deprivation or 
monotony. 

What may account for this apparent 

pathological need for sensory input? Two 

{ possibilities suggest themselves. The first 

is that basal reactivity to stimulation is 

lowered so that more sensory input is need- 

ed to produce efficient and subjectively 

pleasurable cortical functioning. A second 

, possibility is that there is a more rapid 
/ adaptation to stimulation which causes the 
á need for stimulation variation to occur 

more rapidly and with greater intensity. 
While there is a paucity of experimental 
research on psychopaths, the results of a 
number of studies seem relevant to the 
basic hypothesis. A smaller number of these 
studies also appear to bear on one or the 
other of the two possibilities suggested 
above. The studies, already cited, which 
' œ have shown psychopaths to be deficient 
; ë in conditionability can be interpreted in 
= “terms of the failure of either the uncon- 
ditioned (avoidance learning) or reinforc- 
ing (approach learning) stimuli to have 
aroused excitatory processes in the organ- 
ism. Some further evidence on learning in 
the psychopath has been provided by Fair- 
F weather(7), who investigated the learning 
i of nonsense syllables in criminal psycho- 
_ paths under three conditions of reward : 
} no reward, certain reward and uncertain 


f reward. His data indicated that the psy- 
1 chopaths learned best when reward was 
uncertain. If this reward condition can be 

interpreted as leading to an enhanced 


arousal due to the variability of stimula- 


tion induced by the uncertainty then the 
results can be seen as providing some sup- 
port for the basic hypothesis. It is perti- 
nent here to point out that Eysenck(6) 
considers the psychopath to be a highly ex- 
traverted individual and in turn considers 
the extravert to have a type of cortical or- 
ganization which shows both a lowered re- 
activity to sensory input and a more rapid 
development of inhibition. 

Studies of autonomic reactivity in psy- 
chopathic individuals appear to lend some 
support to the conceptualization offered 
here. In a study contrasting the auto- 
nomic responses of psychopaths with those 
of medical students, Ruilmann and 
Gulo(26) found that the psychopaths ex- 
hibited significantly smaller deflections and 
much more rapid recovery times under 
both neutral and emotion-inducing condi- 
tions. These results appear to indicate both 
a lowered reactivity and a more rapid 
adaptation to stimulation. Lykken(18) in 
the study of avoidance conditioning noted 
previously has demonstrated much the 
same phenomena. His psychopaths evi- 
dence both less sensitivity to noxious 
stimulation. and a more rapid recovery to 
basal GSR after onset of such stimulation. 
Lindner(16, 17) obtained somewhat differ- 
ent results in an earlier study. In his research 
the psychopathic group evidenced some- 
what superior GSR reactivity to emotion- 
producing stimulation, However, the return 
to basal level was made more rapidly, in- 
dicating faster adaptation, a finding con- 
sistent with studies cited previously. 

In a very recent study Fox and Lip- 
pert(8) compared the amount of spontane- 
ous changes in GSR in a group of 10 male 
juvenile offenders who had been diag- 
nosed as’ psychopathic with a group of 10 
male offenders who had received diagnoses 
of inadequate personality. The psychopath- 
ic group exhibited very significantly less 
spontaneous activity. Of particular inter- 
est here is the fact that Mundy-Castle and 
McKiever(20) have shown that subjects, 
with few endogenous GSR responses adapt- 
ed rapidly to a repetitive stimulus while 
those with more spontaneous GSR activity 
did not adapt. Fox and Lippert also dem- 
onstrated that mean basal resistance (com- 
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puted once each minute for a 10-minute 

period) was not different for their two 

groups. This study does certainly suggest, 

when its results are considered in the light 

of the earlier findings of Mundy-Castle and 
= McKiever, that the problem is one of 
rapid adaptation rather than diminished 
basal reactivity. 

While the evidence for lowered basal 
reactivity is equivocal, the GSR studies al- 
most uniformly indicate a more rapid adap- 
tation process. Some further evidence is 
provided by Petrie, McCulloch and Kazdin 
= (23). In a study carried out with juve- 
k nile delinquents (not necessarily psycho- 
pathic) they found that the figural after- 
_ effects of delinquents were experienced in 
_ terms of reduced perceived size of the test 
-object as compared with the stimulus ob- 

ject. They term this phenomenon “reduc- 
tion.” This phenomenon, it does appear, is 
related to adaptation to the stimuli pro- 
vided by the original stimulus object. These 
_ investigators go on to suggest that the ab- 
_ sence of sensation frequently experienced 
_ by the reducing individual is unpleasant 
_ and that he is motivated to change this 
state of affairs by seeking increased sen- 
= Sory input. In this respect they also note 
_ that earlier work on sensory deprivation 
suggested that those suffering most were 
inclined to diminish the intensity of en- 
vironmental stimulation (22), Their theoriz- 
ing is of course consistent with the stimu- 
lation-adaptation theories of motivation in 
general and serves further to point out the 
possible individual differences in terms of 
the need for stimulus input. 

What we have suggested then is the no- 
tion that the psychopath, either due to a 
lessened basal reactivity or an increased 
rate of adaptation, quite frequently finds 
himself in a condition of stimulus de- 
privation. Since this condition is affectively 
unpleasant he is motivated to change this 
affective state by the seeking of stimula- 
tion. In a highly organized environment 
such as that in which modern man resides 
this seeking of either added intensity or 
added variability of stimulation may on 
occasion involve transgressions of both law 
and moral code. It is these transgressions, 
motivated by the search for added or more 
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varied stimulus input, which most frequent- 
ly bring the psychopath to public attention. 

Assuming that this conception is at least 7 
partially explanatory of the behavioral man- ~ 
ifestations of the disorder, one must then 
consider its possible origins. Here the situ- 
ation is even less clear. Those who have 
argued for a constitutional origin have 
often cited the early appearance of pre- 
cursors of the condition—in children of 4 
and 5 years of age. Eysenck(6) also con- 
siders the cortical reactivity pattern of the 
extravert to be constitutional. 

While the early childhood histories of 
psychopaths have never really been ade- 7 
quately compared to appropriate controls — 
there seems general agreement that early 
childhood emotional trauma is frequently 7 
present, A variety of recent animal studies 
has indicated that traumatized (shocked) 
infant rats will exhibit less emotionality to 
(or adapt more rapidly to) the effects of 
an unfamiliar situation than will animals 
not so traumatized(4, 27). 

No matter what the origin it would seem 
fruitful to study highly impulsive, psycho- | 
pathic behavior in terms of stimulation- ` 
seeking pathology. If decreased reactivi- 
ty and/or rapid adaptation do produce in 
these persons an affective state of unpleas- 
antness close to that produced by severe 
sensory deprivation or monotony in the 
normal individual, then new approaches to 
the diagnosis and treatment of the con- 
dition are needed. Experimental tasks — 
measuring satiation, adaptation, marked — 
preference for the highly novel, etc., may 4 
be used to investigate further the hypothe- ~ 
sis presented here. Such tasks, if found to _ 
be associated with the clinical feature of 
the disorder, could then be employed in 
objective diagnostic batteries, 

Treatment approaches might also be de- — 
veloped to attack the problem more di- 
rectly. It may be possible to condition 
avoidance reaction using quite strong UCs © 
and to condition approach reactions and | 
secondary reinforcers using strong UCs ~ 
coupled with reinforcement varied both 3 
temporally and qualitatively. The problem 
might also be approached through the | 
development and use of drugs which i 
crease reactivity or decrease adaptation. 
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SOME OBSERVATIONS ON AIRMEN WHO BREAK DOWN 
DURING BASIC TRAINING 


ARI KIEV, M.D., ann MARTIN B. GIFFEN, Cor., USAF, M.C. 


A considerable amount of theoretical and 
practical attention has been focused in re- 
cent years on the significance of social 
factors in the development and perpetua- 
tion of psychological conflicts and behav- 
ioral abnormalities. From epidemiological 
and public health viewpoints, this area of in- 
quiry is of major importance(1), Certain 
characteristics of basic military training 
conducted by the United States Air Force 
make it a useful situation for examining the 
interaction of social stress and psychiatric 
breakdown. These include a defined popu- 
lation, an established program of identify- 
ing moderate to severe cases of psychiatric 
problems by use of qualified personnel, 
and a relatively standardized training 
which varies little in the inherent stress 
potential. The purpose of this paper is to 
examine some of the general patterns of 
disturbed mood, thought, and behavior 
seen in 220 basic airmen admitted to the 
hospital as psychiatric emergencies during 
the past year in an attempt to clarify some 
of the links between sociological and psy- 
chological events. 

The number of airmen who enter the 
service each year is dictated by the needs 
of the Air Force and usually varies between 
100,000 and 150,000, Each year 200 to 300 
basic airmen are admitted to the psychia- 
tric service of Wilford Hall USAF Hospital 
for emergency treatment, Many others are 
separated for psychiatric reasons during 
basic military training through the Mental 
Hygiene Clinic; the total separated each 
year varies from 3% to 15% during the first 


This paper represents the personal viewpoint of 
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official statement of Air Force policy, 
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8 weeks of training. Although the rate of 
separation is directly proportional to the 
quality of the recruits and the recruiting 
standards, it has been impossible to reduce 
the rate during the first 8 weeks of training 
to less than 3%. 

Even though the entrance examination 
and screening prior to enlistment vary con- 
siderably, those who are obviously phys- 
ically or mentally ill and those who have 
previous histories of mental illness are not 
permitted to enlist. Insofar as enlistees are 
ostensibly free of psychiatric illness at the 
start of basic military training, their acute 
breakdowns are likely to be related to the 
stress of this training. Therefore, an exam- 
ination of the relationship between basic 
military training and acute breakdown syn- 
dromes is of special interest because basic 
training is one of the few planned experi- 
ences in our society that exposes late ado- 
lescents to such a rapid series of changes in 
orientation, values, and physical as well as 
psychological stresses, 

Basic training. The major stress of basic 
military training is the complete disruption 
of previous patterns of adjustment by the 
introduction of sudden and abrupt changes 
in the demands made on individuals by 
the environment. Basic military training 
necessitates adherence to a rigid schedule 
and discipline around the clock and adapta- 
tion almost immediately after arrival to 
many new experiences. Assigned to a bar- 
racks, each individual learns that he must 
share his room with 35 to 50 other persons. 
Almost immediately, he must stand a 
“shake-down” inspection, during which all 
personal effects are laid out for examination 
and some (e.g., knives and medicine) may 
be confiscated. Then he is instructed and 
expected to memorize such things as secu- 
rity instructions and fire drill procedures. 
After this, he reports for clothing issue and _ 
initial pay. Attending to these various ac- _ 
tivities involves a considerable amount of 
hurried walking, marching, and drilling be- ~ 
cause of the tight schedule. In addition, — 
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during the first day the trainee is instructed 
on officer recognition, saluting and various 
military respects, personal hygiene, dormi- 
tory discipline, security, protection of val- 
uables, and dining hall procedures. At the 
dining hall, the trainee carries his tray in 
front of his face, sidesteps down the mess 
line, eats in the position of attention and 
empties his own garbage, The first day also 
includes a Base Exchange visit, introduc- 
tion to the Student Study Guide, reveille, 
making a bunk, showering, shaving in a 
group, and cleaning up his assigned area. 
The next 25 days of basic training follow 
the same full and hurried routine and are 
devoted to orientation to military subjects, 
drills, rules, and regulations with little time 
for a pause. 

Indications of unsuitability for military 
service usually appear early in training and 
show up most significantly on the drill pad 
where marching is taught. If an individual 
has difficulty here, he usually finds other 
tasks difficult, such as footlocker arrange- 
ment and dormitory discipline and proce- 
dures. To develop discipline and a sense of 
thoroughness, trainees are asked to do such 
things as rolling a T-shirt tightly enough 
to be bounced off the wall, cleaning the in- 
side of a toothbrush cap and the inside of 
a shaving cream nozzle, and hanging a 
towel exactly two fingers’ width from the 
corner of the bed. The frustration provoked 
by such tasks often leads to outward dis- 
plays of aggression. Of the usual adolescent 
problems of career selection, sexual iden- 
tification, and the acceptance of the author- 
ity of others, the last is most prominent in 
training, for the trainee is subjected to 
authority at all times and has few methods 
of escape. Overt rebellion against authority 
and military discipline may lead to disci- 
plinary actions, special training, counseling, 
or even removal from the program. 

It is likely that, given a modicum of 
emotional stability and intelligence, the 
characteristics determining success in basic 
military training are related less to conven- 
tional personality types than to specific 
personality traits associated with his adapt- 
ability and self-discipline developed by 
previous experiences and adjustment. A 
major element in this adaptation appears to 
be the individual's ability to identify with 
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the Tactical Instructor, who is in of 
the detailed instruction of the flight and 
who, through example, provides a model 
of correct military comportment and atti- 
tudes, 

Many factors are involved in the ability 
of these young men to meet the continuing 
demands of the basic training program. 
Squadrons vary in their tolerance of emo- — 
tional difficulties and in their ability to as- — 
sist airmen to adjust to military life, as 
shown by differences in the number of rec- 
ommendations for separation from squad- 
ron to squadron and even from flight to — 
flight within the same squadron. Although 
much seems to depend upon the squadron 
commanders, training instructors, and oth- — 
ers in contact with the trainee, the reaction 
of the individual personality to the impact 
of basic training still remains the major 
factor in an acute psychiatric breakdown, 
Thus, it appears that airmen who are un- — 
stable or poorly motivated invariably re- — 
act more acutely and severely to the stress 
of basic training than healthier or better 
motivated airmen. 


TABLE 1 

MAJOR PRESENTING SYMPTOMS NUMBER OF CASES 
1. Disorders of consciousness 10 
2. Schizophrenic illness 3 
3. Schizophreniform 15 
4. Depressive reaction 30 
5. Conversion-somatic reaction 27 
6. Acting out, AWOL, aggressive 12 
7. Anxiety, hyperventilation 94 
8, Suicidal gesture 29 

Total 220 


Table 1 depicts the descriptive clinical 
categories of the basic airmen admitted 
during one year. Only 18 cases were be- 
lieved to be suffering from a schizophrenic 
or schizophreniform psychosis. The remain- 
der presented with acute episodes of anxi- 
ety, weepiness, gastrointestinal complaints, 
black-out spells, and aggressive or anti- 
social behavior, but without disruption of 
reality testing or the presence of delusions. 
The suicidal gestures were impulsive in 
nature and, for the most part, 
of the ingestion of small amounts of med- — 
ication or superficial lacerations of the fore- 
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arm or wrist that rarely required stitches, 
_ Patterns of psychiatric breakdown in 
_ basic military training. The patients seen 
were primarily 18 to 21 years of age, were 
unmarried, and had been in training from 
several days to several weeks prior to hos- 
pitalization. Only a few had received psy- 
chiatric treatment previously, although 59 
reported a family history of mental illness, 
alcoholism, delinquency or divorce. Fifty- 
nine also gave a past history of emotional 
__ instability in the form of temper tantrums, 
_ phobias, nightmares, acting out behavior, 
difficulty in adjustment to school, and dif- 
_ ficulty with civilian authorities. In view of 
_ the fact that high school graduates in gen- 
_ eral do better than non-graduates in basic 
_ military training, it was significant that 66% 
of our patients had not completed high 
school, Although some gave as their main 
reason for enlistment the hope of further- 
ing their education, the majority had en- 
listed primarily to avoid difficult life situa- 
tions at home, in school, or on the job and 
to find a new way of life, Others joined the 
Air Force merely because “friends did,” 
and had little knowledge of the possible 
“consequences, 
f i Pine The manner of presentation 
of the majority of the patients was dramat- 
ic. Their symptoms were characterized by 
ineffectual suicidal gestures, antisocial be- 
_ havior, confusional episodes with fear and 
aimless wandering, violent self-destructive 
behavior, withdrawal, and states of crying, 
tension, and anxiety, A small group pre- 
sented clear-cut symptoms of schizophrenia, 
Irrespective of the presenting symptoms, 
__ almost all of the patients appeared remark. 
_ ably helpless, dependent, passive, home- 
_ Sick, fearful of the Tactical Instructor, and 
_ generally very much discouraged, Few ap- 
peared to be malingering or manipulating 
the situation for the purpose of obtaining 
a discharge from the service, 

Several individuals expressed referential 
ideas about being persecuted and singled 
out by their instructor. However, the ma- 
jority did not, and seemed to have been 
made nervous and tense merely by the 
demands of the military. These anxieties as- 
sociated with difficulty in adaptation ap- 
peared to intensify their feelings of home- 

sickness and loneliness and often even their 
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feelings of guilt about leaving home, school, 4 
and girl friends. As the time of discharge ~ 
from both the hospital and the service — 
approached, these feelings abated and pa- 
tients often began to enjoy their stay in the 
hospital; some even expressed a desire to 
remain in the service. 

A second prominent theme expressed by 
patients was the fear of losing control of 
their emotions, thoughts and behavior as- 
sociated with the fear of possible conse- ~ 
quences. Many were fearful of killing the = 
training instructor or themselves, and oth- 
ers of going “crazy.” This fear of acting out 
led a number of patients to wander off 
AWOL, sometimes in dissociative states, 
Despite common psychodynamic explana- 
tions about homosexual conflicts experi- 
enced by young men exposed to basic 
training, few expressed such concerns, 
Some patients reported claustrophobic 
symptoms and expressed resentment of the 
lack of privacy, but this was usually as- 
sociated with previous histories of difficulty 
in personal relationships. Extreme panic 
with confusion, dissociation, loss of orienta- 
tion and inappropriate, bizarre behavior 
occurred in several instances and were usu- 
ally attributed to fear of the Tactical In- 
structor. As one patient said: “I just sat 
and listened to the T. I. scream and shout 
at me. I was terribly frightened when he 
was yelling at me and I thought the world 
would close in and crush me.” Such pa- 
tients tended to interpret orders to the 
group in a referential manner, particularly 
if they had been criticized personally on a 
previous occasion. They tended to exagger- 
ate the significance of external stimuli and 
continued to over-react, setting up vicious 
circles of tension and disorganization. : 

Following removal from the stressful _ 
training situation and with only minimal — 
Supportive treatment, the majority of the — 
patients improved rapidly. The majority — 
required little treatment or management 
and were discharged directly home, but a 
few required further hospitalization. Pre- 
senting symptoms appeared to have little 
Prognostic significance in determining the _ 
rapidity of recovery or the duration of stay _ 
in the hospital. This applied to a wid 
tange of clinical pictures including suicidal 
gestures, dissociative reactions, severe de- 
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pressions or marked tension with phobic 
thoughts and suggested the significance of 
the situational stresses in producing the 
clinical picture, Past history was of no prog- 
nostic significance except in patients with 
a history of psychiatric illness. The progno- 
sis was guarded only when patients pre- 
sented with delusions, hallucinations or 
loosening of associations, 


DISCUSSION 

Basic training is designed to orient in- 
dividuals to a new way of life and to es- 
tablish new identities for them. Adaptation 
to and development of a sense of identifica- 
tion with the military are the goals of bas- 
ic training. To accomplish this, the basic 
trainee initially experiences an increas- 
ing depreciation of self-esteem as a result 
of his inadequacy to achieve the standards 
of basic training. However, in the attempt 
to adapt to the physical and psychological 
stresses, he begins to reconstitute his scale 
of values by fusing some of his old values 
with a newly acquired set. A critical ele- 
ment in the introduction of this orientation 
and the establishment of an esprit de corps 
is the inspirational or charismatic leadership 
of the training instructors, which clearly 
raises the suggestibility of the airmen and 
encourages them to accept a new view- 
point. It is the individual's ability to iden- 
tify with his training instructor and a new 
set of values and goals that hastens the 
transition from civilian to airman. This abil- 
ity seems to be definitely related to the 
individual's previous experience. The abil- 
ity to adapt is related to the rapidity with 
which the individual su ly adopts 
a new set of values and concentrates his 
energies on present problems, thereby post- 
poning the customary gratification of basic 
and acquired needs, Thus, earlier training 
in the postponement of gratification, in the 
toleration of negative feelings of hostility, 
fear, and anxiety, and in the acceptance of 
authority (arbitrary) is critical for prepar- 
ing individuals to adjust to the stress of 
basic training. The majority of breakdowns 
occurred in persons who lacked the ability 
to postpone gratification, to identify with 
authority, and to accept criticism and or- 
ders, These trainees appeared to be unable 
to tolerate the loss of perceptual contact 
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with the familiar system of environment 


that they had learned to manipulate in the 


past. The values and the role requirements 
were unfamiliar, and adjustment appeared — 
to require a certain modicum of ability to 
adapt to new situations. 

Basic training does not appear to provide 
individuals with what they have been ac- 
customed to receive from parental support 
and gratification of dependency needs. In- 
stead, it demands self-reliance and an abil- 
ity to subordinate personal needs to the 
goals of a larger group. Reward and praise 
are conditional upon performance, a prac- 
tice to which many are also not accus- 
tomed. In the absence of customary grat- 
ifications, the frightened airman begins to 
misperceive the training situation and be- 
comes incapable of recognizing it as the 
traditional learning experience that it is. 


It is this which creates in many a sense of — ; 


desperation and leads to the exaggerated — 
attempts of some to call attention to their 
emotional upheaval by superficial wrist- 
cutting, head-banging, and other overdram- 
atized acts. The majority of these disturbed 
patients are so overwhelmed by their anx- 
iety that they cannot anticipate the future 
but think only about the further intensifica- 
tion of their distress. As Wallace(2) noted, 
when culture is perceived as an unreliable 
tool whose manipulation cannot bring re- 
lief from stress, the individual becomes 
disillusioned and the internal conflicts 
which arise from idiosyncratic learning ex- 
periences, regressive responses, and situa- 
tionally determined stresses become so in- 
tensified that they cannot be tolerated, 
Once there are symptoms a vicious circle 
begins and the individual becomes even 
less able to cope with the demands of 
training. 

Because of their severity, the reactions of 
basic trainees are often confused with more 
malignant forms of psychiatric illness seen 
in civilian hospitals, However, closer ex- 
amination reveals that they more closely 
resemble the psychiatric casualties of com- 
bat. The reactions of the trainees are def- 
initely related to specific and organized 
stresses and, with minimal manipulation of 
the environment, such as their immediate 
removal to the hospital, they resolve rapid- 
ly. 
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SUMMARY chiatric breakdown during such training. 


Basic military training is one of the few 
planned experiences in our society that ex- 
poses late adolescents to a rapid series of 
physical as well as psychological stresses, 
and which consciously attempts to intro- 
duce changes in orientation and values. 
This paper examines some of the consistent 
patterns of stress present in basic military 
training in the USAF and some of the 
clinical features demonstrated by a group 
of 220 airmen hospitalized for acute psy- 


The factors making for poor adaptation 
are examined and the need for considering 
general coping mechanisms as opposed to 
conventional diagnostic categories is con- 
sidered. 
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“Physicians of the Utmost Fame 

Were called at once; but when they came 

They answered, as they took their Fees, 
ere is no cure for this Disease.’” 


—Cautionary Tales, 
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TALE OF TWO INSTITUTES 


D. EWEN CAMERON, M.D., anv BARUCH SILVERMAN, M.D. 


Discussion, sometimes acrimonious, some- 
times peaceful, has been going on for 
years concerning the respective roles of 
mental health and psychiatry. This discus- 
sion is a sector of a much wider debate 
between the doctor and the public—the 
part which each must take in health plan- 
ning and the areas where joint decisions 
are essential. This debate in country after 
country is crystallizing—depending on the 
outcome of the debate—into state-directed 
medicine at the one extreme and into a 
great range of cooperative health schemes 
at the other. 

Hence, the interplay of the Mental Hy- 
giene Institute and the Allan Memorial In- 
stitute of Psychiatry in Montreal over the 
last twenty years provides a most excellent 
opportunity to see how two organizations 
—one in which most of the planning is 
carried out by and for the public and the 
other in which the planning is carried out 
mainly by the medical profession—have 
worked together to build up an extensive 
and efficient series of services to the public. 

The Mental Hygiene Institute of Montreal 
was established in 1929 and 14 years later 
the Allan Memorial Institute of Psychiatry, 
and the Department of Psychiatry of which 
the Institute is a part, were opened by 
McGill University. The two organizations 
have worked in remarkably close relation, 
and both have gained enormously thereby. 
Psychiatry has gained through the creation 
by the mental health organization of a 
highly favorable climate of public opinion 
which has permitted the establishment of 
open hospitals, day hospitals and night hos- 
pitals, the development of community psy- 
chiatry and the provision of psychiatric 
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health, on the other hand, has profited 
greatly through the provision of highly 
trained personnel, the introduction of con- 
cepts of research design and, to a growing 
degree, provision by psychiatry of new ~ 
concepts regarding prevention. Mental 
health has been relieved of the responsibili- 
ty for certain services and has been set 
free to pioneer in areas where it can to a | 
maximum degree utilize its multi-disciplin- — 
ary organization and draw upon the great — 
support which it can now mobilize among — 
the general public. 7 
This paper is concerned with exploring ` 
the ways in which these two approaches to” 
mental illness and health have collabo- — 
rated and supplemented each other over the 
last half century. No attempt will be made 
to go into the details of their integrated 
activities, but rather to portray the broad — 
general premises upon which they have 
worked together. A 
In 1919, a small group of leading and ~ 
progressive citizens of Montreal resolved to ~ 
establish a branch of the National Com- — 
mittee for Mental Hygiene, which itself — 
had only been set up in 1918 under the 
leadership of Dr. C. M. Hincks (since ~ 
1950, the Canadian Mental Health Asso- — 
ciation). The original branch was located — 
in a downtown building under the direc- 
tion of Dr. Gordon S. Mundie,’ and among ~ 
its early activities was the establishment of 
a Psychiatric Clinic at the Royal Victoria — 
Hospital on a % day per week basis, at — 
first primarily for demonstration purposes. — 
Through this clinic, real influence was ex- — 
erted in matters pertaining to mental a 
health. w 
During the 1920's the branch’s activities — 
steadily expanded. Surveys of school sys- ~ 


tems showed the unexpected ranges of — 


5 
. Mundie continued as Director of the — 


by Dr. W. T. B. Mitchell, the latter being suc- 
ceeded in turn by Dr. Baruch Silverman, the pres- 
ent Director. iy 
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mental deficiency and laid bare the urgent 
need for special classes in the English- 
speaking schools of Montreal, which in due 
course were established. Another project 
of this small but active branch, as part 
of the national organization, was the found- 
ing of a journal on a quarterly basis under 
the editorship of Dr. Mundie, The Canadi- 
an Journal of Mental Hygiene. It was sub- 
sequently discontinued as other publica- 
tions came to the fore, but it expressed 
throughout its life what was to become a 
_ growing purpose in the mental hygiene or- 
ganization, namely, public education. 

Tn 1923 Dr. Baruch Silverman joined the 


| By 1929 the work of the mental health 
organization had expanded to the point 


a It is noteworthy that in the early 1930's, 
_ Special courses in mental health were given 
to medical students through the University 
Department of Public Health in order to 
“emphasize the positive aspects of mental 
health as part of an over-all program. These 
Courses were quite separate from the teach- 
ing in psychiatry which was then given 
through the Department of Medicine, 

__In order to broaden the basis of its oper- 
ations in the community, the Mental Hy- 
giene Institute now began to decentralize 


Oe SE Oe EEA ae E 
Pee sak. ate Pee 
3 


TALE OF TWO INSTITUTES 


its activities by assigning members of its 
staff as mental health consultants—particu- 
larly for those agencies concerned with 
family problems, foster homes and institu- 
tional placement of children from broken 
homes and for organizations concerned 
with the treatment of juvenile delinquency. 

With regard to psychiatry, however, 
when the local branch of the National Com- 
mittee for Mental Hygiene was founded in 
1919, this discipline was represented for 
the English-speaking population of the 
Province of Quebec mainly by the Verdun 
Protestant Hospital, which had opened its 
doors in 1890 and which, while a private 
institution, was also used by the Provincial 
Government for the care of the indigent 
mentally sick, Gradually, the impact of 
the work of this branch on the public and 
on the professional-medical groups began 
to become apparent. Influenced by the fact 
that it had, from the earliest days of the 
mental health movement in Montreal, a 
clinic in its Outpatient Department, oper- 
ated by the Mental Hygiene Institute, the 
Royal Victoria Hospital now began seri- 
ously to consider the establishment of psy- 
chiatric facilities of its own. 

In collaboration with McGill University 
in 1926, the Royal Victoria Hospital in- 
vited Dr. David Slight of the Maudsley 
Hospital to join the staff as head of the 
Psychiatric Outpatient Department Clinic 
and to accept an appointment as Lecturer 
at McGill. Departments of psychiatry were 
not established, however, in either the hos- 
pital or the university, This early attempt 
to set up general hospital psychiatry did 
not prosper and in 1936 Dr. Slight accepted 
the chair of psychiatry at the University of 
Chicago. The responsibility for carrying on 
the psychiatric clinic now reverted to the 
Mental Hygiene Institute, 

In 1939, however, an event took place 
of such magnitude that it shattered the 
economic and political structure of the 


world. It no less certainly broke into mean- 
ingless 
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masquerading as strength and furtive un- 
dermining hiding in the guise of kindness. 
These and, in counterpart, undreamed of 
powers of endurance, capacities for loyal- 
ty, aspirations and ideals springing from 
the very body of destruction and despair, 
all served to open to us the world of man’s 
nature—a world as complex as the outer 
world which we seek to conquer and the 
conquest of which can only be achieved 
if we learn to know ourselves. 

Hence, among those gains offsetting the 
vast destruction of World War II was a 
widespread determination that the nature 
of man must be studied and understood if 
indeed he was to survive. And thus there 
came into being around the world a throng- 
ing array of centers the purpose of 
which was to penetrate far beyond the 
bounds of current understanding in search 
of the fullest possible knowledge of our- 
selves, 

Responsive to this urge, McGill Univer- 
sity and the Royal Victoria Hospital, while 
the war still raged on, began to take action. 
With the assistance of the Rockefeller 
Foundation and the Quebec Provincial 
Government, there was established in 1943 
the Allan Memorial Institute and the De- 
partment of Psychiatry. 

By that year the Mental Hygiene Insti- 
tute through intensive public education 
had aroused demands which put the only 
existing psychiatric center for the English- 
speaking population of the Province—the 
Verdun Protestant Hospital—under truly 
urgent pressure. Indeed these demands 
were so great that the Mental Hygiene In- 
stitute had become involved far beyond 
its primary purpose ; it was providing clin- 
ical service both to children and to adults, 
a diagnostic service to the courts and a 
guidance service to the schools. Its then 
small staff was straining itself to assist in 
the limited instruction being given to med- 
ical students and in the training of social 
workers, 

As soon as the Department and the In- 
stitute were founded, immediate steps were 
taken to establish an undergraduate teach- 
ing curriculum, to open clinical inpatient 
and outpatient services ; and by 1946 five 
major laboratories were in full operation 
in the Allan Memorial Institute. In 1945 the 


Department set up a 4-year training pro- 
gram for psychiatrists which expanded with 
exceptional rapidity to become one of the 
largest in the world and thus provided the ~ 
staff for the new clinical services as they 
were opened in quick succession during 
the next several years. 

Influenced by the urgencies of the times 
an early policy decision was reached that | 
psychiatry should not be concentrated at 
the Allan Memorial Institute, but that psy- ` 
chiatric facilities should be set up in every 
English-speaking hospital in the Montreal 
area. 

At this point, there began a close an 
rewarding relationship between the All 
Memorial Institute and the Department of 
Psychiatry of McGill on the one hand ant 
the Mental Hygiene Institute on the other. ~ 
Partly as a result of planning, partly on © 
the pragmatic basis of day-to-day dealing 
with situations, there has been a progres 
sive reassignment of functions between 
psychiatry and mental health. This was ~ 
further facilitated by a decision made at 
the outset to include the Mental Hygien 
Institute as a Departmental teaching unit 
hence, all its psychiatric staff became mem- 
bers of the University Department of Psy- 
chiatry. 5 

As soon as the Allan Memorial Institute 
and the Department of Psychiatry were 
founded, the Mental Hygiene Institute felt 
itself relieved from its many years of pr 
occupation with making the public aware — 
of the need for facilities to treat the men- — 
tally ill. It now turned its attention 
achieving its basic objective of the p 
vention of mental ill health, antisocial co: 
duct, family breakdown and social failure, 
as well as the promotion of an adequai 


tal Hygiene Institute had built up over a 
period of many years with the social 
agencies, health organizations and educa- 
tional institutions in Montreal. In ord 
make a concerted attack on the apparel 
causes of socially induced psychopathology, | 
the Institute, with the help of the Mon 
treal Council of Social Agencies, estab- 
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lished two affiliate organizations—a Mar- 
tiage Counselling Centre in 1953 and a 
Family Life Education Council in 1960. 
The marriage counselling service was the 
first of its kind in Canada and its objec- 
tives were to prevent marriage failure by 
_ Preparing young people for marriage and 
family life, to offer premarital counselling 
for individuals and groups, and to estab- 
lish training facilities for professional per- 
sonnel in the field of marriage counselling. 
The second area of growth, the Family 


d 


the following objectives : 
1) To provide an educational service for 
the development of the mental, physical 
and social well-being of the family, 
2) To promote, organize and provide 
training facilities for skilled leadership. 
8) To establish and maintain an infor- 
mation service on community resources in 
_ this field. 
4) To carry out and to pass the results 
_ of research back to the public, 

5) To establish working relations with 
other agencies—educational, health and re- 
_ligious—working in this field. 
__ Joint projects with the Allan Memorial 
Institute were also undertaken and from 


checkup of one’s physical health, 
Throughout the 

also in a period of 
Psychiatrie divisions were being set up in 
the various English- peaking hospitals, ses 


] 

i 
j 
i 


centers, and, of great 
working relations between the Department 


had encountered great difficulties in other 
centers were greatly facilitated by the long 
work which 
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Life Education Council, set out to achieve 


LAUSA 


had been carried out by the mental hy- — 
giene organization. This was to be seen in 


field after field. The Women’s Auxiliaries _ 


of the hospitals, for instance, found that 
their members considered it a privilege to 
be assigned to work in the psychiatric di- 
visions. Welfare and social agencies of the 
city collaborated with hardly a hitch and 
the psychiatric departments of these gener- 
al hospitals and the work of psychiatry re- 
ceived a uniformly favorable coverage in 
the press, on television and radio, 

Pressure for admission to the open psy- 
chiatric centers was great indeed and all 
categories of patients presented themselves 
with very little of the fear and doubt so 
largely reported elsewhere, The number of 
undergraduate medical students choosing 
to enter psychiatry rose steadily and the 
numbers applying to enter the post-grad- 
uate training program were so great that 
it was possible to assign students whom 
we could not accept to other medical 
schools—three in Canada and one in the 
United States, 

In the 1960's a further shift in the re- 
lationship between the two Institutes set 
in—since by this time there was growing 
evidence that psychiatry, which had ex. 
panded out of the large mental hospitals 
into the psychiatric divisions of general 
hospitals, must now move further into 
the community. This took place in a vari- 
ety of ways. First must be mentioned the 
great development of ambulant services 
heralded by the invention of new kinds 
of psychiatric treatment centers—the day 
hospital in 1946, followed by the night hos- 
pital at the Montreal General Hospital in 
1954. Then came a great expansion of in- 
terest in emergency psychiatric treatment 
of the patient as it became recognized that 
such early care leads to a rapid restoration 
of function. Overcrowding of our hospital 
beds brought still another series of devel- 
opments, among them being the establish- 
ment of home care teams which would go 


importance 
the Mental 
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ric work in a given number of schools in 
their particular district. Up to this time, 
this responsibility had been in the hands 
of the Mental Hygiene Institute. 

Psychiatry thus in the 1960’s had taken 
over the major diagnostic and treatment 
facilities, During these same years, teach- 
ing and research programs which were es- 
tablished in psychiatry in the 1940’s at- 
tained still higher levels of excellence. The 
undergraduate curriculum had doubled the 
number of hours since its inception in 1945 
and an M.Sc. course in psychiatry was set 
up. Psychiatry had already been assisting in 
the training to the Ph.D, level of such psy- 
chologists as wished to specialize in the 
psychiatric field and biochemists of similar 
intent. Research which had started almost 
with the establishment of the A.M.I. and 
the Department of Psychiatry had very 
greatly expanded in range and depth. It 
now fell into three great panels—field re- 
search, clinical investigation and basic re- 
search—employing several hundred investi- 
gators and their assistants. Answers were 
being sought as to the nature of motiva- 
tion and of need; scientists were struggling 
with the hard problem of the relation be- 
tween event and consequent behavior and 
the effects of culture on psychiatric illness, 
Studying chromosomal aberrations as a pos- 
sible cause of mental deficiency, it began to 
turn to the electron microscope in the study 
of the ultrastructure of the cell and the 
light that this might throw on organic brain 
disease. It shared with neurophysiology a 
growing interest in the ascending reticular 
system and with pharmacology the excite- 
ment of the discovery of chemical agents 
which acted on that system to influence be- 
havior, It delved deeply into the nature of 
affectual deprivation and into the dynamic 
factors involved in psychotherapeutically 
induced change. 

During the early 1960 period, the Men- 
tal Hygiene Institute also developed a 
burst of new pioneering concepts. Health, 
it began to realize, was more than the ab- 
sence of disease, rather it is a dynamic 
measure of the individual's ability to func- 
tion effectively under all manner of cir- 
cumstances, These ideas burgeoned out 
into more and more new fields. Having 
early recognized the importance of emo- 
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tional deprivation, it now moved over to 
a recognition of the prevalence and po- 
tentially damaging effect of social isolation, 

The speed at which it has travelled and 
the distance which it has covered from the 
early days when it set up its first clinic can 
be judged by the most recent development ~ 
at the Mental Hygiene Institute: a com- 
munity laboratory has been set up located — 
in one square mile of a marginal area of 
Montreal, This area has a population of — 
some 50,000, among them being represent- 
ed a great range of cultural, economic and 
social groupings. This community labora- ` 
tory is to be carried on in association with 
the McGill University School of Social 
Work and the University Settlement of 
Montreal, It will have as its two principal 
objectives : 1) utilizing the area as a center 
for professional training and for social re- — 
search, and 2) carrying out research upon 
the possibilities of facilitating optimal so- 
cial development within the area. 

When we turn to review this fascinating 
story of the evolution of two institutes, im- 
portant matters stand forward, The basic 
forces operating to press forward mental — 
health and psychiatry are concerned with 
the need of modern man to have knowl- 
edge and skills to operate his society. Men- 
tal health provides an increasing series of 
opportunities to acquire these skills. Psy- 
chiatry becomes clearly recognizable as 
expressive of society's intent to seek knowl- 
edge with the purpose of curing and pre- 
venting behavioral disorders and for the 
purpose of shaping the skills by which we ~ 
live in the growing complexity of our — 
world, The deepsea diver and the astronaut 
alike can go further into the increasing 
dangers of depths and heights, the better 


they are able to prepare themselves and 


the more they can control the immediate 
environment, Just as certainly, we cannot 
go into the vast complex series of exten- 
sive and rapid adjustments which are re- 
shaping our world under the impact of 
scientific explosion without possessing skills 
to deal with rapid change and intensive — 
psycho-social demands. $ 

The demand for an opportunity to learn ~ 
and use new skills in living is one which ~ 
the mental health movement must meet 
and meet in increasing degree. The gain- 
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ing of the knowledge necessary for cre- 
ating these skills is the responsibility of 


psychiatry. 
CONCLUSIONS 


1. It is clear that in a community, a 
mental health organization and a psychiat- 
ric organization can work in close integra- 
tion and with great mutual gain. 

2, The areas in which the two organi- 
zations work are largely different, are 
intimately related, complementary in a com- 
plexity of areas, and yet readily distinguish- 
able. Moreover, the directions to which 
“many of their growing points are extending 
are quite different. 

_ 3. The mental health organization is 
public-oriented and its objectives are large- 
ly implemented by the public; the psy- 


CONCORDIA 


aa aIr the honour of the profession to co: 
themselves without which neither the dignity 


might expect, ever remembering that concordia res 
dilabuntur (small things increase by concord, great 


chiatric organization is largely patient- 
oriented though now with a great deal of 
interest in prevention, and its objectives are 
validated through professional personnel. 
4, The appearance of the mental health 
movement and its relations with psychiatry 
represent the growing concern of the pub- 
lic with health as well as disease. 
5. It is clear that the man of today and 
tomorrow must be possessed of health skills 
as surely as his pioneer ancestors had to be 
possessed of foraging skills. It is the func- 
tion of psychiatry to seek out the necessary 
knowledge to create skills for the individual 
to handle his behavior so as to enable 
him to enhance and to protect his health, 
It is the function of the mental health or- 
ganization to provide the public with the 
means to acquire and to use these skills. 


(Charge to the Fellows of the Royal 
College of Physicians. 1623) Í 


SOCIAL PSYCHOLOGICAL CONTRIBUTIONS TO MENTAL 
HOSPITAL ADMINISTRATION 


SVEN LUNDSTEDT, Pu.D. 


To what human conditions in an organi- 
zation can administrative effectiveness be 
attributed? Are poor management prac- 
tices, working conditions, and low morale 
alone related to this management goal in 
mental hospitals? How can the perform- 
ance and over-all effectiveness in organiza- 
tions be improved? While public concern 
for efficiency is often quick to be reflected 
in plans of reform, few actual organization- 
al programs are successful unless human 
factors are considered. It has, therefore, 
usually been easier for many to criticize 
than to find workable solutions to the com- 
plex problems of mental hospital adminis- 
tration. In what specific directions may one 
expect to find possible answers to human 
problems of management and administra- 
tion? We can be reasonably sure now that 
the best solution, if one exists at all, is not 
just a matter of better personnel selection, 
weeding out undesirable members of a 
department, increasing salaries, and more 
discipline. In part, a management philos- 
ophy is at issue. A case can be made that 
all kinds of misbehavior, large or small, 
ranging from gross mismanagement to 
breaking the simplest possible regulation, 

o well beyond just these factors to in- 


social and psychological needs and by a 
lack of awareness on the part of many ad- 
ministrators of the important principle that 
a balance is necessary between organiza- 
tional needs of productivity and individual 
needs for self-maintenance and actualiza- 


tion. 

A fresh look at the individual in the 
organization. A traditional aspect of mental 
hospital management is that it has taken 
place within a quasi-military, bureaucratic 
organization. This model is very old and 


Dr. Lundstedt is Associate Professor of Psy- 
chology, Western Reserve University, Cleveland, 


Ohio. 


easily recognized by its reliance upon direct 
hierarchical control, rigid superior-supet- < 
visor relationships in an ascending order — 
from the lowest ranks to the highest which, ~ 
in contrast to the lower ranks, contain most ~ 
of the decision-making power. The principle ‘ 
of span of control tends to be inflexibly ap- 
plied. Supervision is usually based upon a — 
pattern of downward communication from ~ 
higher ranking to lower ranking members, — 
with less opportunity for lower ranking — 
members to communicate upward othe 
than to acknowledge receiving an order 
Verbal communication between people is — 
replaced by impersonal memoranda. Such 
organizations also seem to encourage i. 
permanent moratorium on expression O! 
grievances from below, and create an ab: 
sence of flexibility by which human com- 4 
munication from below to higher positions 
can occur with the ease and frequency ~ 
often needed, In another sense, grievances i 
can be said to exist because of the absence 
of appropriate informal adjudication pro- 
cedures between superiors and subordi- = 
nates. 
A familiar argument is that one strength — 
of this type of organization is its logical, — 
rational, even “scientific” basis. It has often. 
been argued that it does away with 
human error. This, of course, is question- | 
able. It does away with human error by 
neglecting human needs which, paradoxi 
cally, only serves to increase human err 
This widespread form of bureaucracy has’ 
not been wholly successful. One can sately” 
ask, if it is so good then why has it not 
worked better ? 
What may be missing in this model ? 
How does that which is missing relate to 
such important things as morale, produc- 


general organizational effectiveness? Is 
there an alternative model for an organiza- 
tion which might increase the level of em- 
ployee morale and performance, e 
error, absenteeism and turnover and pe 

haps increase measurably the achievement 
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view it as either enforcing rules and regu- 
lations, official standards or norms, infor- 
mal folkway patterns or achieving “quality 
control.” Whatever words we choose to de- 
scribe this phenomenon w¢ have to agree 
that some effort is require/d to assure ee 
too many rules are not bripken, and thai 
minimum standards of perMormance are 
maintained. It is always revealinyz,that P 
organizations seem to be more s le 
in this process than others, What *f0le 
should the organization play in this pres, 
cess ? ‘ 

Tt is now common knowledge that pro- 
ductive behavior in organizations of any 


ion. Certain 
made from research in the neigh- always involve 

oring field of business and industry to the to see his own 
of mental hospital administration to material or p 

se several points clear, While these ex- has to be somi 
tions are not intended as a substi- not work, It c 
empirical studies of such Identificati 
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ts are not new by any means, nor were available for 
necessarily invented in the twentieth 


own norms and values about what is 
fields. Every social either good or bad in life and these need 
in » Sovern- to be lined up with the values which exist 
» $0 to speak, a problem within the organization and are parts of 
enforcement.” We infre- its rules for living in it, If the relationship 
the individual and organization is 
t only a few values held by the 
; former match those values held by the lat- 
1Some hospital management seas, similar ter, then little incentive for 
9 pape E dy n pom ha havior will exist and conflict between the 
Greenblatt, York sad Beng and personal norms are far apart there is a 
tire led “therapeutic com. Significantly greater chance that the per- 


ted 
being an approach which 
work in Organizational 


Mann(4), e are now beginning to learn that it is 
work is a good idea for managers to ask: do the 
personal goals of the members of the or- 


ganization have any relation to the goals in a large manufacturing com in sup- 
established by administration as its formal port of this conclusion. an 
rules of operation? This is a problem in Notice that the actual production of em- 
which recent social psychological research ployees increases when foreman and men 
on organizations can be helpful in point- agree about what constitutes reasonable out- _ 
ing out the importance of understanding put or productivity, As the estimates tend 
the needs of both the individual and the or- to converge at the right hand side of the _ 
ganization. Let us take an employee's ideas figure, actual production is higher than — 
about reasonable productivity as an exam- before, when they disagreed in their es- 
ple. If both the employee and the company timates (left hand side of figure). It may 
man, say a foreman, see eye to eye about be only a short step in thought from the 
= production rates then ideally we might shop floor to the mental hospital where, in- 
Ý expect conflictless effort on the part of the stead of foremen and men, there are phy- 
employee and also acceptable productivity sicians, psychologists, social workers, nurses, 
4 by company standards. In other words, the administrative personnel and attendants in- _ 
$a, employee’s needs under these “ideal” con- teracting with one another. Do the princi- 

j ditions are in line with management's needs ples illustrated in Figure 1 have any ap- 
as conveyed and interpreted by the fore- plication to hospital administration ? A fair 
man, Is this what actually tends to happen answer is that they probably do apply. 

in real organizations ? Results from recent Influence and control over others, Like 
research in Figure 1 summarize findings military forces, many organizations have — 


FIGURE 1 
Productivity Increases When Foremen and Men Agree in Estimates of Reasonable Productivity 
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ze -9 _ Foreman's estimate of what management 
/ thinks is a reasonable figure 
v —— Men's estimate of what foreman thinks is a 
Sf reasonable figure 
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4 —.— Foreman's estimate of what men think is a 
xN reasonable figure 
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Average (mean) reasonable productivity fears 


Actual production 
(as a percent of standard) 


From New Patterns of Management by Rensis Likert. Copyright 1961. McGraw-Hill Book Company. Figure used by permission. if 
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power, authority, influence, status, prestige, 
privilege and personal rights distributed 
throughout it in a particular way. In many 
hospitals there are more of all of these at the 
top than at the bottom and so we have the 


| 


ironic, and possibly significant, fact that 


the employee may have little of the actual 
power and authority he needs to perform 
adequately in his own department. Re- 
search in other enterprises indicates that 
rank and file members are often psycho- 
logically deprived persons who would like 
to have more say in what goes on in their 
particular job, When they do receive such 
additional influence they seem to be more 
satisfied with their jobs, with their super- 
_ visors and managers, more likely to identify 
‘with organizational goals, and more pro- 
“ductive in work. Actual cases in which 
control and influence were more evenly 
"distributed exist. What happens when em- 
‘ployees throughout the organization are al- 
_ lowed more say about their own specific 
_ work and related decisions? An answer is 
pero by the research findings in Fig- 


FIGURE 2 

Productivity to Average Amount 
and Control Actually Exercised by Different 
Levels and to Average Amount of Desired 
(as Seen by Nonsupervisory Employees) 
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From New Patterns of Management by Rensis Likert. Copyright 
1961. McGraw-Hill Book Company. Figure used by permission. 


The slope of the curyes in Figure 2 re- 
_flects the amount of influence exercised by 
the different ranks starting with top man- 
agement at the left and ending with the 
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men at the right of the figure in descend- 
ing order of their responsibility. Notice 
especially the curve for the departments 
which are in the top one-third in produc- 
tivity. Contrast this curve with the one for 
the departments in the bottom one-third in 
their productivity. The most productive de- 
partments seem to have a greater distribu- 
tion of influence and control among em- 
ployees. 

An important point in this set of find- 
ings is that even though the control and in- 
fluence are more evenly distributed with 
respect to some activities, the status hier- 
archy still remains intact and is actually 
strengthened because more influence on 
the part of employees has led to greater 
identification with the organization’s goals. 
It is interesting to note that the curve for 
desired influence is not “revolutionary” in 
the sense that employees want complete 
control. There will always be a need for a 
division of labor and responsibility. There 
seems to be no radical departure from rea- 
sonable expectations, and as a rule em- 
ployees do not expect, or even want, to do 
Management's job. This suggests that a 
“fair share” principle seems to be at work, 
People want more freedom to do their own 
jobs, and not necessarily their bosses’ jobs. 
Paradoxically then, giving up some control 
over others does not always mean losing 
administrative control over the whole struc. 
ture, as some believe it will. 

These points are clarified further by a 
closer look at supervision. This is a per- 
sonal relationship which reflects closely the 
way in which control and influence are 

i ibuted. An alternative to close super- 
vision, or over supervision, is shown in Fig- 
ure 3. When close supervision is the rule, 
and employees are oversupervised, a result 
is usually lowered productivity because of 
increased strain from pressure exerted from 
above, Higher productivity is associated 
with general supervision, in which the em- 
ployee receives appropriate guidance and 
Support, but is not closely supervised in 
every detail by a Superior in the fashion 
common in traditional organizations. Under 
this form there is maximum freedom, to per- 
form a job within the broad limits of a per- 
a style and job requirements and stand- í 


ee 
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FIGURE 3 
Low-production Section Heads Are More Closely Super- 
vised than High-production Section Heads 


NUMBER OF FIRST-LINE SUPERVISORS WHO ARE: 
Under close supervision | Under general supervision 
High-producing sections ae 


Low-producing sections 


From New Patterns of Management by Rensis Likert. Copyright 
1961. McGraw-Hill Book Company. Figurë used by permission, 


Emotional support in the form of person- 
al recognition for work done and some 
personal attention are two cardinal require- 
ments in good supervision, There must be 
more than casual recognition of important 
human needs on the job, and more than 
token attention paid to these needs in order 
to produce in others an incentive to work 
well. When emphasis in supervision is only 
upon work activities to the neglect of im- 
portant human needs, a result is often the 
creation of a job environment in which 
there is a markedly lowered degree of 
personal effectiveness and productivity. A 
balance between production needs of the 
organization and the human needs of em- 
ployees seems, therefore, to lead directly 
to increases in on-the-job effectiveness and 
productivity whether the productivity is 
creating some material object or perform- 
ing a service for another person or group, 
as in mental hospital administration. The 
data in Figure 4 make a telling point about 


FIGURE 5 
A Traditional Organizational Pattern 
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— 
on-the-job supervision which leads to high- — 
er productivity, k k 


FIGURE 4 $ 
“Employee-centered” Supervisors Tend to be Higher 
Producers than “Job-centered” Supervisors 


NUMBER OF FIRST-LINE SUPERVISORS WHO ARE: 

Job-centered | Employee-centered 
High-producing sections 
Low-producing sections 


From New Patterns of by Ronsis Likert. Copyright j 
1961. McGraw-Hill Book Company. Figure used by permission. 4 


Organizational alternatives. The weath- 
ered veteran of those seemingly endless 
controversies about hospital administration 
might well ask by what alternative form of — 
organization are ital administrators to 
achieve the kinds of improvements which 
the research findings cited above suggest — 
are possible? If the traditional pattern in ~ 
Figure 5 with its predominantly downward, 
and personally isolating, pattern of human ~ 
communication is not the best available ~ 
model then what form is ? 

An organizational superstructure which — 
allows meaningful and constant human ex- 
changes between superiors and subordi- 
nates is part of the answer, Essentially, all 
ranks require an opportunity to influence 
one another about their individual func- 
tions. Verbal commitment is, however, usu- 
ally not enough. Administrators need to 
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go to greater lengths to ensure that the 
organization has built-in methods by which 
a variety of important psychological con- 
ditions are met in daily routine activities, 
not just when crises occur and immediate 
mobilization of effort is required “to put out 
fires” created by poor management of hu- 
man affairs, 
Likert(12) has used the term “linking 
_ pin” function to characterize the supervisor, 
or manager, in that form of organization 
' which gives such staff members influence 
- upward and downward to enable them to 
handle effectively problems which involve 
their own well-being and the well-being of 
their subordinates. In the overlapping 
structures each level has its functioning 
“linking pin” personnel, usually a super- 
_ visor, who is there to insure that channels 
cof communication between levels of the 
organization remain open and operating 
continuously. In this way top men in the 
4 organization do not lose touch with the 
jt 


daily needs of subordinates, and avenues 
are open for upward communication and 
A adjustment about employee needs and job- 
associated problems. This organizational 
-Concept is illustrated in Figure 6. 
An important functional aspect of this 
pattern is the system of interaction and 


influence which operates through formal 
groups in the structure called organiza- 
tional families. Each “family” is made up 
of a supervisor and his subordinates. A 
function of the groups is to meet regu- 
larly to talk fully and freely about work 
problems, and then for the supervisor to 
communicate present problems to all con- 
cerned so that remedial action and ad- 
justment can take place at the appropriate 
level of decision making. Downward com- 
munication and action can then take place 
rapidly on the basis of all information. 
Informal groups will always exist among 
employees. It is often hard for an adminis- 
trator to know if such groups are beneficial 
or harmful. As some agencies have learned 
too late, informal groups which form among 
rank and file members who are dissatisfied 
and unhappy may lead to destructive be- 
havior. Under the open system of com- 
munication this form of behavior is less 
likely to occur, and, if it does tend to arise, 
corrective measures can be taken early 
before real damage is done. It is not sur- 
prising under the traditional form of organ- 
ization to find that the head of a depart- 
ment is often the last person to know about 
important specific problems at the rank and 
file level. An improvement in upward 


FIGURE 6 
The “Linking Pin” Organizational Pattern 


(The arrows indicate the linking pin function) 


From New Patterns of Management by Rensis Likert. Copyright 1961, McGraw-Hill Book Company. Figure used by permission. 
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and downward communi Pa aone would 
be of considerable assistance to adminis- 
trators. 

An employee should be required to take 
initiative and to act independently. Few 
will argue that to perform effectively an 
employee. requires frequent consultation 
with others in a department who are guid- 
ing its policies and mandates. When, for 
example, should policy be broken and dis- 
cretionary powers used? Their use is avail- 
able to all employees in some form and is 
always complex, especially with respect to 
patient care. Each new application of them 
requires special consideration based on the 
merits of the individual case. Few can ar- 
gue with the wisdom of providing an em- 
ployee with ample opportunity to discuss 
his problems of interpreting his role in 
such cases. Working “by the book” may not 
be the best and most flexible way to handle 
a unique problem of the moment. The task 
becomes much more complex under such 
conditions, requiring even closer coordina- 
tion and clearer understanding of one’s 
role and relation to others in a department. 
In part, this can be stated as a continuing 
need on the part of the organization to 
reduce role conflict, and strains associated 
with it, in job performance. To the extent 
that role conflict is acted out in the conduct 
of important activities one can then be rea- 
sonably certain that supervisory and other 
organizational problems will also tend to 
increase. Conflict and uncertainty about 
one’s role would appear to be especially 
serious in key positions where effective 
decision making is a necessary requirement 
for the survival of the organization. 


SUMMARY 

To continue to remain effective mental 
hospital administration personnel may re- 
quire a reevaluation of the organizations 
in which they are working members. This 
paper has. discussed some aspects of an 
alternative approach to management, in 
contrast to the traditional military model, 
which has been the rule in many organiza- 
tions, While the manifest goals of organiza- 
tions will vary widely, their internal social 
structure, and their patterns of human re- 
lations, have many things in common. In 
this paper research 
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2. Coch, L., and French, J. R. P., Jr.: Over 


~~ Community General Hospital. New Yor 


findings from business 


= ee 
and industry have been discussed in terms 
of hospital administration. This form of - 
social psychological research on org 
tions suggests that many facets of hospita 
management can be improved, thus | 
ing to increased on-the-job effectiven 
such as less error, less absenteeism and 
lateness, less turnover, improved communi 
cation, and better morale among the mei 
bers. The job of achieving these things | 
not easy, but the return of investments in 
these newer approaches in other organiza- 
tions suggests that mental hospital person- 
nel may benefit from them also. 
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TO COMMITTEEMEN AND COUNCILS 


How quaint that man should feel his destiny 
Is fashioned in the democratic halls 
Of Parliaments, in sessions plenary, 
Where sacred right prevails and evil falls 
Amid the shouts, the yells, the ayes and nays 
Of scores of men. 


How quaint this notion, when in actual fact 
Their laws, their health, their hopes, their very lives, 
And all the obligations they contract, 
Emerge committed from secluded hives 
Of men in fours or fives, or sometimes ten, 
Who plan and scheme the what, the why, the when. 


Think you the Magna Carta first arose 
From screeching nobles on the H; 
As a distillate of their untutored prose 


Succinct enough to curb a tyrant’s reign ? 


astings plain 


Do you believe our act of Declaration 

Or the terse Amendments in the Bill of Rights 
Came from endless polls across a nation 

Of men with disparate motives in their sights ? 


My friends, all acts that you defeat—or 
The policies, the plans, the hows, the whos. 


On some far day in some well honored pl: 
When man recalls who runs the Rice 
He will erect a gleaming marble shaft 


To councils and committees and their craft, 
L'envoi 


Of course—appointed ere it’s all begun 
re) “« ” = 
Will be an “ad hoc group to see it’s done | 


ka 


->= —George E. Gardner, Ph.D., M.D. 


CLARENCE B, FARRAR, M.D. 
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DITOR'S 
NOTEBOOK 


“IN SHORT, AN IDEAL EDITOR” 


m m EI have always considered Dr. Farrar a modest and friendly gentleman, in short, 
an ideal editor, who does not get into controversies and always has “the soft answer that 
turneth away wrath.” 

Stanley Cobb 

American Journal of Psychiatry, April 1957 


The modesty of the Editor Emeritus of this Journal would not permit him to 


write a resume of some of the remarkable happenings in psychiatry that took _ 
place in the 34 years that he guided the Journal's fortunes. That same modesty | 


abjured us not to make a fuss about his change in status, either. Surely we can in 
good conscience, however, report upon some statements made in the April 1957, 
issue of the Journal, even though the selection of that issue for comment is not 
entirely fortuitous. 

The April 1957 issue (Volume 113, pp. 939-949), contained a salute to Dr. Farrar 
by his colleagues and co-workers, and in that salute they declared their respect 
and affection for him, Dunton, who met him in 1900, spoke of his wisdom, learn- 
ing, tact, common sense and sense of humor, Ebaugh, who followed him at Tren- 
ton State Hospital, used his case histories as models ; “They were the best neuro- 
psychiatric case studies I have ever seen.” Dr. Sandy, in the same institution, 
knew him as “a keen diagnostician, an expert clinician and an excellent leader— 
patient and sympathetic with the efforts of others.” 

Leo Kanner, John Whitehorn and Lauren Smith spoke of the 172 book reviews 
he had written up to that time, covering books in English, German, French, 
Spanish and Portuguese. Kanner said the reviews “showed a keen sense of his- 
torical perspective and above all an emphatic fondness for his fellow men. This 
is done in a literary style which occasionally blossoms out in quotable aphoristic 

ems. 
i Thus, without going further, it is obvious that this good man has as many facets 
as a Florentine diamond, and it is equally obvious that he is widely respected and 
beloved. The President of the Association in 1956-57 noted : 


The history of the Journal in the past 25 years is thoroughly intertwined with the history 


* of its distinguished editor. Conservative, cautious, dignified and literate, it has been as 
ful as that famous institution on Threadneedle Street. Like the latter ~ 


sound and as care 


institution, its circumspection has not always been appreciated by some but its solidity . 


and its integrity have never been questioned. 


A gr 
larger, 
changed 
invaluable 
again to him with affection : Ad multos annos: 


What we admire, we praise ; and when we praise 

Advance it into notice, that its worth 

Acknowledged, others may admire it too. 
—Cowper 


but still grateful, Association paid tribute to him nine years later as he 
his status. This quiet, dependable, cultured gentleman has rendered an 


ateful Association paid tribute to him in 1957 in a Festschrift and a much _ 


service to American psychiatry. As was said to him in 1957, we say | 


ON THE USE’ OF PSYCHOLOGICAL TESTS IN 


GOVERNMENT. AGENCIES * 


specialized purpose. Any psychological test, at best, can elicit only specific data 
which must be considered along with a vast array of data from other sources in 
arriving at anything like an adequate assessment of personality and behavior 
problems, As time goes on, the ust of psychological tests in personnel screening 


Wrong tests can be given to the wrong person, The results can be misinterpreted, 
Excessive reliance can be placed on a single test result. Thus an injustice could 
be done. The use of psychological tests in government agencies contrasts sharply 
with the use of tests in medical settings where test results are but one source of 


3 


y The same degree of protection, unfortunately, 
ment settings wherein employees who are tested 
come a matter of record, Also, there is the 
be used by nonprofessional persons for 
tended. 


does not yet pertain to govern- 
may have the test results be- 
Possibility that the test results may 
purposes for which they were never in- 


E N 


ae 


guards that are their effectiveness to those that prevail in mei 
settings, cee, o: ay iy 
We would like to suggest that the matter calls for the following combination of 
approaches: ~ j A 
1. An elaboration of the scope of the problem and the basic issues involved; 
2. An effort by the appropriate professional organizations and agencies to 
further public understanding of the usefulness and limitations of psy- 
chological testing in government screening and selection ; 
. Appointment of advisory groups of experts from the behavioral science. 
to develop guidelines for the utilization of tests in government agencies 

4. Formulation of regulations governing the use of these tests in the years 
ahead—such regulations to be based on the expert opinions of the advisory 
groups; 

5. Establishment of a “watchdog committee” of experts to guide the further 
development of screening and testing procedures in the light of ongoing 
experience. 

Finally, psychiatrists would be most useful in bringing their clinical insights 
and judgments to bear on putting the administration of psychological testing in 
government on a sound basis. 
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ZicMonD M. LEBENSOHN, M.D. 


THE STATUS OF BRIEF PSYCHOTHERAPY 


strategy. The teaching of the application of 


t pro 
aiste tele personal styles and the techniques utilized. 


These are important aspects, but they do not supersede the primary purpose ; 


n e of the therapy, which is to formulate and plan thera- 
-peutic intervention to help the 
Erom such diagnostic understanding 
administration of the treatment evo. 
kinds of patients with who i 

determined with experiential learning. 
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“SUMMONS TO RESCUE” 


E E E For such time as community mental health centers continue to exist more 
as concept than as reality, any delineation of services necessary to “comprehen- 
sive” community-based treatment will be strongly influenced by the regulations 
emerging from the National Institute of Mental Health. Among the five services 
already declared by the Institute to be “essential” is emergency service, This leads 
one to ask : What is a psychiatric emergency ? 


became clear that almost none of those who see themselves as providing such 
service could furnish even an operational definition of what constitutes an 


Those of us on the survey team believe that the report, scheduled for publi- 
cation later this year, will go far toward clarifying the kinds and characteristics 


peos perhaps the majority, are those who have previously been hospitalized 
or mental illness and received no follow-up treatment; thus the “emergency” is 


emergencies, then, “prevention” equals “follow-up care,” and one can predict 
that a meaningful continuity of treatment would substantially reduce the num- 


As we continue to promote the idea of communi 
find ourselves frequently assailing the widespread beli 
generally dangerous; we assert to officialdom and t 


all his rarity the dangerous person does exist, and i 
to deal with him effectively, and, insofar as po 


\ 
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dangerous but who are likely to be adversely affected by lack of attention, or 
by inexpert attention, during a time of crisis. Dr. David Harris, who frequently 
makes home examinations for the mental health services of the District of 
Columbia, told us that it has long been his practice, whenever he decides emer- 
gency hospitalization is necessary, to accompany the patient from his home to the 
hospital and stay with him until he has been admitted, even though until recently 
there was no requirement that he do so. “Emergency hospitalization is a particu- 
larly sensitive point in the patient’s illness,” Dr. Harris said, “equivalent in nature 
to the point when the surgeon ‘opens up.” 

Dr. Harris came to this insight and assumed this responsibility through experi- 
ence, Not many psychiatrists could have learned it in other ways, since training 
in dealing with emergent patients is largely missing from residency programs. 
Certainly this is a deficiency that ought to be remedied as quickly as possible. 

Yet, as Dr. Stuart Knox has commented, psychiatrists can be effectively trained 
in handling psychiatric emergencies only through preceptorship within emer- 
gency services, and many of the facilities where residents are trained still do 
not provide service in emergency situations. Consequently, if psychiatrists are 
to acquire skill in dealing with emergent patients, training facilities must estab- 
lish a policy of providing emergency service. 

A full sense of responsibility to the patient requires that the psychiatrist pro- 
vide service at home, at night and on weekends, in the general hospital emer- 
gency room or in any other “exceptional” conditions or settings, when the dis- 
tressed patient or his family make their plea for professional help. 

“A cry of distress,” Justice Cardozo said, “is a summons to rescue.” It is time 
for psychiatry to acknowledge that patients sometimes cannot wait until the next 
appointment, until morning, until regular day-time clinic hours, except to their 
serious and possibly long-term detriment. Yet the urgent importance of immedi- 
ate response will undoubtedly not be clearly understood by psychiatry until 
training programs provide residents the opportunity of first-hand experience with 
emergent patients in emergency services that operate around the clock. k 

Lauren H. Smrru, M.D. 


PROGRESS OF TRUE SCIENCE 


It is impossible to imagine the height to which may be carried, in a thousand years, the 
power of man over matter. We may perhaps learn to deprive larger masses of their 
gravity, and give them absolute levity, for the sake of easy transport. Agriculture may 
diminish its labour and double its produce; all diseases may by some means be prevented 
or cured, not excepting even that of old age, and our lives lengthened at pleasure even 
beyond the antidiluvian standard. O that moral science were in a fair way of improve- 
ment, that men would cease to be wolves to one another, and that human beings would 
at length learn what they now improperly call humanity. 

—BENJAMIN FRANKLIN (1780), 
quoted from The Scientific Monthly 
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CLINICAL NOTES 


The Clinical Notes merely report findings by investigators ; the 
Seek assumes no responsibility for the validity of these findings.) 


LENGTH OF HOSPITALIZATION WITH VARIOUS 
TREATMENTS FOR DEPRESSION 


DONALD G. LANGSLEY, M.D., anv HELLE SITRDMA 


In current psychiatric hospital practice, 
depression is usually treated with drugs 
or EST along with psychotherapy and hos- 
pital milieu. The usual drugs are the mono- 


_ amine oxidase inhibitors (hydrazine and 


_ non-hydrazine varieties), various phenothi- 

azine related compounds, and compounds 

elated to amphetamine. It has been 

_ claimed that the non-hydrazine monoamine 

oxidase inhibitors such as tranylcypro- 
minet have a faster onset of effective ac- 
_ tion. This led to the hypothesis that a more 
tapid onset of drug action would be asso- 
ciated with a shorter period of hospitaliza- 

tion, 

_ METHOD 
__ It was decided to study a group of pa- 
E i depression who were 


obtain groups 
except for the 
_ depression. The 
was the length 
tempt was made to judge retrospectively 
the differing degrees in efficacy of treat- 


ment since such information from chart 
research could not be tested for validity. 
The assumption was made that since all 
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student, University 


patients studied were discharged home ` 
(rather than to another hospital), they — 
had recovered sufficiently from the depres- 
sion to function in their usual social en- 
vironment. 

The first step was to assemble the charts 
of all patients treated with tranyleypro- 
mine and to select only those cases with a 
diagnosis of depression. Schizo-affective 
disorders or other illnesses in which de- 
Pression was not the primary diagnosis — 
were discarded. Sixty-seven cases were ob- 
tained which met these criteria. Of the 67, 
32 were treated with tranyleypromine (20 
mg. per day for 2 weeks’ minimum treat- 
ment) as the only “specific” somatic treat- 
ment. The other 35 cases had been treated 
with combinations of tranyleypromine and 
another treatment such as imipramine or 
EST at some time during the hospitaliza- 
tion. Forty-nine of the most recent cases 
were selected to comprise the group treat- 


hospital are treated with drugs and/or 
EST, a reasonably 
which drugs and/or EST was not used 
was impossible to obtain. For this reason, 
treatment cases was 


patients ‘diagnosed as having a psychotic 
depression and those diagnosed as having 
Table 1). For 
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PI TABLE 1 
Length of Hospitalization with Various Treatments for Depression 


NUMBER OF AVERAGE si AVERAGE LENI 
TREATMENT CASES AGE DISTRIBUTION OF MOSPITALSEA 
3 PSYCHOTIC DEPRESSION 
Tranylcypromine 10 51.1 yrs. 20% male 
EST } 39 56.4 41% male 56.7 
Imipramine 20 56.6 20% male 35.1 
Mixed treatment 24 54.1 17% male 49.2 
Total Cases 93 Analysis of variance : 
y NEUROTIC DEPRESSION 
Tranylcypromine i 22 42.4 23% male 36.7 
EST è 10 55.2 20% male 63.6 
Imipramine 29 42.6 34% male 38.6 
Mixed treatment 11 42.4 27% male 39.4 Y 
Total Cases 72 Analysis of variance: F=270 — 
p approaches .05 


Orthogonal comparison of EST group with 
three drug groups : 


from 20% to 40% males, Although the groups 
obviously had some differences, it was felt 
that the diagnoses, age and sex ratios of the 
groups were sufficiently similar to make a 
comparison of mean length of hospitaliza- 
tion meaningful. The mean length of hos- 
pitalization for each group is also shown 
in Table 1. 


RESULTS 

The most striking finding is that there is 
no significant difference in the mean length 
of hospitalization when tranylcypromine or 
imipramine is the treatment for psychotic 
or neurotic depression. The mean lengths 
of hospitalization vary only by a day or 
so in either of these treatments. The other 
significant finding in both the psychotic 
and neurotic groups is that the EST pa- 
tients have a considerably longer period of 
hospitalization. In cases of either psy- 
chotic or neurotic depression in which the 
patient is treated with tranyleypromine and 
other agents, the length of hospitalization is 
intermediate between the pure drug groups 
or the pure EST group. In the group of 
neurotic depressions, analysis of variance 
showed an F of 2.70, This finding ap- 
proaches significance at the .05 level (the 
10% level requires an F of 2.18 and the 


5% level requires an_F of 2.74). However, 


it is apparent that the EST group mean — 
(63.6 days) is much larger than the mean — 
length of hospitalization for the tranyley- 
promine, imipramine or mixed ap Be- | 
cause it seemed that the reason for the lack 
of statistical significance was due to the 
small size of the EST group, this’ group — 
was tested against the other 3 using an — 
orthogonal comparison. This yielded an Fa 
of 7.61 which is significant at the .01 level, 
demonstrating that the EST group is sig- — 
nificantly different from the other three — 
groups. 4 


SUMMARY 

The findings show that treatment of neu- 
rotic or psychotic depression with tranyl- 
cypromine or imipramine results in a short: 
er hospitalization than treatment with EST. 
Because we found that the length of hos- 
pitalization was approximately equal witl 
either group, our original hypothesis 
the hospitalization would be shorter with 
tranylcypromine than with imipramine wa s 
negated. It should be repeated that de 
grees of improvement or efficacy of treal 
ment were not tested other than by 
suming that sending the patient h 0 
from the hospital meant that a reasonab 
degree of improvement or recovery tron 
the depression had been attained. 
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CLINICAL EVALUATION OF SU-10704 IN ANXIOUS PATIENTS 


E. RAAB, M.D., K. RICKELS, 


SU-10704, methyl reserpate ethyl ether 
maleate, was shown in animals to possess 
a sedative action which differed from that 
of reserpine in being of rapid onset and 
relatively short duration. SU-10704 also dif- 
fered from reserpine by its relative absence 
of effects on blood pressure, heart rate, 
gastric secretion and intestinal motility. 
As SU-10704 had shown some promise as a 
sedative-tranquilizer in animal experiments, 
as well as in an uncontrolled clinical trial 
in 25 adult male subjects, it was decided to 
assess its therapeutic usefulness in neurotic 

_ anxious patients since here seemed to lie 
À ee principal potential usefulness of this 
dru; 


__~ Population. Twenty-two psychoneurotic 
outpatients from the medical and psychiat- 
tic clinics of a large general hospital (18 
females and 4 males, 17 Negro and 5 white ) 

_ with the mean age of 45.8 years (range: 

63-27) were utilized in this preliminary 
study. Neurotic symptoms had been pres- 
ent for over 6 months in all patients and 
patients were diagnosed as suffering from: 

_ psychoneurotic anxiety reactions, conver- 
sion reactions with anxiety, and psycho- 
physiological reactions with anxiety, All pa- 
tients belonged to Social Class V according 
to Hollingshead and Redlich, 

_ Design. The- study was designed as a 
single-blind study. Patients were seen by 

e physician at weekly intervals, and at 
each visit the physician assessed and re- 
corded the degree of psychopathology and 
clinical global change, as well as taking 
blood pressure and pulse readings. At each 
interview the patients received a week’s 
supply of medication. If a patient was 
moderately improved while on drug, or if 
a patient experienced side reactions, he 
was switched to placebo, unknown to him. 

This work was supported by Public Health 


Service grant MH-08958 from the National In- 
ae oe ee 

The authors wish to thank Dr, ose Carranza 
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and Ciba Pharmaceuticals for medication supplied. 

Drs. Raab, Rickels and Robinson are in the 
Department of Psychiatry, Philadelphia General 
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A patient had to remain on drug for at 
least 2 consecutive weeks to be considered 
a completed patient. 

Medication. Drug and placebo were sup- 
plied in identical, unscored yellow tablets. 
The amount of active agent per tablet was 
4 mg. Initial dosage was 4 mg. t.i.d. with 
an increase to 8 mg. tid. in 15 patients 
and an increase to 12 mg. t.i.d. in 3 patients. 
Patients were on medications for periods 
lasting from 2 to 5 weeks with an occa- 
sional patient receiving medication up to 
10 weeks. 

Measures. During each visit the patient 
was rated by the physician on a 7-point 
scale, ranging from “not present” (1) to 
“Present all the time” (7) on the following 
parameters: 1) anxiety, 2) depression, 3) 
irritability, 4) phobias and obsessions, 5) 
hypochondriasis, 6) somatization, 7) sleep 
disturbances, 8) headaches. The physician 
also rated each time the patient’s “Global 
Improvement” on the “Relative Overall 
Scale,” ranging from “extremely worse” 
(—3), over “no change” (0), to “great im- 
provement” (+3). On each visit the pa- 
tient reported to the physician his own per- 
ception of change in symptomatology using 
the same overall scale. Blood pressure read- 
ings in the sitting position were obtained 
each time after 3-5 minutes of interview, 
followed by noting the radial pulse rate 
in the usual clinical fashion for one minute. 
Side reactions were recorded as to pres- 
ence and quality. 

Analysis. Differences in total scores of 
pathology were obtained between the ini- 
tial scores and the final scores after medi- 
cation and placebo—if the latter was pos- 
sible. Psychopathology scores were divided 
in two groups (emotional and somatic) and 
their initial to final score difference ob- 
tained. Patients were divided into “primari- 
ly emotional” and “primarily somatic” ac- 
cording to which symptom scores were 
higher on the initial interview, and the data 
Pertaining to each group were analyzed to- 
gether and separately, using Student’s t 
tests and chi-square analysis, 
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RESULTS TABLE 2 
The initial and final patient scores are GLOBAL PATIENT IMPROVEMENT RATING 
given in Table 1. Data collected for 20 pa- SOMATIC EMOTIONAL 
PATIENTS PATIENTS 
N=13 N=8 
TABLE 1 
Improved 3 6 
PHYSICIAN QUESTIONNAIRE Unimproved 10 2 


ALL EMOTIONAL SOMATIC 


PATIENTS PATIENTS PATIENTS 
N=20 N=8 N=12 
Mean initial 
total score 28.00 28.75 27.57 
Mean final 
total score 21.45 18.12 22.14 
Emotional 
symptoms 
% improvement 38 58 14 
Somatic 
symptoms 
% improvement 12 —l1 16 


tients who completed at least two weeks on 
the experimental drug were used in this 
analysis, while 2 patients were considered 
drop-outs. 

At the end of the study period, all pa- 
tients had improved to some extent; how- 
ever, since not all patients had been on 
placebo, since no patients started on place- 
bo, and since the patients who had been 
on placebo were not matched for time and 
length of administration, the placebo data 
do not lend themselves to adequate statisti- 
cal analysis. However, as a trend it was 
observed that patients switched to placebo 
tended to stop improving and at times 
even got slightly worse, but never reach- 
ing pre-study pathology levels. Table 1 also 
shows that most improvement was seen in 
patients with “emotional” symptom focus. 
Emotionally focused patients improved 
more than somatically focused patients on 
the total questionnaire scores (t= 3.038, 
p=.01, df=18). This improvement was 
most evident in the “emotional symptom” 
category in which “emotional” patients dif- 
fered greatly from “somatizers (t=5.377, 
p=.001, df= 18). i 

The patient’s perception of improvement 
as reported in the Overall Rating Scale 
after 3 weeks on drug also demonstrated 
differences in improvement rate between 
both groups of patients, even if not strik- 
ingly (Table 2). The ratings of the physi- 


Fisher’s Exact Test 
p=.05 (one-tailed) 


cian, using the same scale, were in almost 
100% agreement with those of the emotion- 
al patients, but disagreed with those of the 
somatizers in that the physician rated more 
patients as improved (43% for the physician 
against only 21% for the patient). 

Side reactions were present in 8 patients 
and were of 3 main types: drowsiness, 
dizziness and nausea. The first two were 
equally distributed between drug and pla- 
cebo, while nausea in 4 of 5 patients oc- 
curred while on drug. There existed a re- 
lationship between side reactions, weight of 
the patient and drug dosage: side reac- 
tions appeared usually at dosages of at 
least 8 mg. tid. and in patients under 
120 pounds of weight. 


SUMMARY 


In this preliminary study, SU-10704 
proved to be effective in decreasing the 
level of psychopathology in chronic, pri- 
marily anxious clinic patients. The thera- 
peutic effect was most marked in those pa- 
tients in whom the “emotional” symptoms 
predominated over the “somatic” ones and 
was obtained through amelioration of the 
emotional symptom components of their 
illness. Side effects were minimal and ap- 
parently dose/weight related. In most pa- 
tients, side reactions did not require discon- 
tinuation of medication, but disappeared 
after a few days or after reduction of dos- 
age. No effects on blood pressure were 
noticed and only a mild bradycardic effect 
was seen. The question has to be left open 
whether placebo alone would also have 
affected emotional symptoms more than 
somatic ones. 

On the basis of this preliminary single- 
blind study, it appears recommendable to 
evaluate SU-10704 in a more rigorous dou- 
ble-blind study. 


MELVIN L. SELZER, M.D., anp ELISSA P. BENEDEK, M.D. 


A mailed questionnaire was used to elicit 
the opinions of attorneys regarding the use 
of psychiatric services in their work. Opin- 
ions were sought in three areas: 1) advis- 
ability of including psychiatric courses in 
law school curricula; 2) frequency and 
purpose of psychiatric consultation used 
by attorneys; 3) advantages and dis- 
advantages of psychiatric consultation. Six- 
ty of the 110 attorneys in Ann Arbor, the 
county seat, completed and returned the 
questionnaire. The respondent’ ages 
ranged from 30 to 71 years (average age 
45 years). 

Fifteen of the responding lawyers had 
had no courses in psychology or psychiatry, 


= 55 had completed one undergraduate psy- 


chology course, and only one man had 
attended a postgraduate course in psychia- 
try for lawyers.’ Forty-two (70%) felt psy- 
chiatric training in law school would be 


~ helpful, while 16 (26%) indicated that it 
would not be helpful. Those who replied 


in the affirmative gave a wide variety of 
Teasons: 11 attorneys expressed a desire 


to learn how to “handle clients” more 


effectively, 5 mentioned the frequency of 
psychiatric problems encountered in law 
practice, and expressed a wish to better 
understand these problems, while one man 
hoped courses in psychiatry would enable 
him to learn the capabilities and limita- 
tions of psychiatrists and when to use them. 
Three rather practical attorneys thought 
such courses would be a boon because 
they could then learn “how to influence a 
jury.” Of the 16 who believed psychiatric 
courses would not be helpful, 8 stated that 
a small amount of knowledge would be 
worse than none (“a little knowledge could 
be dangerous. ..”), 4 attomeys felt that 
there was little enough time available in 
daw school for important and necessary law 
courses, and two men stated that psychiat- 


The authors are with the Department of Psy- 
chiatry, University of Michigan Medical School, 
Ann Arbor, Mich. 

1 Psychiatric electives are now included in the 
University of Michigan Law School curriculum. 
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LAWYERS’ USE OF PSYCHIATRY 


ee 


tic knowledge was of no particular value 
in law practice. 

Forty-nine of the respondents made a 
psychiatric referral one or more times a 
year, whereas 11 never used psychiatric 
consultation. Of those attorneys who sought 
psychiatric consultation, 26 made 1 to 4 
referrals per year, 14 made 5 to 9 per 
year, and 9 made 9 or more per year. 
Psychiatric help was requested for a variety 
of legal matters, but most commonly for 


marital and divorce problems. Consultation _ 


was sought less frequently for criminal 
cases, problems of juvenile delinquency 
and for questions of mental competence. 
Only occasional mention was made of re- 
quests for assistance for commitment pro- 
cedures, alcoholism, and workmen’s com- 
pensation cases. The referrals were almost 
always made for examination and advice, 
rarely for treatment. (One exception was 
an attorney who stated that treatment was 
the only reason for which he referred clients 
to a psychiatrist. ) 

Although most attorneys felt that many 
of their clients would benefit from psy- 
chiatric treatment ( particularly those seen 
in the course of divorce and criminal 
proceedings), many of these same attorneys 
rarely made a psychiatric referral. Thirty- 
four attorneys claimed they were reluctant 
to refer because psychiatric consultation 
was too expensive, 14 pointed out that 
clients resented referral to a psychiatrist 
and that great tact was often required to 
make the referral, and 18 attorneys found 
it difficult to locate psychiatrists with 
available time and sufficient interest in 
legal matters. One attorney found psychia- 
tists antagonistic because the psychiatrists 
were fearful that the attomey would try 
to influence their conclusions, Conversely, 
one attorney avoided psychiatric consulta- 
tion use “psychiatrists give pleasing 
rather than honest answers,” 3 

Thirty-six (60%) of the respondents were 
no more leery of using psychiatrists as 
expert witnesses than of other medical 
specialists, but 16 were, for the following 


ot 


were “too unscientific,” 5 stated that psy- 


easons: 5 attorneys felt that psychiatrists 


chiatrists held up poorly on cross-examina- 


tion, 2 attorneys felt that psychiatric 


terminology was confusing, and 3 avowed 
that psychiatrists seldom helped the case. 
Two complained that psychiatrists were in- 
consistent, reached conflicting conclusions 


in criminal cases, and did not provide a 


of Medicine, Loyola University, 


sufficiently credible basis for their conclu- 


__ sions. 


SUMMARY 
A poll of 60 attorneys revealed that they 


used psychiatric consultation sparingly. De- l 


clients’ resentment at being sent to a psy- — 
chiatrist, and psychiatrists’ unavailability as 
well as lack of interest in legal matters. 
Most requests for psychiatric consultation 
were related to domestic problems, with 
criminal cases a distant second. Although 
many attorneys realize clients need psy- 
chiatric help, referrals are rarely made 
for purposes of treatment. Our impression 
is that lawyers use psychiatrists to help 
“the case” rather than the client. 


THE USE OF CHLORPROTHIXENE IN THE 
DISTURBED GERIATRIC PATIENT 


JACKSON A. SMITH, M.D., anv ANTIOCO R. BARRON, M.D. 


Any medication used to control the agi- 
tated aged patient must be well tolerated 
and have few side effects. In an effort 
to find a more satisfactory compound for 
routine use with this type of patient, a 
clinical trial with chlorprothixene was car- 
ried out. 

Twenty-nine female patients on a geri- 
atric unit in a state hospital were included 
in this study. The average period of hospi- 
talization of the group was 11 years (range 
43 years to 1 year). These extremes reflect 
the two types of patients found on geri- 
atric wards, those who age in hospital and 
those who live in the community until 
they develop organic changes which pre- 
vent their remaining at home. The age 
range of the group varied from 55 to 80 
years, with an average of 65. 

Diagnoses were : schizophrenic reaction, 
13; mental deficiency with psychotic re- 
action, 2; chronic brain syndrome, associ- 
ated with senility, infection or arterioscle- 


‘Appreciation is expressed to Roche for the Tar- 
actan (chlorprothixene) used in this study and to 
the staff of the Chicago State Hospital for their 
cooperation. 

Dr. Smith is Professor and Chairman, Depart- 


i d Neurology, Stritch School 
ee ead Uae Hines, Ill. Dr. 


Barron is on the staff of the Illinois State Psychi- 


atric Institute, Chicago, + 


rosis, with a psychotic reaction, 13; and 
involutional psychotic reaction, 1. 

Chlorprothixene was given orally in the 
following dosage : 


200 mgm./day Ist week 
300 mgm./day 2nd week 
400 mgm./day 3rd week 
450 mgm./day 4th week 
500 mgm./day 5th week 
600 mgm./day 6th week 


This regimen was followed unless im- 
provement or side effects occurred. 

In the beginning of the study the group 
was divided into sub-groups of 15 patients 
and 14 patients. One sub-group was given 
the active preparation, the other an iden- 
tical appearing inactive placebo. It was 
originally planned to do a “cross-over” at 
the end of 6 weeks; but this idea was — 
abandoned at the end of the first phase 
because of the difficulty in managing the 
patients who were receiving the placebo. 
During the last 6 weeks, only the active 
preparation was used. 


RESULTS 

Of the 25 patients who completed the 
study 13 were judged to have benefited 
from taking the active preparation, Gen- 
erally, this improvement was apparent as 


terrents cited were expense to clients, 


an increased ease in the management of 


- the patient. The desirable changes attrib- 
uted to the drug included a decrease in 


agitation, irritability or incontinence; or 
else the patient became more alert, less 
withdrawn and more responsive to his 
surroundings. In the sub-group of 14 who 
received the placebo during the first phase 
of the study, there was no significant 
change in any of these measures. 


SIDE EFFECTS 
Generally, chlorprothixene was well tol- 


~ erated. The medication was discontinued 
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because of hypotension in one patient and 


an unexplained temperature in another, 
= and because of extreme drowsiness in two 
_ others, The most frequent side effect at 


_ the beginning of the study was drowsi- 


ness which tended to pass after a few 


4 REALITY 
What is to be “real?” The best definition I know is that which the pragmatist rule 


find ourselves obliged to take account in any 
: prin as thus as real as percepts, for we cannot live a moment without taking 


gives : “Anything is real of which we 
way.” Co; 
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days and to recur during the last two ~ 


weeks on a higher dosage of the drug, 


These findings were observed in 5 of the — 


patients who completed the study. 

_ The blood pressure was taken weekly 
and considerable variation in the systolic 
pressure was observed in several patients; 
but similar changes were noted among 
those receiving placebo, and these vari- 
ations were not attributed to the chlor- 
prothixene. Extrapyramidal symptoms were 
not observed. 


SUMMARY 


The management of the disturbed aged 
patient requires a medication with few side 
effects and with a wide range of safety. 
On the basis of the results in this study, 
chlorprothixene appeared to be such a 
compound. 


-WILIAM JAMES 
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CASE REPORTS 


ACUTE BRAIN SYNDROME SECONDARY TO 
NIACIN DEFICIENCY 


DAVID M. MARTZ, M.D. 


Chronic brain syndrome associated with 
vitamin deficiency is a fairly common con- 
dition today, particularly in association with 
alcoholism. However, acute brain syndrome 
associated with avitaminosis is relatively 
rare, In 1940, Jolliffe, et al.(1), reported 
cases of what they called “nicotinic acid 
deficiency encephalopathy.” This syndrome 

d by clouding of con- 
sciousness, cogwheel rigidities of the ex- 
tremities, and grasping and sucking reflexes. 
While most of these patients were alcohol- 

d different forms of 


them mani- 


patients 
therapy 
sponse thi 
Several confirmin, 


gestions from 

parently unconcerned 

other people, including 
ae eventually became 
self, 
On admission to the hospital, the patient 
appeared poorly ed; he weighed 130 
Ibs. and stood 5’ 9” tall. He had mild epigastric 
tenderness and scai erythematous macules 
were noted over the buttocks and axilla. He 
was quite anxious and tense, his affect seemed 


inadequate and inappropriate, and psycho- 
motor activity and ideation were retarded. A 
history was obtained, with considerable diffi- 
culty, of nervousness for the past 20 years, 
which had increased significantly during the 
past year, He further admitted, after careful 
questioning, to postprandial abdominal pain, 
followed by nausea and vomiting, which had 
resulted in a 25-lb. weight loss during the 
previous year. He also described anorexia and 
general food intolerance, a tight feeling in his 
throat, dizziness, syncope, headaches, dyspnea, 
and chest pain, all of which were aggravated 
by his nervousness. A significant point in the 
family history was the fact that his father had 
died 3 years earlier of cancer of the throat, 
slowly and with great suffering, and his mother 
had died 10 years earlier of cancer of 
stomach. 

The patient was treated with increasing 
doses of phenothiazines with no improve- k 
ment in either his clinical condition or his | 
dietary pattern. Ten days after admission, while — 
taking 400 mg. of thioridazine per day, he 
became acutely agitated, experiencing delus- 
ions of having had visitors, and auditory and 
visual hallucinations. Within the next 12 hours, 
he was given 300 mg. of thioridazine orally — 
and 200 mg. of chlorpromazine parenterally 
in an attempt to control the delirium. At this 
point, he became stuporous, responding to 
gross stimuli with combative movements, but — 
unable to communicate. He displayed nuchal 
rigidity, generalized myoclonic movements, 
cogwheel rigidities of the extremities, 
grasping reflexes. He became incontinent, his 
pupils were miotic, and the oral mucosa 1 
entire face were quite erythematous. At this — 
time, lumbar puncture, EKG, skull and chest 
films, CBC, BUN, and FBS were done and 
were all negative, except for EKG changes of 
hypokalemia. Serum potassium the next mom- 
ing was 3.6; other electrolytes were no! 

The EEG showed diffuse slowing. 

He was given fluids, multiple vitamins (cone — 
taining 150 mg. of niacinamide per day), 
high protein diet, and became asymptomatic 
in 5 days, except for mild residual 
which has responded to chlordi 
this time, 3 months after admission 
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hospital he remains symptom free and is mak- 
ing a satisfactory adjustment. 


The striking similarity of the clinical pic- 


ture to the aforementioned cases in the 
literature, the dramatic response to diet 
and vitamin therapy alone, and the history 
of poor nutrition point to niacin deficiency 
as the etiologic agent. Furthermore, his 
history and skin lesions are certainly com- 
patible with a diagnosis of pellagra. In- 
deed, Bogart has reported a similar case 
of chronic brain syndrome secondary to 
niacin deficiency which also simulated 
catatonic schizophrenia(3). The heavy 
doses of phenothiazines given just prior to 
the acute episode suggest the possibility 
of drug toxicity precipitating or even 
causing this acute brain syndrome. It is 
unlikely that this case represents a reaction 
to phenothiazines, however, since the clini- 


cal picture is not similar to cases of 
phenothiazine intoxication reported in the 
literature(4). 
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IMIPRAMINE-INDUCED AURICULAR FIBRILLATION 


C. N. MOOREHEAD, M.B., D.P.M.. 


Imipramine (Tofranil : Geigy), an imino- 
dibenzyl derivative having some structural 
resemblance to chlorpromazine, is widely 
used in the treatment of depressive states, 


of the mouth, blurring of vision constipa- 
tion, tachycardia, delayed micturition, agi- 
tation and tremor, More serious side-effects 
Occasionally arise in the form of postural 
hypotension, hypopyrexia, toxic confusional 
states, increased intra-ocular pressure, uri- 
nary retention and jaundice, 

As far as can be ascertained, serious 
myocardial involvement has seldom been 
recorded as a toxic effect and we therefore 
wish to report the following case of auricu- 
lar fibrillation related to imipramine ther- 
apy. 


The patient was a school teacher, aged 48 
years, referred by his family doctor for psy- 


Dr. Moorehead is Senior Registrar and Dr. Knox 
is Consultant Psychiatrist at Purdysburn Hospital, 
Saintfield Road, Belfast 8, N. Ireland. 


» AND S. J. KNOX, M.D., D.P.M. 


chiatric’ appraisal of his complaints of mood 
disturbance and insomnia, There was no pre- 
vious history of mental illness or significant 
physical disease. For approximately 3 months 
prior to hospital attendance he had become 
increasingly depressed, Particularly in the 
mornings, and was experiencing both difficulty 
in falling asleep and early morning wakening. 
Although he had always been an extremely 
competent worker, he felt he could no longer 
cope with his responsibilities and believed that 


not supported by an independent account ob- 
tained from a 


There was no abnormality on physical ex- 


l ly no tachycardia 
(74/minute), hypertension (140/80) or cardi- 
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his mental state he was complaining of a 
new symptom in the form of severe constipa- 
tion. It was felt that this was a side-effect of 
imipramine and the dose was reduced to 25 
mgs. t.i.d. He returned 2 weeks later, observed 
that his mood and sleep had returned to “nor- 
mal” and that he again felt entirely competent 
at work. In retrospect he regarded his feelings 
of inadequacy as a reflection of emotional 
illness. Constipation had ceased to be a prob- 
lem within several days of reducing his medi- 
cation. Nevertheless, in the interval between 
the second and third interviews, he reported 
periodic “palpitations,” Physical examination 
revealed auricular fibrillation but no other 
clinical abnormality. Imipramine therapy was 
immediately discontinued. An electrocardio- 
graph showed auricular fibrillation with a 
ventricular rate of approximately 125/min. 
QRS complexes (0.08 seconds) were of usual 
voltage and T waves showed no abnormality. 
Protein-Bound-Iodine estimation was within 
normal limits at 5.9 pg./100 ml. Within 4 
days of discontinuing the medication the pa- 
tient no longer experienced palpitations and 
his electrocardiograph was subsequently shown 
to have reverted to normal. 


DISCUSSION 

In cases of imipramine overdosage a 
number of clinicians have noted electro- 
cardiographie abnormalities of rhythm and 
waveform(1-4) and it has been suggested 
that these changes may represent a direct 
local action of the drug on conducting tis- 
sue(4), Furthermore, several instances of 
myocardial infarction have been recorded 
during imipramine therapy(5, 6). The pos- 
sibility must be borne in mind that in these 
cases the relationship may have been a for- 
tuitous one as the patients were at an age 
when myocardial infarction is not uncom- 
mon. 

Rosen(7) reports a more convincing case 
where auricular fibrillation occurred in a 
patient under treatment with imipramine 


when the dose was being increased through 
levels well within the recommended thera- 
peutic range, 

In the case outlined in this report the 
relationship between cardiac arrhythmia 
and imipramine therapy seems to be well- 
established. The patient had never pre- 
viously experienced “palpitations,” auricular 
fibrillation developed during treatment and 
resolved shortly after the drug was with- 
drawn. 

Experimental work in dogs(8) has shown 
that imipramine “blocks” the normal brady- 
cardia which follows vagal stimulation. It 
is likely, therefore, that auricular fibrillation 
occurring during imipramine therapy may 
be on the basis of its vagal blocking 
effect(7). 
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MULTIPLE PERSONALITY AS SEQUEL TO 
HYPERVENTILATION SYNDROME 


JOSEPH S. SILVERMAN, CAPT., M.C. 


Hyperventilation syndrome is a common 


Capt. Silverman is with ne Walston ‘eae ae 
pital, Fort Dix, N. J.; and Departmen y= 
chiatry, University of Pittsburgh School of Medi- 


cine, 


medical entity, the true incidence of which _ 
has been regularly rediscovered(1-3), The 
symptoms range from the almost inevitable 
dyspnea, paresthesias, and anxiety, to 
others, e.g., conversion reactions(4), which — 
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occur rarely. Apparently not described pre- 
viously, frank dissociative reactions—specif- 
ically, multiple personality-may follow 
hyperventilation attacks, as these cases illus- 
trate. 


Case 1. Sidney R., a 20-year-old single white 
Advanced Infantry trainee, began to feel giddy 
while in his barracks one evening and fell to 
his knees near his bunk. As several of his 
fellow trainees helped him onto the bed, he 
lost consciousness. He was brought to the 
hospital, where he gave his name as Don W.; 
his identification card bore his actual name. 
“Don W.” stated that Sidney R, was a friend 
of his. “Don” gave his age as 19 (Sidney 
was 20), his unit as a reception company 
(Sidney had left his reception company 
months before), 

Past history. Fourteen months prior to ad- 
mission to the hospital, well in advance of 
induction into the service, this patient was 
struck on the occiput by a heavy metal sign 
and allegedly rendered unconscious for 30 
minutes. A scalp laceration was sutured in 
an emergency room, but further treatment was 
deemed unnecessary. Three to 5 weeks later 
the patient began to experience occipital 
headaches, radiating frontally, a needlelike 
Sensation in the scalp, heavy breathing, “heavi- 
ness” in the head, a “bulging” feeling in the 
eyes, ataxia, and “passing out.” On one 
occasion vision was lost for a few seconds. 
While regaining consciousness, the patient 
would “move violently.” Once he fell down 
some steps and “almost chewed my tongue 
out.” Neurological work-ups, as recent as 5 
months before admission, had been within 
normal limits, 

Hospital course. On awakening on his first 
morning in the hospital, the patient, when 
addressed as Don W., said that he knew no 
one of that name. He did not recall being 
brought to the hospital. 

A few days later Sidney was directed to 
hyperventilate in order to compare hyperventi- 
lation symptoms with those with which he 
had been troubled. He was able to conclude 
that the headache and dizziness produced by 
overbreathing were similar to those he had 
been experiencing. He was then encouraged 
to continue hyperventilating while the psy- 
chiatrist kept suggesting that the patient might 
be able to recapture the Situation extant at 
the time his amnesia had commenced, at the 
moment Sidney “passed out.” 

The patient, calm as overbreathing ceased, 
identified himself as Don W. In Tesponse to 
direct questions Don gave a meagerly elabo- 


rated autobiographical account that differed 
in all details from Sidney’s. Don spoke knowl- 
edgeably of Sidney, saying that his friend 
was unable to tolerate military service and 
separation from his family. 

Finally, in accordance with the psychiatrist’s 
command to return on signal to his former 
state, Don was replaced by Sidney, whose 
first words were, “I guess I must have fallen 
asleep.” 

In a concluding session a few days later 
the phenomenon of multiple personality was 
interpreted to the patient as an expression of 
Sidney's inability to accept responsibility for 
all his behavior. Immediately after this dis- 
cussion the patient was requested to hyper- 
ventilate himself into a trance. Having done 
so, he identified himself as Sidney R. and 
said that Don W. was now Sidney. 

Interpretation. This patient’s present illness, 
possibly even the original traumatic loss of 
consciousness, represented recurrent hyper- 
ventilation attacks triggered by anxiety. The 
preadmission sequence of overbreathing, fall- 
ing, and emergence of a second personality 
was essentially duplicated under the physi- 
cian’s observation. 


Case 2. Malcolm H., a short, 20-year-old 
white Advanced Infantryman en route overseas, 
was referred to the Mental Hygiene Consulta- 
tion Service from the Neurology Clinic. No 
neurologic disease had been found to account 
for recurrent symptoms of dizziness, headache, 
loss of consciousness, and deja vu phenomenon. 
A diagnosis of hyperventilation syndrome had 
been made. 

Past history. For 7 months, starting just 
before Army enlistment, the patient had 
episodes of dizziness, light-headedness, faint- 
ness, paresthesias of the fingers and lips, 
palmar sweating, and dysarthria, generally 
lasting 1-2 minutes. For 7 years he had fre- 
quently been bothered by right frontal head- 
aches, subsequent to a blow to that area. 

Five weeks earlier, while stationed in 
Georgia for paratroop training, the patient had 

n criticized for faulty execution of a 
Practice jump from a 34-foot tower. His 
instructor had ordered him to repeat the jump. 
As he began to climb again to the top of 
the tower, the patient experienced one of his 
attacks, manifested by a “weird” dizziness, 
headache, and loss of consciousness, He re- 
vived shortly, but anxiety and disorientation 
gradually became more apparent. Hospitalized 
the same day, he was noted to be amnesic 
for many personal details, including his name 
but not his recent Symptoms. Recovered and 
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discharged 5 days later, he found himself 
ruled unsuitable for further Airborne training; 
instead, orders for imminent overseas ship- 
ment as an Infantryman were forthcoming. 
Attitude toward the service was generally 
negative at this time. 

Apart from his somatic difficulties, the pa- 
tient had been having certain mystifying 
experiences. In civilian life he sometimes had 
an uncanny foreknowledge of impending 
events, @.g., sensing that he would encounter 
trouble unless he left a party immediately, 
“and then sure enough my friend and I got 
the daylights beat out of us.” Occasionally 
he had “a strange feeling that I did something 
I wouldn't normally have done.” Before being 
hospitalized in Georgia he had given a buddy 
detailed directions for finding a particular bar 
in a nearby town, despite never having visited 
the town himself. 

Interview with psychiatrist. His present ill- 
ness having been reviewed, the patient was 
asked to hyperventilate. Symptoms similar to 
those accompanying his usual attacks were 
experienced, Further overbreathing resulted in 
an apparent restraining of one hand by the 
other and emission of a sound resembling a 
laugh or a sob. 

The patient now became more tense, less 
polite, more flippant. He said that his name 
was Nick and that he could hear a woman 
calling him, The voice was recognized as 
Angela, a beautiful, highly promiscuous girl 
with whom he had frequently been intimate. 
But Nick complained that “this guy with a 
silly name—Marvin ? Melvin? Malcolm !” was 
“always underfoot, telling me what I shouldn't 
be doing with Angela.” Nick insisted that 
he had just finished a conversation with his 
friend Louie and that he was currently in 
Detroit (Malcolm’s home of record). He could 
not explain what he was doing in a doctor's 
office and why he was wearing a uniform. 

Nick gave a definite impression of improvis- 
ing his autobiography as he went along. He 
was unable to pronounce his last name (A.), 
though he spelled it out haltingly. He claimed 
to have traveled to New York City and to 
Mexico, but never to Georgia, He spoke with 
increasing assurance about Malcolm, compared 
with whom he saw himself as being more 
easily provoked into fighting, yet less murder- 
ous in his rage. 

Various hypnotic and hyperventilation tech- 
nics were then used to dispatch Nick and 
recall Malcolm. Nick was overtly uncoopera- 
tive and these measures failed. At that point 
it became necessary to request Nick to leave 
the office. When he was allowed to return 


40 minutes later, the patient corrected the 
psychiatrist, who had called him Nick. Malcolm 
stated that he had suddenly, inexplicably, 
found himself back in the waiting room. He 
requested an explanation of what had hap- 
pened. Though incredulity was professed, the 
patient exhibited little bewilderment. 

Interpretation. The patient’s complaints of 
dizziness, etc., reflected recurrent hyperventil- 
lation attacks precipitated by anxiety. A few 
of these attacks, including the spell induced 
in the psychiatrist’s office, proceeded to a 
dissociative reaction; but overbreathing was 
not essential for the unveiling of the alternate 
personality. There was no persuasive evidence 
that “Nick” had ever come to the fore prior 
to the interview in question. 


COMMENTS 


Hypnotic induction technic. Theoretical- 
ly, hyperventilation might seem useful in 
facilitating hypnotic trance induction. The 
predictability of the subjective effects of 
overbreathing makes hyperventilation a po- 
tential aid to the conditioning of suggesti- 
bility. The alterations of consciousness 
wrought by decreased cerebral blood flow, 
an invariable result of overbreathing, have 
been considered conducive to suggestibil- 
ity(5). 

Problem of evidence. Were Don W.’s 
first appearance and Malcolm H.'s amnesic 
episode effects of hyperventilation? That 
directed hyperventilation reproduced dis- 
sociative reactions is not proof. Suggestion 
in the form of cues transmitted unwittingly 
by the examiner or implicit in the interview 
situation may have played a decisive role 
in precipitating these reactions. Conse- 
quently it is maintained here simply that 
the original dissociations undergone by 
these patients were sequelae, not effects, 
of hyperventilation. 

Incidence. At a military training post, 
conversion and amnesic episodes following 
hyperventilation syndrome are routinely 
encountered. In contrast, appearance of an 
alternate personality post-hyperventilation 
or under any condition is highly unusual. 

One wonders if other examples of dis- — 
sociative reactions could likewise be traced 
to a hyperventilation origin. 


SUMMARY 


Hyperventilation syndrome apparently 
triggered dissociative reactions in two pa- 
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tients. Overbreathing under the examiner’s 
direction reproduced dissociative reactions 
_ similar to those which occurred sponta- 
neously. A rudimentary form of multiple 
_ personality was demonstrated in each case. 


i REFERENCES 
= L. Rice, R. L.: Symptom Patterns of Hyper- 
y ventilation Syndrome, Amer. J. Med. 
= 8:691-700, 1950. 

2. Lewis, B. I.: Hyperventilation Syndrome, 


Ann, Intern. Med. 38:918-927, 1953. 

3. Lowry, T. P. : Hyperventilation in Military 
Training: A Plea for Diagnosis, Milit. 
Med. 128:1202-1204, 1963. 

4. Fraser, R., and Sargant, W. : Hyperventila- 
tion Attacks: Manifestation in Hysteria, 
Brit. Med. J. 1:378-380, 1938. 

5. Engel, G. L., Ferris, E. B., and Logan, 
M. : Hyperventilation: Analysis of Clini- 
cal Symptomatology, Ann. Intern. Med. 
27:683-704, 1947. 


$ 
TRANQUILIZERS AND “RECOVERY TO LEGAL SANITY” 


_ After more than ten years’ use of tran- 
 quilizers, their impact on forensic psychi- 
_ atry is beginning to become noticeable, 
The following two cases may serve as ex- 
~ amples. 


Case 1. Age: 43 years. White male, Single. 
While being examined at a county jail during 
January, 1964 on request of his defense at- 
torney, the patient stated that he had partici- 


> 


had experienced learning difficulties already i 
“high school, ; allege 
- from which he had to drop out. Then followed 


i Army general hospital, July 4, 1960 where 
a diagnosis of schizophrenic reaction, 


f 

7 
_ lusions of persecution and ‘andeur. He was 
_ discharged November 14, 1860, He had been 
on dosages of chlorpromazine (using the brand 
tradenamed as Thorazine), varying from 75 mg, 
tid, to 200 mg. quid. while in hospital. The 
patient resumed his nomadic existence until 
he became involved in the armed robbery. 
During my examination he was guarded and 
a general feeling of unaccomplishment and 
dissatisfaction was noted. At no time did he 
express any delusional thinking, but he was 
very dissatisfied with his failure in life and 
remained very suggestible. In short, one was 
dealing with a paranoid schizophrenic in symp- 
tomatic remission. It was stressed in my in- 
terpretation that the defendant remained basi- 
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cally a schizophrenic person when committing 
the crime, although his overt delusional symp- 
tomatology had disappeared, possibly under 
the influence of tranquilizers. 

The judge (James H. Cooney, Associate 
Judge, Circuit Court, 19th Judicial Circuit, 
McHenry County, Illinois, sitting) saw fit not 
to punish such an individual, but to place him 
on probation with the recommendation that 
he should admit himself voluntarily to a vet- 
eran’s hospital for preventive psychiatric treat- 
ment, which the patient did. 


Case 2. Age: 39 years. White male. Di- 
vorced. The patient during August of 1955 
had murdered a 76-year-old widow, the land- 
lady of his estranged wife. During his trial he 
had shown overtly disturbed behavior, and at 
a subsequent sanity hearing he was found le- 
gally insane and committed to the Illinois 
Security Hospital where he stayed from 1958 
to April, 1964. 

When examined by me prior to his sanity 
hearing in 1958 for the defense, he showed 
classical signs of a schizophrenic reaction, para- 
noid type, claiming that he was an emissary 
of God and insisting on conducting his own 
defense. Thad already formed an opinion that 
this illness existed prior to the commitment 
of the murder in 1955, an issue which was to 

me important six years later during his 
final trial in 1964, 

He effected his discharge from Illinois Se- 
curity Hospital by a writ of habeas corpus in 
1964, and, according to Illinois law, was re- 
turned into the custody of the sheriff of the 
county where the crime was committed. 

A report from Illinois Security Hospital indi- 
cated that shortly after his arrival he created a 
problem in management, but that after being 
Placed on prochlorperazine (we used the pro- 
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A ), mg. 30, 

., his behavior improved and no more para- 

“noid utterances became noticeable, He received 
this drug from March 6, 1963 to April 4, 1964. 
During another examination, performed by me 
May 17, 1964, for the State of Illinois, the 

atient greeted me by name, was affable and 
“friendly and void of any paranoid manifesta- 
tions; however, the basic traits of a schizo- 


catastrophe was avoided by the judge, who 

sentenced him to 30 to 50 years in the peni- — 
tentiary instead. (Charles G. Seidel, Chief 
Judge, Circuit Court, 16th Judicial Circuit, — 
Kane County, Illinois, sitting.) hs 


It is by now known that adequate doses — i 
of tranquilizers alleviate paranoid thinking 
and that this alleviation continues to exist 
for a considerable time after discontinua- — 
tion of the medication. Whether or not — 
psychotics in remission effected by tran-| 
quilizers (or other resources) are to be i. 
considered “insane” or “sane” introduces a 
new but challenging complication into the 
field of forensic psychiatry and demands 
the greatest wisdom on the part of the ~ 
courts. The forensic psychiatrist has en- 
tered a new field of grave responsibility. 


INSOMNIA Y 
Lie in bed with a lamp, and when you cannot sleep and are beginning tọ think, light 


your candle and read. At 


least light your candle; a man is perhaps never so much 
harassed by. his own mind in the light as in the dark. 


—DRrR. JOHNSON 
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HISTORICAL NOTES 


A NONPSYCHIATRIC PIONEER OF CHILDHOOD 
NEUROPSYCHIATRY 


ERNEST HARMS, Pu.D. 


In 1790, a professor of the Medical Fac- 
ulty of Montpellier was requested by the 
Faculté de Médecine of Paris to cease to 
participate in the latter’s prize competi- 
tions, because he had already won so many 
prizes and should therefore give others a 
chance to do the same. This extraordinary 
man was Jean Baptiste Timothée Baumes 
(1756-1828). In 1789 he published three 
substantial volumes of Oeuvres Méde- 
cinales bearing the subtitle Recueil de Prix 
Ramportés en Diverses Academies (A Col- 
lection of Prizes Won at Various Acade- 
mies) which contained six of his medical 
treatises for which he had been awarded 
prizes since 1783, Today completely for- 

jotten, Baumes was in his time a cele- 

rated man who was credited by early his- 
torians in the field with having conceived 
a much-discussed chemical theory of pa- 
thology (Traité Elementaire de Nosologie, 
Paris, 1806), which sought to explain most 
of the major diseases and deviations of the 
biochemical processes (caloric, oxygenic, 
hydrogenic, Phosphoric, etc.) of the body. 
Apparently this was a kind of moderniza- 
tion of 15th century concepts of alchemy, 
and it did not survive for long in the bio- 
Phystological course taken by medical 

inking in general after the beginning of 
the 19th century, $ 

Baumes called himself a representative 
of “practical medicine” and nosology. In 
the dozen original works and the large 
number of papers he left behind, however, 
he shows a dominant interest in pediatric 
problems. In a prize competition offered by 
the Paris Academy his treatise on convul- 
sions in children was awarded a prize. The 
treatise was published as a 500-page vol- 
ume in 1789. The work was immediately 
translated into German and Italian, re- 
ceived another prize from an American 
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academic society, and had a second en- 
larged printing in 1805. 

This Traité des Convulsions dans L’en- 
fance, which is one of the earliest inde- 
pendent studies in childhood neuropsy- 
chiatry, is an amazing work, combining 
encyclopedism of his time in an exhaustive 
survey with an astonishingly modern phe- 
nomenological approach to its subject. 

Baumes starts out with a phenomeno- 
logical analysis, pinpointing what a con- 
vulsion basically is: a convulsion is an in- 
voluntary contraction of muscles occurring 
with or without the participation of the 
human free will ; it may be continuous 
(tonic) or interrupted (clonic), and it may 
appear in any part of the body and in forms 
as varied as a cramp in the jaw or extremi- 
ties, epilepsy, or St. Vitus Dance. But con- 
vulsion pathology is not merely a muscular 
reaction ; it is also a reaction of the ner- 
vous system or of the brain. In other words, 
convulsional diseases represent some form 
of neuropathology. To quote Baumes : 
“Convulsions are uncontrolled functions of 
the soul.” Convulsions, he continues, are 
the reactions of the nervous system to a 
large variety of pathological conditions in 

e body or mind, a summing up of which 
is the purpose of the book, 

Baumes then discusses the motivations 
that led him to write an entire volume on 
childhood convulsions, Child nature, he 
explains, is incomplete, tender, 
disturbed, Convulsions are therefore a fre- 
quent and serious 
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history of psychiatry the conviction has 
been held that puberty is the period of the 


` start of most of the major mental diseases. 


Apparently Baumes was, at least partially, 
already aware of this fact. 

With his extraordinary ability for sys- 
tematic presentation, he offers an exhaus- 
tive enumeration and description of all the 
conditions that are possible causes of con- 
yulsions in children. He begins with hered- 
ity and prenatal causes, breathing distur- 
bances in the newborn, the pathogenic 
influence of environmental temperature, 
clothing, lactation, food and liquid intake. 
Next he discusses irregularities of sleep 
and of the various motor activities. There 
follows a long list of other conditions : 
elimination, constipation, perspiration, al- 
lergies, intestinal disturbances, carmina- 
tion, teething, worms, and the variety of 
toxic, inflammatory, and infectious diseases 
among which, in accordance with the med- 
ical thinking of those days, fever is given 
a long and exhaustive discussion. 

Baumes’ presentation of what he calls 
chronic diseases conditioning convulsions 
(hydrocephaly, encephalitis, hydroenceph- 
alitis, rupture and other injuries to the 
spine) indicates the extent to which he 
considered them actual neuropathologies. 
Convulsions due to these conditions Baumes 
considered incurable. Of special interest 
to modern readers must be that part of the 
book devoted to what, in the concepts of 
that time, Baumes designates as moral 
causes, Here passion is presented as one of 
the major causes of convulsions and epilep- 
sy. The author shows astonishing insight in 
classifying fears as causes of convulsions. 
He says: “Epilepsy caused by fear must 
cause us much fear and leave us little 
hope.” Other causes in this category which 
Baumes discusses are anger, sorrow, jeal- 
ousy, and repression. 

One of the most impressive chapters of 
the book is that devoted to puberty. 
Baumes shows deep awareness of the im- 
pact of this period upon the tendency to 
mental disease. He sees puberty as the 
period during which the greatest changes 
in human nature occur, which increase 
sensitivity and irritability. Analysts may 
note that Baumes ventures the opinion that 
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human coitus is a kind of epileptic episode, 

The second part of the volume is de- 
voted to a description of the symptomatol- 
ogy and therapy of convulsions. A major sec- 
tion is devoted to what, at the beginning 
of the book, Baumes calls the clonic forms ` 
of convulsion, His therapeutic suggestions — 
go far beyond the treatment pattern com- — 
mon at the time. He opposes the then pop- 
ular concept of phlebotomy in children. — 
He postulates as basic therapeutic princi- — 
ples “to clean” and “to relax the nerves.” 

A high point of Baumes’ work, near the 
end of his volume, is his presentation of a 
somewhat cautious and carefully consid- ` 
ered treatment of epilepsy. His sense of 
phenomenology works toward a clear dis- 
tinction between different patterns. He sep- — 
arates eclampsia infantium (loss of con- — 
ciousness during a convulsion) from real ~ 
epilepsy. He says that all forms of epilepsy — 
differ from convulsions by being located 
entirely in the nervous system, He sep- 
arates general epilepsy into idiopathic — 
(uninterrupted) and sympathetic epilepsy. — 
Idiopathic epilepsy has its seat in the skull — 
and is in the main induced by outside 
factors. The condition may be congeni- — 
tal. Prognostications as to cure must be 
guarded. Sympathetic epilepsy is less vio- 
lent and is generally located in the intes- 
tinal tract or other part of the body. It is, 
in the main, curable. Baumes believed that 
epilepsy is partly caused by an uneven dis- 
tribution of liquids in the body. His major 
suggestions as to therapy are to keep elimi- 
ation active and to apply electricity. 

Baumes discusses a number of diseases — 
not generally considered convulsions, such — 
as lockjaw, whooping cough, sobbing, hic- 
coughing, vomiting, incubus, jaundice, and 
strabismus. At the end of the book there 
is a short chapter on St. Vitus Dance, which — 
Baumes considers a rare disease related to 
puberty. As to its causes, he confesses to 
have no insight. i 

There is no doubt that this admirable 
book belongs among the historical works 
on the neuropsychiatric pathology of child- 
hood. The keenness of its author’s mind — 
and insight into basic problems have the 
sound of modern thinking and demand for 
him a place among the geniuses in his field. 


__ As the third stage of a four-stage investi- 
gation into the handling of psychiatric 
emergencies, a “confrontation conference” 
on psychiatric emergency services was 
held June 6-8 at the APA Central Office 
_ in Washington under the auspices of the 
ae Information Seryice of the American 
Psychiatric Association and the National 
Association for Mental Health. 

| The 30 delegates attending the unusually 
irited and productive proceedings in- 
uded the three psychiatrists, a sociologist, 
aà psychologist and a writer who together 
comprised the survey team for the pro- 
ject; one or more representatives from each 


agencies—the American Medical Asso- 
tion, the National Institute of Mental 
th and Smith Kline & French Labora- 
; staff representatives from APA and 


Service; replies were received from 170. 
The secon 


Sage on Mental Illness and Mental Retarda- 
tion. 


Suicide Prevention Center in Los Angeles 
and the Home Treatment Service in Boston 


cies. The other five programs were related 
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CONFERENCE ON HANDLING PSYCHIATRIC EMERGENCIES 


to comprehensive mental health programs 
in communities ranging in size from San 
Luis Obispo County, California, with a 
population of 80,000, to Washington, D. C., 
with a population of nearly a million. The 
remaining three facilities were the North- 
west Psychiatric Clinic at Eau Claire, Wisc., 
the Malcolm Bliss Mental Health Center 
in St. Louis, and an arrangement in Pensa- 
cola, Fla., in which six privately practicing 
psychiatrists and three general hospital 
psychiatric units participate, 

Preliminary results from the question- 
naire were reported at the conference. They 
indicated that most of the 170 emergency 
services responding were of recent origin : 
69 percent have been established since 1950. 
Ninety-two percent reported their services 
were available on a 24-hour-a-day, seven- 
day-a-week basis. Only 6 percent provided 
service away from the facility, About 7 
percent had a full-time psychiatrist as- 
signed to the service ; 9 percent had a psy- 
chiatric resident, Most had a psychiatrist, 
psychiatric resident or intern on call; most 

d access to inpatient beds when re- 
quired. 

The major sources of referrals (in order 
of importance) were general practitioners, 
relatives and friends, the patient himself, 
private practicing psychiatrists, police, com- 
munity agencies, clergy and schools, 

The three most common reasons for the 
emergency visit or call were alcoholism 
(which played a larger role than the survey 
team had anticipated), agitated. psychotic 
behavior and suicidal behavior. 

A striking finding of the study was that 
a very substantial portion of the patients 
who constitute psychiatric emergencies 
have already undergone an episode of 
hospitalization for mental illness, with the 


aftercare and other Community services to 
help chronic patients, “including halfway 
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T houses and vocational rehabilitation facili- 

B ties. 

Some communities, recognizing this need, 
have begun to make special arrangements. 
For example, the District of Columbia is 
hiring special staf members to facilitate 
the utilization of all community agents in 
its mental health program. It has also 
established a new around-the-clock tele- 
phone service which responds to requests 
for referrals or handles psychiatric emer- 
} gencies directly. The service is staffed by 
~ five highly experienced nursing assistants 
© who received three months’ intensive train- 
ing. These nursing assistants call on staff 
psychiatrists, psychiatrists serving on a 
special panel and other mental health staff 
members as needed. 
ag The important role of the police and 
© courts in handling psychiatric emergencies 
was stressed at the conference. A study of 
800 calls to the police in Syracuse, New 
York, revealed that more than half of the 
calls involyed interpersonal problems rather 
than criminal matters. The police handled 
many of the less serious problems them- 
selves, it was reported by Dr. Elaine 
Cumming, who supervised the Syracuse 
study, but when the police thought. the 
x person to be suffering from a mental ill- 
ness, a physician was called. It was 
brought out by the discussants that es- 
pecially for the poor and ignorant, the 
police are a stable source of support, and 
many policemen have developed good 
techniques for handling interpersonal prob- 
lems, sometimes as a result of training 
ed by mental health asso- 
ciations and psychiatric facilities. 


available. i 

Tuming to the problem of prevention, 
it was brought out that prevention of de 
novo emergencies is probably not possible 
at our present state of knowledge, except 
in the sense of psychiatry s cooperating with 
4 related disciplines in the interest of creating 
a more harmonious society. However, many 
it 
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recurrences of illness can be prevented if 
adequate services are available to ex- 
hospital patients, and serious illness can 
often be prevented if treatment is easily 
accessible in the early stages of an illness 
through a walk-in clinic or similar facility,” 
The role of health insurance, which in some 
instances pays for outpatient treatment, was 
noted as a factor of increasing importance | 
in making mental health services more 
available to larger numbers of people. 

In regard to staffing of psychiatric emer- 
gency services, it was pointed out that” 
psychiatric nurses often are admirably 
suited by training and experience to staff 
these programs. Psychiatrists are seen by 
many persons from related disciplines, by 
hospital administrators and by nonpsychia- 
trist fellow physicians as mainly unwi 
to make home visits or to respond to 
outside of office hours. Such home visi 
often yield great amounts of information 
in terms of the time involved: it was 
suggested that an initial visit by a psychia- 
trist and a psychiatric nurse might be 
followed with further visits by the nurse, 
who is usually accustomed to the behavior 
of disturbed patients. i 

The need for including training in han- — 
dling emergencies in psychiatric residency 
programs was stressed. Training affiliated 
with treatment programs in the community, 
especially in general hospitals, is especially — 
needed. This need will become even more 
important as the nationwide program of 
establishing community mental health cen- 
ters gets under way. . 

Lauren H. Smith, M.D., a member 
the site visit team, presided at the con 
ference. Other members of the team in- 
clude Dr. Cumming, a sociologist with the 
Mental Health Research Unit, New York 
State Department of Mental Hygie 
Lucy Ozarin, M.D., program development 
officer for the Community Mental Hea h 
Facilities Branch, NIMH; Harold M. Hil 
dreth, Ph.D., Community Research a 
Services Branch, NIMH; Donald W. Ha 
mersley, M.D., chief of professional se 
ices, APA; and Raymond M. Glassco 
chief of the Joint Information Service 
director of the emergency service study. — 

Everyn S. MYERS 


= Ladislas von Meduna, the founder and 
first president of the American Society of 
Medical Psychiatry, died in Chicago on 
October 31, 1964. 

Meduna was born on March 27, 1896 
| in Budapest, Hungary, to a family which 
had its origin in Papal nobility. He went 
to Medical School in Budapest, where he 
_ graduated in 1921, and spent the first six 
years of his career in the famous Research 
Institute for Neuropathology under Karl 
Schaffer. In 1927 he became Assistant 
Professor at the University Clinic for 
_ Nervous and Mental Diseases and Director 
_ of its Outpatient Department, At the same 
time he continued his neuropathological 
_ studies in the local mental hospital. 

It was during these early years that Me- 
duna began his first attempts at treating 


portance, Meduna’s decisive role is some- 
__ times overlooked because the pharmacolog- 


cal method probably would not have been 
_ thought of had Meduna not done his pio- 
_ heer work, At first he injected the patients 

intramuscularly with a preparation of cam- 
phor in oil, later replacing this somewhat 
_ unreliable method with intravenous injection 
_ of the soluble synthetic camphor prepara- 
_ tion pentamethylentetrazol or Cardiazol, 
known in the United States as Metrazol, 
= Meduna had been interested in the 
_ histopathology of epilepsy before he 
_ Started to use epileptic convulsions in man 
: for therapeutic purposes in 1933, the same 
_ year in which insulin coma treatment was 
introduced. Papers on the subject were 
published in 1934 and 1935, and his mono- 

graph appeared in 1937, the year in which 


226 


IN MEMORIAM 


LADISLAS VON MEDUNA 
(1896-1964) 


the famous conference on somatic treat- 
ments of schizophrenia was held in Muen- 
singen, Switzerland. At that time the treat- 
ment had been accepted the world over, 
as evidenced by the list of participants in 
this historic conference, 

In 1939 Meduna came to the United 
States, where he began his work at Loyola 
University in Chicago. In 1943 he joined 
the Department of Psychiatry of the 
University of Illinois and the Illinois Neuro- 
psychiatric Institute, Here began his ex- 
periments with still another form of psy- 
chiatric treatment, the use of carbon dioxide 
for psychoneuroses, Carbon dioxide had 
been tried before in psychiatric conditions, 
namely in the major psychoses, but in 1947 
Meduna published a report on carbon 
dioxide therapy in various types of neuro- 
ses, explaining the therapeutic result by a 
theory that psychoneuroses are due to an 
abnormally low threshold of stimulation, He 
thought that raising the threshold of stimu- 
lation to a normal level of resistance with 
nociferous stimuli from 
would be therapeutically beneficial, a pos- 
tulate which seemed to be fulfilled by re- 


in 1958. He 
tion for Carbon Dioxide Therapy, which 
later was 
Research Association and became the pres- 
ent American Society of Medical Psychia- 
try. He also founded the Journal of Neuro- 
psychiatry, which later became the official 
journal of that society. 


~ 1965] 


_ believed to be responsible for those cases 


which he tried to separate from schizo- 
phrenia under the name of oneirophrenia. 
During the last years he showed great in- 
terest in psychopharmacotherapy, and did 
original work with an interesting antide- 
pressant drug, Ditran. 

Meduna combined the abilities of an ex- 
perienced clinician with many research en- 
deavors. He had started with the study 
of comparative anatomy and neuropatholo- 
gy, and then turned to clinical work and 
made his discoveries in the field of somatic 


treatments on the basis of extensive re- 
search, He had the background and the 
ability to further existing knowledge of 
mental illness, and to apply his findings 
to treatment of the patient. His discovery 
of convulsive therapy will remain an im- 
portant event in the history of psychiatry, 
and his name will continue to be listed 
among those who enriched our specialty. 
His many friends and, in particular, the 
members of the society he founded will 
always cherish his memory. 
Lornar B. Kauinowsky, M.D. 


JOHN D. BENJAMIN 
(1902-1965) 


Dr. John D. Benjamin died on May 14, 
1965, at age 63 of a coronary occlusion 
which had its onset a few hours prior to 
his death, He was born in New York City 
in 1902, After completing his secondary 
education at Andover and St. George’s, he 
attended Harvard College for two years. 
His undergraduate studies were interrupted 
by tuberculosis ; this illness throughout the 
remainder of his life intermittently cur- 
tailed his professional activities. He is sur- 
vived by his widow, Hertha Benjamin. 

His intellectual endowment and varied 
talents delayed his career choice. His musi- 
cal gift both as a pianist and a composer 
could have led to a musical career of first 
rank, He was also very intrigued with 
mathematics and studied this for three 
years before deciding to go to medical 
school because of his interest in psychiatry. 
Throughout his professional career his in- 
terest in music and mathematics never 
diminished. 

After completing his medical education 
together with his didactic psychoanalysis in 
Switzerland, he came to Colorado Psycho- 
pathic Hospital to join the faculty of the 
Medical School of the University of Col- 
orado at the invitation of Dr. Franklin G. 
Ebaugh. The following year he became an 
instructor and director of the outpatient 
clinic, Within 18 months his failing health 
necessitated his resignation from the facul- 
ty; during the next few years he lived in 


semi-retirement at his mountain ranch while 
he slowly regained his health. When suffi- 
ciently recovered to resume his professional 
activities, he joined the staff of the Child 
Research Council at the University of 
Colorado Medical School as director of 
the psychological aspects of the longitudinal 
developmental studies directed by Dr. Al- 
fred H. Washburn. He continued in this 
capacity until his death. Subsequently in 
1959 he became professor of psychiatry and 
director of the division of psychiatric re- 
search training in the department of psy- 
chiatry at the medical school. 

Once having decided on a psychiatric 
career, John Benjamin immediately indi- 
cated his primary commitment to research. 
In his first publication he critically evaluat- 
ed the earlier attempts to validate the diag- 
nostic potential of the then relatively un- 
known projection test devised by Rorschach. 
In concluding this paper he characteristical- 
ly suggested clinical validation of the test. 
Although his research activities were main- 
ly an outgrowth of his long-term longitudi- 
nal child development studies, an underly- 
ing theme of his research contributions was 
their relevance to clinical problems. His 
passionate devotion to the never-ending 
search for truth and new knowledge led 
him to lay particular emphasis on meth- 
odology. His contributions in this area were 
numerous and demonstrated incisively his 
creativity in developing new and meaning- 
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_ ful approaches to problems. His use of 

prediction in his longitudinal studies is an 
excellent example of this. At the same time 
__ his penetrating critical faculty enabled him 
_ to define the questions which needed to be 
asked and to formulate his hypotheses in 
such a way that meaningful answers could 
be obtained. 

The breadth and depth of his knowledge 
of psychoanalysis, psychiatry and psychol- 
ogy were matched by his keen interest in 
and constant study of developments in 
science broadly defined, This lent a balance 
to his approach to both clinical and re- 
search problems, He was intolerant of 
psychophobic and psychophilic biases and 


unfinished at his untimely death, 
John 
membership in national professional or- 
ganizations because he believed that mem- 
bership entailed responsible participation 
in their various functions, His ill health and 
his devotion to his research and teaching 
_ made him decide to forego participation in 
~ these organizations, Despite this, his con- 
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tributions as a consultant to a wide variety 
of national committees, including appoint- 
ments to important committees of the Na- 
tional Institute of Mental Health, were 
major ones in the development of policies 
which have had a major impact on psycho- 
analysis and psychiatry in these crucial 
formative years. The impartial quality of 
his judgments earned him the respect of 
all his colleagues who were fortunate 
enough to be associated with him in these 
activities, 

During the 30 years that John Benjamin 
was associated with the University of 
Colorado School of Medicine, the influence 
of his philosophy as well as his teaching 
and research were of great importance. In 
the last few years, when he was again 
formally associated with the Department of 
Psychiatry on a full-time basis, both the 
professional and personal association were 
greatly treasured. He was a gifted teacher, 
an unusually skilled clinician and above all 
a loyal and trusted friend to the intimate 
few who knew him well. As host or guest 
he was always a lively and stimulating 
conversationalist and on occasion he would 
enrich an evening with his music. Such 
events were high points for all his friends 
who shared in them. 

John Benjamin was a unique person with 
the fine intellectual qualities and curiosity 
of a Renaissance scholar who also had a 
wide variety of interests and talents and 
was driven by a restless store of energy. We 


can ill afford to lose such leaders from our 
midst, 


Hersert S. Gask, M.D. 
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Letters to the Editor are welcomed and will be published, if found suitable, 
space permits. Please submit two copies (typewritten, double ions the length, 
if possible, not to exceed 300 words. Letters will be subject to the usual editing. 


CHILDREN IN STATE HOSPITALS 
Editor, THE AMERICAN JOURNAL oF Psycut- 
ATRY : 

Sm: An editorial comment on “Children 
in State Hospitals” appeared in the March 
1965 issue which justifies some discussion. 
The first paragraph states : 

“It would be difficult to ascertain reliably 
when and where children began to be ad- 
mitted to publicly sponsored psychiatric 
hospitals”(3), I disagree ; data on this sub- 
ject are available(1, 2, 5). 

As a result of the epidemic of lethargic 
encephalitis following World War I, there 
became a need to care for children with 
postencephalitic behavior disorders who 
were neither mentally retarded nor delin- 
quent. In 1920 a children’s ward was 
opened in the Psychiatrie Division of 
Bellevue Hospital, New York City. After 
evaluation some of these children were 
transferred to a separate children’s service 
at Kings Park State Hospital, which opened 
in 1924, from which Gibbs published an 
excellent report in 1930(4). 

There were on March 30, 1965, 12 such 
units caring for the 2,061 children and 
adolescents under 16 years in the New 
York State mental hospitals. 

Each state mental hospital unit serves a 
specified district. After the 13 new units 
announced by Governor Rockefeller are 
completed, these districts will be limited to 
the community in which the child lives. 

There has been difficulty in accepting a 
suitable standard diagnostic nomenclature, 
which may account for the apparently 
benign diagnoses reported in the editorial 
comment, The official nomenclature of men- 


modifying phrase. Forty percent of the d 
children have been diagnosed schizophren- 
ic, with little variation, for the past 10 i 
years(5) and eight percent other types of — 
psychoses. At Creedmoor State Hospital, — 
probably fairly representative of the state i 
institutions, 40 percent have been diag- 
nosed as brain-damaged. This leaves only d 
12 percent as possibly psychologically, so- 4 
cially or emotionally determined. Many | 
children in these units have various kinds — 
and degrees of mental defect. x 
None of these diagnostic categories, how- 
ever, determines whether a child needs or 
can benefit from hospital care or whether } 
some other plan might not have been more ~ 
suitable. s 
Throughout the nation these matters are — 
being discussed in citizens’ groups, by vari- 
ous professional groups and by govem- — 
mental organizations at various levels. They 
will undoubtedly be solved differently ac- 
cording to the philosophy of the profession- 
al leaders in any given community, the — 
pressures for child care and other available — 
facilities in the community. Many kinds of : 
specialized children’s units are in the plan- — 
ning stage since the state planning commit- 
tees for mental health got underway after — 
President Kennedy’s message to Congress 
on mental illness and mental retardation on — 


February 5, 1963. 


The specific references are : : 

1, Bender, L.: Emerging Patterns in Child 
Psychiatry, Bull, N. Y. Acad. Med. 34:794- 
810, 1958. 

2. Bender, L., and Silver, A. A. : Problems in 
Community Planning for Disturbed Chil- 
dren as Suggested by Hospital Experience, ” 
J. Educ. Sociol. May:528-533, 1951. t 

3. Editorial Comment, Amer. J. Psychiat. 
121:925-927, 1965. y 

4. Gibbs, C. E.: Behavior Disorders in 
Chronic Epidemic Encephalitis, Amer. J. 
Psychiat. 9:619-634, 1930. 
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5. New York State Department of Mental 
Hygiene: Children in New York State 
Mental Hospitals. New York: State De- 
partment of Mental Hygiene, 1963 (pro- 


cessed), 
Lauretta Bender, M.D., 
Queens Village, N. Y. 


“BRIEF COMMUNICATIONS” 

= Editor, Tae American JournaL or Psy- 
CHIATRY : 

Í Sm: I wonder if it might be practical to 
= encourage vigorously the publication of 
“brief communications” in the Journal with 
the intent of reducing the writing of super- 
fluous papers. Each year at the annual 
_ meeting I am struck by the number of 
papers which suggest that the authors had 
a good idea, or made an interesting observa- 
tion, but are forced to bury it in a paper 
following the conventional format which 
popore to be a research study, with 
m and results. Would it not enhance 
communication if observations, innovations, 
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possibly even opinions were succinctly stat- 
ed? If interest should be stimulated, then 
data could be provided later. . 
Henry Pinsker, M.D., 
New York, N. Y. 


CORRECTION 

The item on Page 1219 of the June issue 
referring to the Maudsley lecture of the 
Royal Medico-Psychological Association is 
incorrect. Dr. Aldwyn Stokes informs the 
editor that he was one of a number of 
visitors to the combined meeting of the — 
Royal Medico-Psychological Association and 
the American Psychiatric Association who 
had been invited to deliver a Maudsley 
Bequest lecture. The other Maudsley Be- 
quest lecturers were Drs. H. W. Brosin, 
M. E. Chafetz, Stella Chess, Lothar L. Kali- 
nowsky, Franz Kallman (paper read for 
him), Nathan S. Kline, Jules Masserman, 
D. G. McKerracher, Elvin V. Semrad, W. 
H. Sheldon and Harvey Tompkins. The 
editor regrets the error. 


BOUNDARIES 


He drew a circle that shut me out— 

Heretic, rebel, a thing to flout. 

But love and I had the wit to win: 

We drew a circle that took him in. 
—Epwin MARKHAM 
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Laennec : His Lire anp Times. By Roger 
Kervan, M.D. (New York: Pergamon Press, 
1960, pp. 213. $3.50.) 


“Mediate auscultation” was born in 1816. 
Palpation and percussion were already in use, 
but to listen to sound within the thorax the 
physician’s only recourse was to apply his ear 
directly to the chest. In that year a young 
woman came to Laennec with symptoms of 
heart disease. She was too plump to make 
direct auscultation possible. “I remembered a 
well-known phenomenon of acoustics: if the 
ear is applied to one end of a beam a pin prick 
is most distinctly heard at the other end.” He 
rolled together very tightly some sheets of 
paper and used the roll in place of a beam, 
with surprising results. Mediate auscultation 
had been born. 

Laennec, at this time a busy Paris physician, 
35 years old, experimented with modifications 
of this primitive instrument with which he 
listened to sounds within the thorax, and even- 
tually settled on a cylindrical tube of beech- 
wood about a foot long to which he gave the 
name stethoscope. 

Laennec was concerned with all pulmonary 
pathology, “which in 1817 was in a state of 
chaos . . . [into which he] tried to bring light 
and order.” 

From youth he had suffered from pulmonary 
symptoms ; asthma he called the condition. Al- 
though with his stethoscope he was able to 
distinguish pathological from normal sounds 
in the thorax he could not apply this new 
method of examination to his own case. 

‘After a summer holiday in his native Brit- 
tany—that buoyed him up temporarily—he was 
back in Paris “snowed under with patients,” 
struggling on with his failing health. His book, 
Mediate Auscultation, a Treatise on the Diag- 
nosis of Diseases of the Lungs and the Heart 
based chiefly on the new method of explora- 
tion, was published in 1819. At first, as so 
often with discoveries of supreme importance, 
Laennec’s innovation received scant accept- 
ance, was even ridiculed. Recognition was not 
long delayed, however, that Laennec had cre- 
ated a revolution in physical diagnosis. 

But again his health had to be considered, 
and he decided to return permanently to the 
land of his birth and the land he loved. For 

lived the life of a Breton 


In these benign surroundings he felt himself 
much improved, even recovered ; again there 
was the lure of Paris, the clinics and pupils. 
Eventually he became professor in the College 
of France. 

Laennec died at the age of 45—from the 
disease that had been sapping his strength 
for so many years. Four months before his 
death he admitted for the first time that he 
was a victim of tuberculosis and that his 
condition was hopeless. One last boon was 
granted him; he could be carried home to 
Brittany to end his course. 

René Théophile Hyacinthe Laennec has 
been the subject of numerous biographies but 
this one is particularly welcome, having been 
written by a fellow Breton and fellow physi- 
cian, himself a phthisiologist. Dr. Kervran and 
his compatriot were born not many miles apart 
and both had an abiding love for Breton life 
and ways and Breton speech. In his fine book 
Dr. Kervran rounds out the life of Laennec by 
dwelling on his personal qualities, his scholar- 
ship and the ties that bound him to Brittany, 
as well as upon his scientific and professional 
life and his great contribution to the science 
of medicine, There are no illustrations. A por- 
trait of the great physician would have been 
welcome, likewise a glimpse of the Breton 
Shore. The book also lacks an index. a 


INTRODUCTION TO DEVELOPMENTAL Psycuta- 
ry. By Beulah C. Bosselman, M.D., Ira M. 
Rosenthal, M.D., and Marvin Schwarz, 
M.D., (Springfield, Ill. : Charles C Thomas, 
1965, pp. 139. $6.50.) 


Designed as an introductory textbook in 
psychiatry, this book attempts to depict the 
“common developmental disturbances, to pre- 
sent psychiatric theory as background for 
understanding the genesis and meanings of 
these maladjusted states, and to indicate their 
relationship to the pathology of neurotic and 
psychotic syndromes.” It says a little about a 
wide variety of subjects. It is a unique com- 
pilation of a myriad of observations, assump- 
tions and speculations about how children 
grow and develop emotionally. The reader is 
carried effortlessly through the vicissitudes of 
infant and child caring, including hospitaliza- 
tion, the early and oedipal determination of 
personality traits, the struggles for identity, 
socialization and learning, on through the 
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crises of adolescence to the neurotic or ade- 
quate adaptations of maturity. 

The authors have done a commendable job 
of assembling the generally considered con- 
cepts of behavioral and emotional factors that 
influence the unfolding of personality in the 
infant, child and adolescent. I do not know 
where else one could turn for such an extensive 
and eclectic listing of this information. The 
material is presented clearly, concisely, logical- 
ly; and herein lies my primary cause for 
concern. 

Is this the proper kind of material for the 
beginner in psychiatry or pediatrics? The 
simplicity of the compositional style lends 
authority which is not weakened by the 
acknowledgment of uncertainty or controversy. 
The student needs to know that some facts 
are better established than others and to be 
pent of those “facts” that are not established 
at all, 


In a book that covers material in such 
kaleidoscopic fashion, significant statements 
stand easily, and plausible surmises pass as 
fact. The authors state “The newborn infant 
is a virtually helpless creature, largely oblivious 
and blind to his environment, unaware of 

own person and responsive only to such 
primitive experiences as hunger and fear.” 
m James referred to the infant’s “bus- 
zing, booming universe” to indicate his guess 
young infant was confused by a 
multitude of stimuli which embarrassed his 
ited perceptive apparatus, Studies of per- 
ception indicate a tendency to organize 
sensory experiences into composite wholes 
(Gestalten), and we do not know whether the 
infant similarly simplifies his perceptions. Nor 
ind can one say with confidence that 
the newborn is “oblivious . , . . to his environ- 
ment (and) unaware of his own person.” The 
experienced clinician incorporates such sugges- 
tions with a practical Perspective which is not 
available to students in courses in introduc- 
tory psychiatry. 

One would not wish to rotect the 
from occasional unqualified speculative sean” 
tions. The book has many, and some intrude 
into significant areas of psychiatric thought, It 


the birth of a sibling” (italics mine), 
If the inculcation of accurate and critical 


MA 


patterns of clinical reasoning and the provision 
of basic, well-established knowledge are not 
prerequisites of an introductory text, this book 
will find considerable usage. I would prefer 
to withhold it for the curriculum of the more 
advanced student. 


However, this is a stimulating text. The ` 


authors have brought together in summarized 
form material that has been distilled from an 
extensive selection of that which is pertinent 
in the multifaceted literature relating to child 
rearing and personality development, which 
involves the conclusions of careful studies, 
philosophical exploration and both the subjec- 
tive and empirical convictions developed from 
clinical experience. The task, for the most 
part, has been well done, and the reader 
will pause frequently to consider how thor- 
oughly indeed he subscribes to the plausible 
and pertinent descriptions and explanations. 
As a review of current concepts and an 
introduction to areas of clinical thinking, the 
book has accomplished its purpose admirably, 
and perhaps this should be the purport of 
an introductory text. 

The organization of the material from the 
perspective of the pediatrician or the pediatric 
psychiatrist brings a refreshing redefinition of 
clinical content. This is one of the major 
contributions of the book and will insure it 
an important place in our literature. 

I would want to emphasize that I would 
recommend the book for extensive reading 
among students who have advanced beyond 
the introductory phase, by clinicians and by 
professionals in fields related to child develop- 
ment, Indeed, I shall be interested in learning 
whether other directors of psychiatric train- 
ing may be less concerned that an introductory 
text present a conservative and cautious ap- 
Proach to the declaration of psychiatric fact. 

text does provide an excellent orientation 
to the clinical aspects of psychological devel- 
opment, 
J. Franku Ropinson, M.D. 
Wilkes-Barre, Pa. 


Tue Rore oF PsycHosomatic DISORDER IN 

T Lire. Proceedings of a Conference 

held by the Society for Psychosomatic 

Research at the Royal College of Physi- 

cians, London, in 1961. Edited by John 

O. Wisdom and H. H, Wolf. (New York: 
Pergamon Press, 1965, pp. 229. $8.50.) 


This book indicates that our English col- 
leagues have had no more success than we in 


dealing with the tyranny of the tape-recorded 


nan 
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can only wonder at the zealousness to strip 
away the privacy which ought to be accorded 
such proceedings. 

The book is divided into four sections, only 
one of which, that organized by Denis Hill, 
approaches a level of critical exposition which 
we have come to expect of serious workers 
in the field of psychosomatic medicine, and 
it is notable chiefly by its contrast with the 
other sections. Its brief treatment of the limbic 
system is a standard piece, its discussion of 
hypothalamic-pituitary relations is out-of-date 
(the latest reference cited to this burgeoning 
field is dated 1957), and only the speculations 
on the autonomic nervous system by Butter- 
field present any really original ideas. In the 
discussion of these papers occurs the only new 
information in the book, an entirely too brief 
description by Van Der Valk of his interesting 
research on skin resistance. 

The remainder of the book is almost a 
catalogue of the errors into which psychoso- 
matic research has fallen. At the root of these 
errors is an apparent unconcern with the 
verifiability, and the validity, of the proposi- 
tions which are advanced. For example, after 
much philosophical discussion of the question 
“are guilt and anxiety experienced differently 
in patients suffering from psychoneurotic and 
psychosomatic illness?” without having pre- 
sented any data one author concludes that 
“psychosomatic disorders are not a way of 
avoiding guilt, nor do they develop because 
the person cannot feel guilt, but they are a 
consequence of avoiding guilt.” Another hints 
that the (italics added) factor in coronary 
disease may be aggression and then traces 
ulcerative colitis and depression to the same 
origin, A third questions the relevance of 
diagnosis and tells us of a patient that “her 
enuresis and colitis, her obsessional neurosis 
and hysterical fainting attacks were not differ- 
ent illnesses but , . . expressions of related 
underlying emotional conflicts.” 

One class of errors is particularly promi- 
nent—the oscillation between theories that are 
too general and validation by anecdote. 
Nowhere is there concern with the hard middle 
ground of validating findings and drawing 
justifiable inferences. Instead we are swept 
back to the heady days of early psychosomatic 
medicine before systematic inquiry had begun 
to constrain theory. Here again are personality 
profiles, just as potentially verifiable siie the 
days of Flanders Dunbar, and just as unveri- 
fied. Here again is Reichian psychology with 
its curious autonomic physiology (“as the 
muscle-organ defence of the mas t re 
consists of a pushing and squeezing, we 
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now observe a muscle-organ rigidity and dys- 
function in the familar form of abdominal 
pain, a tense gut and diarrhoea”). Here, too, 
are speculations worthy of the most figurative 
thinking of early psychoanalysis (“In addi- 
tion, his asthmatic attacks served as a physical 
expression of the way in which he lived, 
under the domination of a possessive mother 
who was, as it were, suffocating him and 
preventing him from leading a life of his 
own 


This volume is chiefly of historical interest, 
as a look into a period whose passing can hard- 
ly occasion regret. It is perhaps a measure of 
the progress of our field that only 15 years ago 
it would have not seemed unreasonable. 

ALBERT J. Stunxanp, M.D., 
Philadelphia, Pa. 


DeLmguency anb Drirt. By David Matza. 
(New York: John Wiley, 1964, pp. 199. 
$4.50.) 


This brief, lucid volume should be of 
great interest to anyone who is concerned 
with the problem of juvenile delinquency. 
Matza’s main purpose is to question and modify 
the current prevailing vi int in the study 
of delinquency, t.e.. that of positive criminol- 
O| 


Positive criminology, which begins with 
Lombroso, is based on three main assump- 
tions: 1) the prime importance of the per- 
sonality and social situation of the criminal 
rather than the criminal law and its adminis- 
tration, 2) the insistence on a rigid deter- 
minism as a fundamental tenet and 3) the 
view that the delinquent is basically different 
than the law-abiding. The positivist viewpoint 
has a number of different versions, including 
both psychological and sociological. Although 
they often differ on important points, they 
share the basic assumptions. 

Matza wishes to reintroduce some of the 
perspectives of classical criminology, which is 
based on contrary assumptions. He sees the 
delinquent as not committed to delinquency 
but as being episodically free to drift into 
delinquent activity because of a process in 
which he neutralizes the moral bind of law 
and convention. This temporary but recurrent 
process is expedited by the structure and 
administration of the juvenile codes and 
juvenile courts. An analysis of the “individ- 
ualized justice” of the juvenile court, of the 
current “ideology of child welfare” and of the 
restrictive nature of juvenile law shows how 
they unwittingly encourage the drift into 
delinquency. 

This is an important book. Just how import- 


opr 


ant the reader will consider it will partly 
depend on how much weight he chooses to 
give to the factors Matza proposes we consider 
as forming the ground of delinquent behavior. 
In any event, after reading it we will not be 
able to consider other approaches to delin- 
quency in an uncritical atmosphere. 
Martin HorrMan, M.D., 
San Francisco, Calif. 


Tue Disoncanizep Pensonarity. By George 
W. Kisker. (New York: McGraw-Hill, 
1964, pp. 631. $8.50.) 


This is a well organized, well written and 
scholarly book on abnormal psychology. The 
author describes it as “a textbook for the 


reading in psychiatry, psychiatric social work, 


_ psychiatric nursing, mental hygiene.” The first 


four chapters support the modern ecological 
point of view that when a man is well inte- 
grated in his internal and external environ- 
ments, he is healthy, and that disintegration 
is disease, Professor Kisker has this dynamic 


- point of view, and his chapters on “The Myth 


SY 


Normality,” “The Organic Basis of Personal- 
Disorganization,” and “The Psychological 


background given in 
interesting and important, In 
the “organic basis,” only four 
ages are given to the anatomical 
gical organization of the brain. 
‘his reviewer believes that every student 
ld know much more than that before he 
tackle its disorganization, but one book 
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person and grows out of the ga 
ol most lex 
kind of physical, psychological ogi. 
cal interaction.” re pricier, 
Diagnostic categories are defined accordin 
to the APA nomenclature, and Chapters 612 
take up the various clinical types of personality 
disturbance. The author says, “The order of 
presentation is from the most minor and 
temporary disorders brought about almost 
entirely by external stress, to the most serious 
and irreversible conditions involving organic 
changes of the nervous system.” This pres- 


pros 


entation is careful and academic and at- 
tempts to tell the student how to recognize 
the various psychiatric syndromes, but it 
seems not to fit with this reviewer's clinical 
experience. It is too neat and perfect. For 
example, depression is described under four 
headings: 1. the depressed type of cyclothy- 
mic personality (p. 224); 2. the depressive 
reaction (p. 291); 3. the depressive phase 
of the manic-depressive reaction (p. 374) ; 
and 4. a “psychotic depression” (p. 379). 
The first is considered to be a “personality 
disorder,” the second a “psychoneurotic dis- 
order,” and the third and fourth are “psychotic 
disorders.” It is not pointed out that patients 
with a mild degree of the depressive phase 
of the manic-depressive disorder may go 
through life without “psychosis,” and that a 
reactive or psychoneurotic depression may, in 
any one attack, be impossible to distinguish 
from such a mild depressive phase of a 
“psychotic disorder.” To add to the confusion, 
senile dementia is also spoken of as a 
“psychosis” but is not included in Chapter 10. 
It is probably unfair to criticize the author 
by picking such a difficult field of differential 
diagnosis. But it brings out the main issue 
raised by this book: Can a“ psychiatric 
diagnosis be safely made by a clinical psy- 
chologist who has not had medical training 
and hospital experience with responsibility for 
mental patients ? 
In the preface the author describes “an 
entirely new method” for presenting case 
material; “Cases are brought to the classroom 
by way of tape-recorded interviews” because 
most schools are not able to have their 
Students observe actual cases.” This is certain- 
ly a useful method for teaching an introduc- 
tory course in abnormal psychology, but it 
might make the students too confident of their 
abilities to make diagnoses. This book does not 
indicate to the student the sort of problems a 
Practicing psychiatrist is really up against. No- 
is it emphasized that, although a clinical 
psychologist may be of great value in psy- 
chiatric diagnosis and treatment, he should 
always work in close cooperation with a well 
trained psychiatrist, 
STANLEY Coss, M.D., 
Cambridge, Mass. 


Tay-Sacus’ Disease. By Bruno W. Volk, M.D. 


(New York: Gi & . 
158. $5.75.) rune & Stratton, 1964, pp 


This is an extremely detailed historical 
cinta pathological, genealogical and epide- 
nee gical study of this extreme form of a 
uman illness, It is & review of our present 
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" knowledge about it and as such represents a 
yate example of a study, in a form the 
needs 


resent-day physician ai : an up- 


f to-date review of what we know and of our 
“possibilities 


as well as our. own limitations. 

The part discussing the evolution of our 
biochemical concepts of the illness is almost 
a prototype of what we may regard as a 
goal in all our attempts to discern biochemical 
background of clinical entities. The authors 
have succeeded in their previous work to find 
a way of biochemical identification of the 


diseases, in looking 
characteristics which 


outside interference on 
defer or change the course 
illness. My only criticism of 
be that the biochemical 


drawn light on the nature 
to speculate about the 


dy of environment and 
with vigor once 


ý M.D., 
Montreal, Canada. 


consequently the stu 
its role can be attempted 
more and in a new light. 


Consultants Bureau, 1963, pp. 683. 
eaking world interested in 
to be congral upon 
having this exemplary volume available in 


his own researches on 
cerebral functions and 
for many years chief of 
Pediatrics at Leipzig University. 

a remarkable man. rofound 
the subject of hi 


digested Peiper. 
d the chapter refer- 
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ences (provided with English translations of i 
the original titles, by the thoughtful transla- 
tors), and the list of publications by P 
and his co-workers, will be found most useful. 
There are author and subject indexes, and the 
translators have done their work extremely — 
well, retaining the flavor of the original work 
insofar as that is possible. Peiper’s book is one 
that the reader will want to read from begin- 
ning to end—anyone who fails to do so does 
himself a disservice. 
AsuLey Monracu, Ps.D., 

Princeton, N. J. 


Tae Appior anp THE Law. By Alfred R. 
Lindesmith. (Bloomington: Indiana Uni- 
versity Press, 1965, pp. 337. $7.50.) 


In this book the author has condensed 30 
years of study of the legal aspects of drug 
addiction, We are told what the laws are, 
have developed, is 

e 


opiates but a 

necessary to give 
problems concerning addiction in the United 
States. From prior to 
Harrison Act of 1914 to the present time, 
the evolution of policies is traced through 
court procedures, the history of narcotic 
clinics designed to give some relief to suffer- 
ing addicts, additional regulations and finally 
harsher laws such as the Boggs Act of 1951 
and the Narcotic Control Act of 1956, 
which increased penalties, made them manda- 
tory and abolished probation and parole for 


narcotic violators. 
“Narcotic Control in Brit- 


In a chapter on 

ain and Other Western Nations,” it is stated 
that the number of addicts reported in Britain 
and that since then the 
500 due 


report on 50 of these 
that 19 of them were working — 
re} were not known to 
associates or employers as addicts.” Others, 
including seven or nine who had had 
records before becoming addicts, had trouble 
with the police. 

It is stated that 
narcotic laws passed 
to our Harrison Act, 


the basic British anti- 


in 1920 are quite 
but that the Rolleston ~ 


f 


BOOK REVIEWS 


[ August 


committee appointed in 1924 made a report 
which defined the right of physicians to pre- 
scribe for certain addicts. This does differ 
from anything the United States has ever 
had. 


Lindesmith is severely critical of a widely 
circulated American report on the British sys- 
tem which says the system is essentially the 
same as ours, and that the number of addicts 
in a country is determined mainly by the 
number of addiction-prone personalities in a 
population, 

A table is given showing the number of 
reported addicts in nine European countries, 
not including Britain, and five other coun- 
tries with a total population of approximately 
150,000,000 and an estimated addict popula- 
tion of about 8,090. The inference is that the 
relatively small addiction rates in these 
countries as in Britain are due to less severe 
legal approaches to the problem than the 
United States has. 

A large addiction problem in the British 
Colony of Hong Kong is explained in part as 
follows: Opium smoking was legal in Hong 
Kong until 1949 and a high quality of smoking 
opium was sold to smokers by the government ; 
because the price was also high a black market 
developed. The present control policy ac- 
cording to the author is essentially the Ameri- 
can one of prohibition and punishment. Esti- 
mates of the number of addicts range from 
50,000 to 250,000 and it is said that most of 

now use heroin, 

This book is a mine of information about 
narcotic control that everyone having any- 
thing to do with the problem should read. The 


author deplores the fact that to date so little: 


has been done, He praises the 1963 report 

of the New York Academy of Medicine tat 

apparently hopes that the ideas expressed by 

this report will eventually seep through to 

the public and to legislators, 
Lawrence Kors, M.D., 

i y DAG: 


Tue Fear or Bewc A Woman. A Theory of 
Maternal Destructiveness, By Joseph C. 
Rheingold, M.D. (New York: Grune & 
Stratton, 1964, Pp. 756. $10.00.) 


The thesis of this book is that maternal 
destructiveness is derived from the fear of 
being a woman. This destructiveness is 
thought to be passed on from one generation 
to the next, thus influencing the destiny of 
the race, as well as that of the individual, 


‘It is suggested by the author that, with 


adequate preventive and curative measures, 


the destructive attitude can be replaced by 
a humane nurturing one. 

The author states that this theory of ma- 
ternal destructiveness is derived from an “epis- 
tomologic experiment,” involving psychiatric 
examination and treatment of patients (2500 
over a 12-year period), as well as psychiatric 
consulting experience for several years on an 
obstetric ward. 

In Part 1 a frontal attack on the “mother 
myth” is launched with presentation of case 
material documenting overt maternal cruelty 
to children, such as mutilation and murder. 
This is followed by case illustration of co- 
vert destructiveness, such as accidental smoth- 
ering and dropping of the infant, brutality 
that is ostensibly in the service of discipline, 
and so on. 


fined as any influence the mother exerts upon 
the fetus, the newborn, the infant, and young 
child to which it is susceptible and which 


vascillating, 
that is designated as basic anxiety, Nur- 
turance tends to assuage the anxiety that may 
be inherent in the infantile state, while un- 
certainty of protection tends to aggravate it. 
The maternal threat is composed of not only 
the negative 
needs of the infant, but also an active factor 


T ‘ insight most per- 
tinent to prevention and cure is that into the 


d the fear of it. Emphasis is placed on 
portive psychotherapy and encouragement 
of the woman in her femininity. Meliora- 
C five measures in the prevention of ma- 
‘ternal destructiveness suggested include ex- 
ation of: screening for marriage, birth 
control, experimentation with institutional 
rearing (as in the kibbutz), educational pro- 
ams, social surveillance, development of 
ther-child centers and broadening of the 
"base of interest of obstetricians and pedia- 
“tricians in order for them to lend increased 
emotional support to the disturbed woman. 
The author emphasizes the importance of the 
‘trait of motherliness in the personnel helping 
| these mothers. 
This book is of great service in focusing 
n the importance of the mother-child relation- 
in mental health. The existence of 
maternal abusiveness to children is well docu- 
mented in case material. The theoretical form- 
"ulations of the psychic processes discussed are 
not quite as clearly defined as one might wish. 
The author's empathic attitude toward these 
troubled women is a commendable example 
of his therapeutic approach. The Fear of 
Being a Woman should be of great value to 
workers in the fields of medicine, education 
and the social sciences. 
He en B. Cartson, M.D., 
Evanston, Ill. 


New Dimensions IN Psycnosomatic MEDI- 
cne. Edited by Charles V. Wahl, M.D. 
(Boston : Little, Brown and Co. 1964, pp. 
xvii + 340. $8.50.) 


In recent years the area in medicine known 
as “psychosomatics” has attracted the atten- 
tion of a relatively large number of members 
of the medical profession, many of whom 
consider it an especially fruitful area for inter- 
disciplinary research. At present there is prob- 
ably no medical subject where so much 
confusing controversy and adiction exists, 
a part of which is due to the rapidly expanding 
reporting of new studies. The literature is 
vast and growing to the extent that, despite 
much repetition, it would be an extraordinary 
task for a reader to keep up withit. 

i In the present text, psychosomatic disorders 


have been described in terms of recent in- 


p 


their development. 
f 


© surgical conditions. The I h 
his fellow authors are all associated with the 


Psychiatric Department df the U.C.L.A. Medi- 


the articles, gives special attention in his excel- 
lent preface to the broadening scope of 
psychosomatic medicine. Most of the articles 
are new since 15 of them have not been 
published previously. 

The historical account of the development 
of psychosomatic medicine was prepared by 
the late Franz Alexander, whose valuable 
contributions in this field are widely known, 
Although he was aware of the pioneer contri- 
butions to psychosomatic medicine by the late 
Smith Ely Jelliffe, these were not mentioned 
nor is this reviewer able to find Jelliffe’s name 
mentioned elsewhere in the book. Those 
familar with Dr. Alexander's attitude on ortho- 
doxy will appreciate the wisdom of this 
statement concerning therapy, “In addition to 
the prolonged psychoanalysis and psychother- 
apy which attempt to bring about changes 
in the patient’s internal emotional economy, 
the precise knowledge of the psychophysiolog- 
ic interaction characteristic of different types 
of patients allows their purposeful total man- 
agement. Many years of experience have 
taught me that there are different avenues 
toward bringing about a proper adaptive 
balance between the person and his environ- 
ment. . . Future advancements of psycho- 
therapy will evolve from such an integrated 
comprehensive approach to man as biologic 
organism, a ity and a member of a 
social system. Neglecting any of these three 
major parameters results in a distorted and 
operationally unsatisfactory personality theory 
and therapy.” 

Among the many worthwhile contributions 
the following titles will indicate something 
of the scope of the studies where psychodynam- 
ic formulations are clearly outlined: “Psy- 
chological Management of Coronary Artery 
Disease” by Arnold J. Mandell; “Emotional 
Reactions to Mutilating Surgery” by J. S. 
Golden and Alan Nahum; “Psychodynamics 
of the Allergic Patient” by C. W. Wahl; 
“Psychosomatic Problems in Obstetric and 
Gynecologic Practice” by Ss. „Golden; 
“Management of Sexual Impotence by A. 
J. Mandell; “tatrogenic Neuroses by C. W. 
Wahl; and “On Being a Sick Physician” by: 
Martin Grotjahn. 

There are excellent papers on hyperthyroid- 
ism, hypochondriasis and chronic organic 
disease. There are no sections on the psychoso- 
matic aspects of diseases of the nervous system 
nor of the skin. Neurodermatitis is apparently 
the only condition mentioned and that in- 
cidentally in passing. 

The contents of this book amply illustrate 


cal School. Dr. Wahl, who contributed five of $ 
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the extending and panoramic scope of “com- 
prehensive” or “psy: tic” medicine, and 
the lessons they impart should be helpful in 
the diagnosis and therapy of a wide variety 
of disorders encountered in all areas of medical 
practice. 
Noran D. C. Lewss, M.D., 
Frederick, Md. 


BRIEF REVIEWS 

The following books have been received ; 
the courtesy of the sender is acknowledged by 
this listing. Books of particular interest to the 
readers of this journal will be reviewed at 
greater length as space permits. Readers de- 
siring additional information on any book 
listed are invited to communicate with the 
Editor. 


Grove Ternary IN CHILDHOOD Psycnoses. 
By Rex W. Speers, M.D., and Cornelius 
Lancing, M.D. Chapel Hill: University of 
North Carolina Press, 1965, pp. 186. $6.00. 


An interesting venture with psychotic 
children in a child psychiatry unit at the 
University of North Carolina. Group therapy 
sessions began in 1960, are continuing; there 
are five children in group now. Report ex- 
amines feasibility and effectiveness of treating 
young psychotic children in collateral group 
therapy with parents, 


PSYCHOSOMATIC DISORDERS IN ADOLESCENTS 
anv Younc AvuLts, Edited by J. Hambling 
and Philip Hopkins. New York; Pergamon 
Press, 1965, pp. 246. $8.50. 


Delayed proceedings of conference held by 
Society for Psychosomatic Research, Royal 
College of Physicians, London, in 1960. Con- 
cerned with psychosomatic disorders occurring 
between the ages of 15-25 in transformation 
from childhood to adult maturity. Considers 
adolescent in industry, influence of sex, emo- 
tional maturity, fitness for marriage, Medical 
aspects deal with tuberculosis, diabetes, epilep- 
sy, ete, 


Wort Peace via SATELLITE COMMUNICA- 
tions. With Psychoanalytic Examination 
of Its and Prospects. By Herbert 
Frenkel, LL.B, and Richard E. Frenkel, 
M.D. New York: Telecommunications Re- 
search Associates, 1965, pp. 166. $6.50. 


Book essays to answer what sociologic and 
behavioral negativism brings forth the endless 
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stream of violence and sadism; why the 
exasperating, shameless commercials on Ameri- 
can television screens, Are corporate interests 
more powerful than the public itself? What 
is the role of psychiatry in telecommunica- 
tions? 


Psycutarrm ANIMALE. Under the direction 
of A. Brion, Henri Ey, et al. Desclée de 
Brouwer, 1965, pp. 605. (Cardboard). 


This work is dedicated to the problem of 
anomalies of behavior in animals. Not in- 
tended to be a treatise about mental illness 
in animals—simply observations, experiences 
and reflections. Poses a number of questions 
which cannot be answered as yet. i 


New Perspectives in Psycmoanarysis. Ed- 
ited by Harold Kelman, M.D. (Contribu- 
tions to Karen Horney’s Holistic Ap- 
proach). New York: W. W. Norton & Co., 
Inc., 1965, pp. 249. $5.00. 


This volume brings together for the first 
time selections from Horey’s later writings, 
including her classic essay, “The Value of 
Vindictiveness,” and three lectures on psy- 
choanalytic technique, 


Avrocenic Traine, International Edition, 
Correlations Psychosomaticae, By Wolfgang 
Luther. New York: Grune & Stratton, 
1965, pp. 326. $14.50. 


Festschrift in honor of Johannes Heinrich 
Schultz on his 80th birthday. Schultz devel- 
oped autogenic training to method of psy- 
chotherapy “scientifically proven and interna- 
tionally accepted.” Book represents attempt 
by 50 authors to elaborate perspectives of 
clinical application, research and theories of 
Psychophysiologic method in present stage of 
autogenic training. 


PRINCIPLES or TREATMENT OF PSYCHOSOMATIC 
Disorpers. Edited by Philip Hopkins and 
Heinz Wolff. New York: Pergamon Press, 
1964, pp. 118. $5.00. 


Belated report of proceedings of conference 
held by Society for Psychosomatic Research 
in London, November 1962. Previous confer- 
ences were concerned with psychosomatic 
illnesses in childhood and adolescence. This 
one gives emphasis to general principles, 
rather than details, Clinical, physiological, 
Pharmacological aspects of physical methods 
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of treatment are covered. Conference stressed 
importance of selecting proper combination of 
treatment methods. 


PsycHosomatic Mepicine, Its PRINCIPLES 
AND APPLICATIONS, By Franz Alexander. 
New York: W. W. Norton Co., pp. 300. 
$5.50. 


Original work published in 1950. This vol- 
ume has chapter on the functions of sexual 
apparatus and their disturbances by Therese 
Benedek, M.D. Excellent, concise work by 
distinguished clinician, 


Tue Erotic Revoxurion. By Lawrence Lip- 
ton. Los Angeles: Sherbourne Press, Inc., 
1965, pp. 322. $7.50. 


Offered as first affirmative appraisal of the 
new morality. Some of the chapters: “From 
Soul Mate to Stalemate,” “Intermarital Sex,” 
“Sexual Research on Campus,” etc., etc., etc. 
You get the idea. 


Menvat Hearta on A New Housine ESTATE. 
By E. H. Hare and G. K. Shaw. Oxford 
University Press, Maudsley Monographs, 
1964, pp. 135. $8.75. 


Book describes survey made to ascertain 
mental health of people living in new housing 
estate. Thought originally mental health on new 
housing estates poorer than might have been 
expected. 


Fammy Psycutatry. By John G. Howells. 
Springfield, Ill. : Charles C. Thomas, 1965, 
pp. 110. $4.00. 

Pioneer family psychiatry service began in 
1949, Clinical eae tn a general hospital. In 
1957, first hospital department of family psy- 
chiatry, One member of family accepted for 
treatment, then whole family involved. Clinical 
organization for practice of family psychiatry 
described in detail. 


Cuasinc THe Dracon. By Albert G. Hess. 
New York: The Free Press of Glencoe, 
1965, pp. 182. $7.50. 


This is a report on drug addiction in Hong 
Kong, Book is modified version of report 
submitted to Ford Foundation. Studies made 
in 1961 and 1963. Consideration of wa 
mately 600 Hong Kong addicts. Also brie 
history of drug addiction in China. 


239 
Ruuesen. By J. Davidson Ketchum. Toron- _ 


to: University of Toronto Press, 1964, 
pp. 392. $7.50, 


Discussion of a prison camp society by the — 
late “J.D.K.” Biographical tribute to him by 
Professor D. O. Hebb. History of 4,000 British 
men and boys in first World War internment 
camp and four years together. The group is 
a cross section of civilian British society, from 
manor house to slum, 


Famity, Cuurca anp Community. Edited 
by Angelo D'Agostino S. J, M.D, Fore- — 
word by Robert H. Felix, M.D. New 
Ney P. J. Kenedy & Sons, 1964, pp. 150. 
4.50. 


Represents recording of papers presented 
in a series of panel discussions at Georgetown 
University. Discusses family unit, family as 
cornerstone of organization of human society. 
Discusses problems affecting society and how 
sometimes best treated by attending to core 
problem, often inherent in family itself. 
Discusses intrafamily dynamics and emotional 
illness. 


PsycmrarrRy anp Crimmwar Law: Illusions, 
Fictions, and Myths. By Sol Rubin. Dobbs 
Ferry, N. Y.: Oceana Publications, Inc., 
1965, pp. 219. $7.50. 


Author believes the McNaughton Rule 
should be the test to determine guilt or in- 
nocence by reason of insanity of the accused. 
If guilty, the sentencing, degree of individual 
responsibility should be decided by presiding 
judge after hearing all relevant psychiatric 
and other evidence. Justice Blandin believes 
the Rubin Rule combines the virtues of the 
McNaughton and those of the Durham Rule 
without “devices of either.” 


Tue MENTALLY SUBNORMAL, A SOCIAL CASE- 
work ArrroacH. Edited by Margaret 
Adams. New York: The Free Press of 
Glencoe, 1965, pp. 271. $7.50. 


Contributions from nine individuals who 
deal with the mentally retarded and are con- 
cerned in some way with their social problem 
and social adjustment. Book outlines differ- 
ent types of social problems and difficulties 
in adjustment to normal life arising out of 
mental subnormality. Indicates how these are 
to be handled. 


Tue Mystic Minp. By Kenneth Walker, F. R. 
$ C. P. New York: Emerson Books, 1965, 
> pp. 176. $3.95. i 
4 1) Discusses mystic experiences in higher states 
of consciousness, “Contribution to literature 
of mysticism, firmly based on modern medical 
_ and psychological research.” Discusses orien- 


ing. 


_ Parnorocic anp Norman Lancuace. By 
Julius Laffal. New York: Atherton Press, 
‘ 1965, pp. 249. $8.50. 

a 


t LA Material from original studies of language 

isturbances in psychosis and aphasia, and 
_ psychological studies of word association, plus 
current linguistic views of language as world 
between man and his surroundings, Interesting 
= chapter on analyses of psychotic language. 
_ Also: 1) integration of general theories of 
= Structural vocabulary; 2) demonstration of 
how motivational factors may introduce dis- 
_ Tuptions in language structure; 3) a method 
- for the analysis of language. Defines fields of 
= meaning in vocabulary, with examples. 
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NEW PAPERBACKS 
ove Is Nor Enovcn, By Bruno Bettelheim. 
____ New York: Collier Books, pp. 350. $1.50. 
_ Brain MECHANISMS ANp INTELLIGENCE, A 

Quantitative Study of Injuries to the 

By K. S. . New York: 


i z 
Dover Publications, Inc., pp. 185 (Index 
and Plates). $1.75. 

Frustration, The Development of a Scientific 
Concept. By Reed Lawson. New York: — 
Macmillan Co., pp. 192. $1.95. 

Reapine Disonpens. By Richard M. Flower, 
Helen F. Gofman and Lucie I. Lawson. 

Philadelphia: F. A. Davis Co., pp. 156. — 

$2.95. 

Passion anp Socia Constrawt. By Ernest 
van den Haag. New York: Dell Publishing 
Co., pp. 368. $1.95. 

Tuoucut anp Lancuace. By L. S. Vygotsky. z 
Cambridge, Mass. : The M.I.T. Press, pp. 
168. $2.45. E 

Hyrnosis anD Perspective. By G. Scott l 
Moss. New York: Macmillan Co., pp. 196. 
$1,95. 


PUSHBUTTON PARENTS AND THE SCHOOLS. By l 
Paul P. Mok. New York: Dell Publishing ` 
Co., pp. 208. $1.65. 

How Psycmarry HeLrs. By Philip Polatin, 
M.D. and Ellen G. Philtine. New York: 
Macmillan Co., pp. 288. $1.50. 

Tue Druc Experience. Edited by David 


TA New York: Grove Press, pp; 385. 
95c. 


Tae Bopy Percept. Edited by Seymour 
Wapner and Heinz Werner. New York : 
Random House, pp. 112. $1.65. 

Dr CEREBRAL BEDINGTEN STÖRUNGEN DES 
RAÜMLICHEN SEHENS UND DES Raumer- | 
LEBENS, By Dr. Karl Gloning. Vienna: 
w: Maudrich Verlag, pp. 154. 160 Schil- _ 

gs. 
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PSYCHOANALYSIS AND ONGOING HISTORY: 
PROBLEMS OF IDENTITY, HATRED AND NONVIOLENCE 


ERIK H. ERIKSON 4 


The advance summary which I was 
asked to submit earlier this year to the 
American Psychiatric Association explains 
that at that time I was in India. It will be 

= understood, then, that in spite of the 
promising title, my remarks cannot cover 
recent events in this country. In trying to 
i trace Gandhi’s activities in the city of 
Ahmedabad in 1918, I missed ongoing— 
and, in fact, on-marching—history in Selma, 
U.S.A. But I hope that our heightened 
awareness of matters both of hatred and 
of nonviolence makes it permissible to 
submit here some work in progress and 
some reflections on the evolutionary and 
historical background of aggressive and 
pacific trends in man. 

My study concerns an event in the 
year 1918, when Gandhi took over the 
leadership of a mill strike in the city of 
Ahmedabad, a textile center since ancient 
times and the city with the highest per- 
centage of organized labor in India today. 
This was one of the very first applications 
of Gandhi’s method in India proper, a 
method and a discipline best known in 
the West as “nonviolence” and earlier as 
“passive resistance,” but conceived by him 

_ as Satyagraha, that is, “truth force.” 

I emphasize “India proper,” for he had 
returned only a few years before to his 
homeland from South Africa where he had 
spent 20 years. He was approaching 50; 
and those of you who happen to know of 
my work will rightly suspect that this study 
is an older counterpart to “Young Man 
Luther?(4); my students have already 
dubbed it “Middle-Aged Mahatma.” And 
indeed, my interest does concern the way 
in which this 50-year-old man staked out 


Read at a joint meeting of the Section on Psy- 
choanalysis, APA, with the American Psycho- 
analytic Association, at the 121st annual meeting 
of the American Psychiatric Association, New York, 
N. Y., May 3-7, 1965. 

Mr, Erikson is Professoz of Human Development 
and Lecturer on Psychiatry at Harvard University. 

PIJE: EE ; 


his sphere of generativity and committed i 
himself systematically not only to the 
trusteeship of his emerging nation, but also 
to that of a mankind which had begun to 
debase its civilized heritage with the 
mechanized and organized mass slaughter — 
of world wars and totalitarian revolutions, — 

Some of you will remember the awe y ; 
which we, as young people in the 1920's, ad 
heard of this “half-naked Fakir” who took — 
on the British Empire without weapons, — 
and who in seeking to influence the great 
refused to desert the poor and the lowly — 
in that most impoverished of all big — 
countries. In South Africa he had, as some — 
might say, found his much delayed iden- 
ti 


oe 


ty. 

The once shy, if secretly wilful, Indian 
boy and the equally shy, and yet deeply 
determined, young barrister—“made-in-Eng- — 
land”—had found a new function and a 4 
new courage(12). This courage was real- — 
ly a configuration of attitudes based on — 
traditional Hindu and Christian values as — 


bony 


well as on family trends and personal — 
conflicts. But at the same time it made a 
strength and a discipline out of what had 
become his countrymen’s weaknesses in the 4 
eyes of others: the capacity for one k 
and for passive forms of resistance an 
aggression. 

In 1915, then, he had returned to India, 
imposing on himself a delay of political — 
action (his probation, as he called it) 
during which he studied the condition of 
the masses of India by travelling among) 
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them. Then he plunged in; in 1916 he 
made his famous speech to the students | 
in the Hindu University at Benares (his 
Wittenberg church door). In 1917, he 
instituted his first nonviolent campaign 
among some peasants in the Himala 
foothills; and in 1918, (a year before he 
became a political leader on a large scale) 
he led the nonviolent strike which is the 
subject of my study. È ae 
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It was no accident, of course, that in 
that revolutionary period the saintly politi- 
cian staked his future first on a peasants’ 

and then on a workers’ struggle. Some of 
the men and women who worked with and 
against him at that time are still alive, 
and the fact that I may claim their 
friendship or acquaintance induced me to 
try to elucidate the dynamics of that 
event in their lives as well as in Gandhi’s 
and in the cultural and economic condi- 
tions of that day. 

Gandhi, who had become convinced 
that the workers’ demands for higher wages 
were just, was able to impose on a poor, 
plague-ridden, illiterate and as yet unor- 
ganized labor force principles of nonviolent 
_ conduct which bore full fruit, not only in 
the fulfillment of immediate demands, but 
also in a permanent change of the relation- 
ship of workers to owners in that city and 
in India. To keep the workers to their 
strike pledge, however, Gandhi undertook 
his first public fast, that much-abused 
method of coercion by suffering which he 
later perfected as a political tool for creat- 
ing the conviction that about some most 
simple and concrete and yet highly symbol- 
= ic issues, a truly religious man is in dead 

eamest, 

How this “poor” leader within the year 
established himself as the Mahatma of the 
Indian masses as well as the undisputed 
leader of a political elite—that is the wider 
framework of my study. It encompasses 
issues universal to ideological leadership. 
In Gandhis case, however, the specific 
question arises as to whether his consum- 
mate style of pacification and his convic- 
tion that there was a dormant “truth-force” 
ready for activation in all human beings 
can be said to find any verification in what 
psychology has learned about history and 
about evolution since Gandhřs death, 

But first, a few theoretical considerations. 
Is it at all a psychoanalyst’s business to 
reconstruct and reinterpret historical 

events? And even where a relative com- 

petence is conceded, is the psychoanalyst 
not apt to focus on the psychopathology 
apparent in historical crises—the morbid 
motivation in the lives of the daring 
innovator as well as his fanatic followers, 
not to speak of the anxiety and the perver- 
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sity which fill the vacuum left by a weak- 
ening or dying leader? I believe that the 
psychoanalyst’s competence can find a 
specific application in the study of history 
because he faces, on a different level, a 
phenomenon analogous to the “resistance” 
well studied in his daily clinical work, 
namely, the phenomenon of historical 
memory as a gigantic process of suppress- _ 
ing as well as of preserving data, of 
forgetting as well as remembering, of mys- 
tifying as well as clarifying, of rationaliz- 
ing as well as recording “fact.” 

If Albert Einstein said of Gandhi that 
“generations to come may find it hard to 
believe that such a man as this ever in 
flesh and blood walked upon this earth,” 
we can observe that our generation—and 
in India, too—already seems unable to 
preserve the spirit of the pacific genius 
whose corpse they carried to the funeral 
pyre on a gun carriage drawn by uni- 
formed men. The mills of history grind fast 
and fine; and the mechanisms of historical 
repression and regression, rationalization 
and readaptation would seem to be a fit 
study for the psycho-historian trained in 
psychoanalysis, He may do so, I believe, 
by comparing not only the divergent mem- 
ories of the individuals who together made 
up an event, but also by comparing styles 
of documentation. 

It is fascinating to behold the emergence 
of Gandhi’s charisma before 1920; and to 
contrast it with the totem meal now in 
general progress which disposes of this 
man’s presence—complex and yet straight- 
forward, sometimes tediously moralistic 
and yet often gay, ascetic and yet of animal- 
like agility and energy—by dissolving it in 
a mush of adoration or masticating it into 
tole-fragments: was he really saint or 
politician, Indian or Westerner, obvious 
masochist or hidden sadist ? 

Imbedded in this historical process the 
Psychoanalyst may then find data close to 
his clinical experience. He has concepts 
with which to explain how great innova- 
tors, on the basis of their own unresolved 
childhood conflicts, overtax themselves as 
well as their elite of lieutenants and their 
masses of followers, imposing on them as 
moral demands what perhaps only the 
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genius can manage and only in his unique 
way, in one lifetime. 

It is well known that Gandhi, before 
instituting his truth-force in South Africa, 
had committed himself, his family and his 
small community of Paulinian followers to 
a life of Brahmacharya, of chastity and 
austerity, systematically developing in him- 
self a style of universal caritas both femi- 
nine and masculine. The confused and con- 
fusing consequences which this had for him 
at the stage of senile despair and for his 
public image well beyond his death will 
not concern us today, although the possible 
connection between his sexual or rather 
antisexual preoccupations (far beyond tra- 
ditional asceticism) and his leadership in 
a nonviolent view of life certainly is part 
of any psychoanalytic study. But this part 
has become almost too pat for us and this 
especially since men like Gandhi, men who 
use intimate confession as a political tool, 
play right into our clinical habituations. 

Yet, even as we judge the extent and 
nature of a patient’s pathology by mapping 
out what he might do with his capacities 
and opportunities at the stage of develop- 
ment and under the social conditions in 
which we encounter him, so we can only 
study a great man’s role in the light of the 
activation of adaptive, creative and de- 
structive forces in him and in his period of 
history(6). In Gandhi’s work, we see the 
translation of ancient precepts of spiritual 
love into an entirely new discipline and 
a method of economic and of political 
action, This method, obviously, could and 
does move some tough mountains, while it 
did not and could not work under all 
conditions. It always depends on a very 
specific complex of motivations both in 
those who employ this pacific technique 
and in those against or toward whom it is 
being employed. In studying the details of 
Gandhi’s daily behavior, however, I have 
come to believe what events in this country 
must have suggested to many of you, 
namely that his “truth in action” contains 
psychological and historical verities which 
we may attempt to express in dynamic 
terms(2) in order to bring our knowledge 
as well as our convictions and sympathies 
into joint play. 


ORIGINAL BIOLOGICAL ORIENTATION 


To seek contact first with the original — 
biological orientation in psychoanalytic — 
theory, let me quote from Freud’s famous — 
letter to Einstein: “Conflicts between man 
and man are resolved in principle by the 
recourse to violence. It is the same in the 
animal kingdom from which man cannot 
claim exclusion”(8). This, for much of 
popular and educated opinion, still settles 
the matter, Yet, recent research suggests 
that some animals may justifiably beg 
exclusion from the human kingdom. 

The recent book by Konrad Lorenz, Das 
Sogenannte Boese(10), summarizes what 
is known of intraspecies aggression among 
some of the higher animals and corrects 
the easy conviction that our “animal nature” 
explains or justifies human forms of ag- 
gression. Lorenz describes, of course, both 
threatening and murderous behavior on the 
part of animals who are hungry and go 
hunting; who must settle competitive 
questions of territorial occupation or util- 
ization; or who are cornered by a superior 
enemy. The question is, under what condi- 
tions hatred and murder make their ap- 
pearance among animals, and whether 
violence of the total kind, that is, of the 
kind characterized by irrational rage, wild 
riot or systematic extermination, can be 
traced to our animal nature. 

Within the social species closest to man 
(wolves, deer and primates), Lorenz de- 
scribes ritualized threatening behavior 
which, in fact, prevents murder, for such 
mutual threats usually suffice to establish 
an equal distribution of territory governed, 
as it were, by instinctive convention. Out 
in the wild, so he claims, such threaten- 
ing behavior only rarely escalates into 
injurious attack; and one may well say— 
as is, indeed, the case with some human 
primitives who share the institution of 
highly ritualized warfare—that some “ag- 
gressive behavior” prevents war. 

Lorenz furthermore summarizes observa- 
tions which must make us again question 
the omnibus concept of an aggressive in- 
stinct. A hungry lion when ready for the 
Kill (and he kills only when hungry) 
shows no signs of anger or rage: he is 
doing his job. Mutual extermination is not 


in nature’s book: wolves on the chase do 
not decimate healthy herds but pick out the 
stragglers who fall behind. 

It is from among the habits of wolves, 
also, that one of the most dramatic obser- 
vations of pacific rituals is taken, Wolves, 
Dante’s bestia senza pace, are, in fact, ca- 
pable of devoted friendship among them- 
selves. When two wolves happen to get 
into a fight, there comes a moment when 
the one that is weakening first bares his 
unprotected side to his opponent who, in 
turn, is instinctively inhibited from taking 
advantage of this now nonviolent situation. 

The ritual elaboration of this instinctive 
behavior (Lorenz goes so far as to call it 
an autonomous instinct) is illustrated also 
by the antler tournament among the Dam- 
stags (Dama Dama) during which the 
crowns are alternately waved back and 
forth and loudly thrust against each other. 
(These antlers, incidentally, have become 
otherwise obsolete armament in extraspecif- 
ic defense.) The tournament is preceded 
by a parade à deux: the stags trot along- 
side one another, whipping their antlers 
up and down. Then, suddenly, they stop 
in their tracks as if following a command, 
swerve toward each other at a right an- 
gle, lower their heads until the antlers 
almost reach the ground and crack them 
against each other. If it should happen 
that one of the combatants enters this 
second phase earlier than the other, thus 
endangering the completely unprotected 
flank of his rival with the powerful swing 
of his sharp and heavy equipment, he 
immediately puts a brake on his turn, 
accelerates his trot and continues the pa- 
rade, When both are ready, however, there 
ensues a powerful but harmless wrestling 
which is won by the party that can hold 
out the longest, and conceded by the 
other’s retreat. Such concession normally 
stops the attack of the victor, 

Lorenz suggests an untold number of 
analogous rituals of pacification among the 
higher animals. We should add, however, 
that deritualization at any point can lead 
to violence to the death. 

These observations, I am sure, rank high 
among those post-Darwinian insights which 
we owe not only to new methods of 
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extending our photographic vision into 
the animal’s own territory, but also to a 
new willingness to let observation correct 
what Freud called our instinct mythology, 
In this sense, I fail to be properly grateful 
to Lorenz's belated acceptance of Freud’s 
early conceptual model of an “aggressive 
instinct” and its inhibition;” for in the 
description of concrete situations, he must 
continuously dissolve “instinct” into drives, 
impulses and needs. 

What we admire in the genius of new 
observation is, in fact, the refined descrip- 
tion of the kinds of behavior elicited (and 
then stopped, displaced or replaced) in 
given inner states and under given external 


conditions. For, as Lorenz says so char- $ 


acteristically, “Jawohl, ein Trieb kann 
angetrieben werden :” yes, indeed, a drive 
can be driven, an instinct, instigated—that 
is, by compelling circumstances; and a 
drive can also remain latent, and yet at a 
moment's provocation impel competent ac- 
tion, ` 
The very use of the word “ritual”! to 
describe the behavior of the stag seems to 
characterize the described scene as some- 
thing which does not fit the simple model 
of naked and then inhibited aggression. 
Obviously, the ritualization already de- 
mands a preselection of partners of nearly 
equal strength, endowed with the same 
readiness for the clocklike display of a 
whole set of scheduled and reciprocal 
reactions of which the final turning away 
is only the conclusion, and a capacity to 
assume either one of the terminal roles 
convincingly and effectively. Much of 
animal aggression is already thus ritual- 
ized. I have never been able to watch the 
interactions of the angry-sounding seagulls 
in Tinbergen’s films, for example, without 
thinking that they would long have burned 
up from sheer emotion were not their 
behavior an instinctive “convention,” in- 
vested with only small doses of the avail- 
able drive and emotion, 

Lorenz sees in such ritualization the 
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instinctive antecedents of man’s morality 
and its ritualization. But human aggression 
and human inhibition are of a different 
order. It is precisely our insight into the 
paradoxical and maladaptive results of 
human inhibition (in eyolution, through 
the generations and in the individual) 
which makes us question the term inhibi- 
tion when used to explain the pacific be- 
havior of animals and, by retransfer, that 
of truly peaceful men, And, indeed, 
Lorenz’s reapplication of instinct theories 
to humanity remains, as he would be the 
first to admit, incomplete. 

Let me note, however, the importance 
which Lorenz most suggestively ascribes 
to the invention, in the course of human 
evolution, of tools and weapons. For all 
this we know has evolved together: in- 
ventiveness and psychological complexity, 
social evolution and hatred, morality and 
violence. But we should ponder the fact 
that from the arrow released by hand to 
the warhead sent by transcontinental mis- 
sile, man, the attacker, has been trans- 
formed into a technician and man, the 
attacked, into a mere target, while both 
are thus removed from encounters such as 
the higher animals seem to have achieved, 
namely, opportunities to confront each 
other not only as dangerous but also as 
pacific opponents within one species. On 
the contrary, man, the mere target, be- 
comes the ready focus for hateful projec- 
tions arising from irrational sources. 

Man has, of course, developed ritual 
forms of undoing harm by means of peace 
settlements (which also carefully prepare 
future wars) and of preventing threatening 
harm by means of negotiation; and we 
pray that our diplomatic, technical and 
military caretakers will continue to build 
preventive mechanisms into the very ma- 
chinery of overkill. But we also realize 
that a deep and nightmarish gap has 
developed between man’s technological 
and his humanist imagination—a gap (and 
this is my point) which in the long run 
cannot be bridged with avoidances (pre- 
vention, deterrence, containment) alone; 
even as our theories cannot fathom it with 
concepts restricted to a model of “natural” 
aggression counteracted only by defense 
and inhibition. 


INSTINCTUAL DRIVE VS. INSTINCTIVE PATTERN 


Lorenz speaks of a hypertrophy of — 


human aggressiveness, and here lies one 
prime dividing line between animal-in- 


nature and man-in-culture: the rift be- — 


tween the animal’s adaptive competence 
and man’s florid and paradoxical drive- 
equipment. In order to adhere in theory 


to a certain integration of ethological data ~ 


with Freud’s initial observations, I find it 


useful to ask whether the assumption of 
an instinct in any described item of — 


behavior is meant to convey the existence 
of an instinctive pattern of adaptive 
competence, or a quantity of instinctual 
drive in search of satisfaction, whether 
adaptive or not. It becomes clear, then, 
that Freud, for the most part, meant an 
instinctual craving even if he is translated 
as saying: “The slaughter of a foe 
atifies an instinctive craving in 
man”(8); for the instinctual drives de- 
scribed by him more often lead man away 
from, rather than closer to, manifestations 
of instinctive competence [see also (9)]. 
Man is natively endowed only with a 
patchwork of instinctual drives, which, to 
be sure, owe much of their form and their 
energy to inherited fragments of instinctive 
animality, but in the human are never and 
cannot ever be in themselves adaptive or 
consummative (or, in. brief, “natural” ), 
but are always governed by the complexi- 
ties of individuation and of cultural form, 
even though in 
to visualize rational and cultural modes 
of being more natural. 
The evolutionary rationale for this basic 
separation of instinctual drive from instine- 
tive pattern is not hard to find. We are, in 
Ernst Mayr’s(11) terms, the “generalist” 
animal, set to settle in, to adapt to and to 
develop cultures in the most varied en- 
vironments, from the Arctic to the steaming 
jungle and even to New York. To perform 
this feat we have a long childhood, char- 
acterized by a minimum of instinctive 
pattern and a maximum of free instinctual 
energy available for investment in a grow- 
ing variety of basic psychosocial encoun- 
ters which will, if we are lucky, bind our 
energy in patterns of mutuality, reliability 
and competence(13). These processes alone 
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make the human environment what Hart- 
mann calls an “average expectable” one(9). 
But, alas (and with this Freud has con- 
fronted mankind), man’s instinctual forces 
are never completely bound and contained 
in adaptive or reasonable patterns; they 
are repressed, displaced, perverted and often 
return from repression to arouse human 
anxiety and rage. We, thus, can never go 
“back to nature ;” but neither can we hope 
for a utopian culture not somehow forfeited 
to its past as rooted in the childhood of all 
individuals and in the history of groups. 

Most of all, and here I begin to come 
back to the subject of hatred and concilia- 
tion, sociogenetic evolution has split man- 
kind into pseudo-species, into tribes, na- 
tions and religions, castes and classes 
which bind their members into a pattern 
of individual and collective identity, but 
alas, reinforce that pattern by a mortal 
fear of and a murderous hatred for other 

pseudo-species. Only thus does man be- 
come uniquely what even Freud ascribes 
to our animal ancestry when he invokes the 
old saying : homo homini lupus. 

Many of the earliest tribal names mean 
“the people,” the only mankind, implying 
that others are not only different but also 
unhuman and in league with the Id as 
well as the Devil. Here, then, we face the 
problem of the negative identity(5). Iden- 
tity has become a term used so vaguely as 
to become almost useless, and this because 
of our habit of ignoring dynamics when 
we describe normality. Yet, in any “nor- 
mal” identity development, too, there is 
always a negative identity, which is com- 
posed of the images of that personal and 
collective past which is to be lived down 
and of that potential future which is to be 
forestalled. 

Identity formation thus involves a con- 
tinuous conflict with powerful negative 
identity elements: what we know or fear 
or are told we are but try not to be or not 
to see; and what we consequently see in 
exaggeration in others. In times of aggra- 

vated crises all this can arouse in man a 
murderous hate of all kinds of “otherness,” 
in strangers and in himself, The study of 
psychosocial identity thus calls also for an 
assessment of the hierarchy of positive and 
negative identity elements given in an 
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individual's stage of life and in his histori- 
cal era. 


RACIAL STRUGGLE IN U, S, 


We can observe the gigantic human 
contest between positive and negative 
identities in our own ongoing history, for 
the racial struggle only accentuates a uni- 
versal problem. In our colored population 
we see often manifested man’s tendency to 


accept as valid negative images cruelly im- 


posed on him not only by moralizing parents 
but also by overweaning neighbors and 
economic exploiters. Such acceptance (and 
we see it in all minorities which are dis- 
criminated against) causes that double 
estrangement, that impotent hate of the 
despised self which can lead to paralysis or 
indirect defiance, to destructive or, indeed, 
self-destructive rage. As history changes, all 
manner of values are revised. That treas- 
ure of melodious warmth and gentle toler- 
ance so characteristic of colored people «nd 
so eagerly borrowed by whites starved for 
sensuality and rhythm becomes associated 
with submissive Uncle Tomism. Powexful 
aspirations of developing dormant intelli- 
gence often appear to be inhibited by the 
prohibition (impressed on generations of 
children) to identify with the aims of the 
master race—a traditional prohibition now 
fully anchored in a negative identity. 
Fanatical segregationism, on the other 
hand, only gives loud expression to a silent 
Process in many : for the Southern identity, 
cultivating its slower and gentler ways 
against the dominant image of breathless 
Northern superiority (or, at any rate, 
power) had to reinforce itself with a sense 
of distance from the “lazy colored folk,” 
for whose tempo and intimacy (shared 
by many whites as children and in hidden 
ways) there remains an unconscious nos- 
talgia. In guarding that delineation with 
murderous hatred, however, the extremist 
excludes himself and his community de- 
fiantly from the identity of a Christian in 
an advancing society. During the rapid 
changes of a long overdue emancipation 
all such images change their values; and 
only positive historical change can rebind 
em in a new and wider identity promising 
a sense of inner freedom. 
tever we can discern here as per- 
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sonal conflict has, of course, a side acces- 
sible only to the sociologist: for all 
communities fortify (as Kai Erikson(7) has 
clarified) the boundaries of their com- 
munality by defining (and keeping out-of- 
bounds) certain types as deviants. But 
when history changes, so do the images of 
deviancy, and individual men, with their 
positive and negative self-images, are often 
hopelessly lost in the change. 

In the event of such aggravated personal 
and historical crises, furthermore, an in- 
dividual (or a group) may suddenly 
surrender to total doctrines and dogmas, 
in which a negative identity element be- 
comes the dominant one, defying shared 
standards which must now be sneeringly 
derided, while new mystical identities are 
embraced. Some Negroes in this country, 
as well as some untouchables in India, 
turned to an alien Allah; while the most 
powerful historical example of a negative 
identity attempting to become positive is, 
of course, that of the highly educated 
German nation despised by the world and 
debased by the Treaty of Versailles turning 
to mystical Aryanism in order to bind its 
shattered identity fragments. 

In such cultural regressions, we always 
recognize a specific rage which is aroused 
wherever identity development loses the 
promise of a traditionally assured whole- 
ness, This latent rage, in turn, is easily 
exploited by fanatic and psychopathic 
leaders : it feeds the explosive destructive- 
ness of mobs; and it serves the moral 
blindness with which decent people can 
develop or condone organized machines of 
destruction and extermination. 

History, however, does provide a way by 
which negative identities are contained or 
converted into positive ones. Nietzsche 
once said that a friend is the lifesaver 
which holds you above water when your 
divided selves threaten to drag you to the 


. bottom. In human history, the friendly and 


forceful power which may combine nega- 
tive and positive identities is that of the 
more inclusive identity. In the wake of 
great men and great movements, the 
inclusion of new identity elements super- 
sedes the struggle of the old—positive and 
negative-images and roles. en, | 

coincides with territorial or technological, 


intellectual or spiritual, expansion which 
sets free untold latent energies. , 

In political history, what we may call 
the territoriality of identity supersedes, I 
think, that of geographic territories, as 
may be seen in the mutual identification of 
the diverse constituents of the Roman 
empire, the Roman church or the British 
empire : all “bodies” characterized by new 
images of man as well as by territorial 
boundaries. The traditional themes of the 
Civitas Romanus or the Pax Romana have 
been accepted all too easily as mere mat- 
ters of conquest, pride or power, although 
all three of these help. But we can locate 
the nexus of psychological and historical 
development in those more inclusive identi- 
ties which help an era to bind the fears, the 
anxieties and the dread of existence. 

In all parts of the world, the struggle is 
now for the anticipatory development of 
more inclusive identities whether they 
comprise the communality of the peasant- 
and-worker, or of all nonwhites, the joint 
interests of common markets and of tech- 
nological expansion, or the mutual trustee- 
ship of nations. The goal of imaginative 
and psychologically intuitive leadership, in 
each case, is the setting free of untold new 
forces; the price for the default of such 
leadership, malaise, delinquency and riot. 
In this sense, some of our activist youth 
today attempt to confront us with more 
inclusive images, in which old hatreds must 
wither away; and we are stunned to see 
how much we have ignored and have 
left to them who seem to sense that the 
species is the only identity inclusive 
enough. 

You have, on the other hand, heard of 
the riots of Indian students over the issue 
as to what language is to replace English 
as a lingua franca so that a national link 
between the different language regions 
may be established. Thus, India is still 
struggling for the fundamentals of an all- 
Indian identity. Nehru once said that 
what Gandhi had accomplished for his 
country was primarily “a psychological 
change, almost as if some expert in psy- 
choanalytic method had probed deep into 
the patient's past, found out the origins of 
his complexes, exposed them to his view, 
and thus rid him of that burden.” What- 
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theorist, you know what he means. 

A student of Indian politics (and a 
former co-worker of mine), ‘Susanne Ru- 
dolph, has reviewed diverse self-images of 

| India under the British Raj, and has con- 
cluded that Gandhi ; 


resurrected an old and familiar path to cour- 
age, one that had always been significant to 
the twice-born castes, but had fallen into dis- 
repute. By giving it new toughness and dis- 
cipline in action, by stressing the sacrifice and 
self-control which it required, by making it an 
_' effective device of mass action, by involving 
_ millions in it, he reasserted its worth with an 
effectiveness that convinced his country- 
men... In the process of mastering his own 
fear and weakness, he reassured several gen- 
__ erations that they need not fear those who had 
conquered them. 


But now they must learn to “conquer” 
themselves, 

Before coming back to the essence of 
Gandhi's approach, however, let me answer 
one question which puzzles many. In the 

_ terms employed here what (beyond the 
_ obvious difference between violence and 
_ nonviolence) would differentiate the effec- 
_ tiveness of a Gandhi from that of a Hitler ? 
Did the latter not also do for the Germans 
what the first is said to have done for 
India? The difference, I think, lies exactly 
in the emphasis on the more inclusive 
identity. Gandhi opposed British colonial- 
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i ism but he did so often by taking recourse 


to British fairness, even as he remained 
staunchly Christian in a Paulinian and uni- 
versal sense, while denouncing Christian 
missionaries, His goal was an All-India, as 
an independent part of the British empire, 
His inclusion of his opponent in all his plans 
went so far that Kenneth Boulding could 
say recently that Gandhi had done more 
good to the British than to the Indians, 

I need not detail the Opposite; Hitlers 
desperate creation of an ahistorical ideal 
was based largely on the exclusion and 
annihilation of a fictitious Jewish culture 
which had become synonymous with his 
own negative identity (as Loewenstein and 
others, using other terms, have shown). 
His, then, was a totalitarian attempt at 
creating an identity based on totalistic 
exclusion. This, too, can work for a while 


ever you think of Nehru as clinical- 


and can mobilize the energies of a desper- 
ate youth. 

If, at last, I try to sketch a convergence 
between Gandhis nonviolent technique 
and the pacific rituals of animals, it should 
be remembered that I have used the bulk 
of my presentation to differentiate phenom- 
ena of social evolution from those of 
evolution proper. I have discussed man’s 
instinctuality, his positive and negative 
identity and the moralism which springs 
from his guilt—all providing dangerous 
motivations for a creature now equipped 
with armament refined by means of scien- 
tific knowledge and technological know- 
how, But it seems that in his immense 
intuition in regard to historical actuality 
and in his capacity to assume leadership 
in what to him was “truth in action,” 
Gandhi was able to recognize some of 
those motivations in man which in their 
instinctual and technical excess, have 
come between him and his pacific pro- 
pensities ; and that Gandhi created a social 
invention (Satyagraha) which transcends 
those motivations under certain conditisis. 

In Ahmedabad(3), as on other occasions, 
Gandhi, far from waiting to be attacked 
so he could “resist passively” or prove his 
“nonviolent love,” moved right in on the 
Opponent, in this instance the mill Owners, 
by announcing what the grievance was 
and what he intended to do; engagement 
at close range is of the essence in his 
approach. He also saw to it that the issue 
was joined as an inevitable decision among 
equals. He explained that the mill owners’ 
money and equipment and the workers’ 
capacity to work depended on each other, 
and, therefore, were equivalent in economic 
power and in the tight to self-esteem. 
In other words, they shared an inclusive 
identity. 

_In this sense, he would not permit either 
side to undermine the other; as the mill 
owners became virulent and threatening 
he forbade his workers to use counter- 
threats. Or rather, he exacted from these 
statving people a pledge that they would 
abstain from any destruction, even of the 
opponent's good name. He thus not only 
avoided physical harm to machines or 
men (and the police withdrew all firearms 
on the third day of the strike) but also 
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refused to let moralistic condemnation 
aggravate guilt feelings; as if he knew 
(what we know as therapists) that it is 
never safe to ally yourself with your op- 
ponent’s superego. 

He refused, then, to permit that cumu- 


_ lative aggravation of bad conscience, nega- 


tive identity and hypocritical moralism 
which characterizes the division of men 
into pseudo-species. In fact, he conceded 
to the mill owners that they were erring 
only because they misunderstood their and 
their workers’ obligations and functions 
and he appealed to their “better selves.” 
He invited his main opponent, the leading 
mill owner, to lunch with him daily in a 
tent on the ashram grounds in order to 
discuss their respective next moves. In 
thus demonstrating perfect trust in them, 
he was willing to proceed with daily im- 
provisations leading to an interplay in 
which clues from the opponent determined 
the next step. 

Thus, he gave his opponent the maxi- 
mum opportunity for an informed choice, 
even as he had based his demands on a 
thorough investigation of what could be 
considered fair and right: he told the 
workers not to demand more than that, 
but also to be prepared to die rather than 
to demand less. To strengthen their re- 
solve, he distributed leaflets describing the 
sacrifices of the first Indian Satyagrahis in 
South Africa and thus provided them with 
a new tradition. It was when they never- 
theless began to feel that he demanded 
more suffering from them than he was 
apparently shouldering himself, that he 
declared his first fast. The acceptance of 
suffering and, in fact, of death, which is 
so basic to his “truth force,” constitutes 
an active choice without submission to any- 
one; whatever masochism we may find 
in it, it is the highest affirmation of 
individualism in the service of humanity. 
It is at once a declaration of non-intent to 
harm others, and (here the parallel to 
Konrad Lorenz’s stags is most striking) 
an expression of a faith in the opponent's 
inability to persist in harming others be- 
yond a certain point, provided, of course, 
that he is convinced that neither his iden- 
tity nor his rightful power is m 
danger. 


Such faith, if disappointed, could cause 
the loss of everything: power, face, life, — 
but the Satyagrahi would, indeed, haye — 
chosen death rather than a continuation of — 
that chain of negotiated compromises 
which eventually turn out to be hotbeds 
of future strife and murder. Here the — 
Gandhian approach parts ways with the À 
military approach; although Gandhi in- — 
sisted that for anyone who did not have — 
the nonviolent kind of courage, it was 
better to have a soldier’s courage than none 
at all, (I doubt, however, that he would — 
have included in this the “courage” of — 
overkill by pushbutton. ) l 

This is a somewhat “technical” summary — 
of what I would consider to be certain — 
essentials of Gandhi’s technique(1). I wish — 
I had time to describe the mood of this 
event which was pervaded by a spirit of 
giving the opponent the courage to change 
even as the challenger changes with the — 
events. The “technique” described was — 
totally imbedded in a style of presence — 
and of attention; the whole event, as 
many others in Gandhi's life, is the stuff — 
parables are made of, For at such 
periods of his life he was possessed of a 
Franciscan gaiety and of a capacity to 
reduce situations to their naked essentials, 
thus helping others to discard costly de- 
fenses and denials and to realize hidden 
potentials of good will and energetic deed, 
Gandhi thus emerges amidst the complex- 
ity of his personality and the confusion 
of his times as a man possessing that 
quality of supreme presence which can — 
give to the finite moment a sense of infinite — 
meaning for it is tuned both to the “inner 
voice” and to historical actuality, that is, 
to the potentialities for a higher synthesis 
in other individuals or in the masses. This — 
I do not reiterate as an appeal to “higher” 
emotions in order to hide the methodologi- 
cal incompleteness of our work; rather, I 
want to submit that we know as yet little - 
of the ego strength in such presence and of — 
the ego needs of those who partake of it 
as followers. ag 

Gandhi, of course, often “failed,” and > 
often “compromised ;” and since great vic- 
tories also contain ultimate failures, he did — 
not escape the final despair of one who 
“in all modesty” (a favorite expression of 
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his) had experimented with India, the 
British empire and Existence. At the end 
he claimed only that he had made a unique 
and systematic attempt to translate age-old 
spiritual insights into political action. In 
this, I believe, his initiative will survive 
him and his time as well as some of the 
irrelevant and undisciplined uses of his 
technique in our time, both here and in 
India, It must and will find applications 
in accord with changing history and 
technology, 

If it can be said by a political scientist(1) 
that Gandhi’s technique is based on “a 
psychologically sound understanding” of 
human suffering and of “the capacity of 
man to change,” we may well recognize 
the fact (which we cannot elaborate on 
here) that Gandhi’s “truth force,” in all its 
Eastern attributes, corresponds in many 
essentials to what we have learned in the 
West about human suffering and the 
human capacity to change—learned from 
the psychiatric encounter as initiated by 
Sigmund Freud. 
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DISCUSSION 


Ricsanp Horstaprer, Px.D, (DeWitt Clin- 
ton Professor of American History, Columbia 
University) —For anyone making an interdis- 
ciplinary appearance and confronted by a 
large number of formidable animals of the 
same species with whom he shares only an 
incompletely realized identity, it is hard to 
resist indulging in one of those placatory ritu- 
als of which Konrad Lorenz writes and to 
which Professor Erikson refers, It seems right 


that I have no profound knowledge of Gandhi 
or of modern India. But I am glad to have the 
opportunity to comment on Professor Erikson’s 
paper. I wish I could feel that I was making 
some small return on the indebtedness that is 
so widely felt among members of my profes- 
sion to Professor Erikson’s writings, and partic- 
ularly when he touches upon matters of pri- 
mary concern to us, as he has done in his book 


on Luther. 

Having had a chance to read the paper 
carefully and at leisure, I am struck more 
than anything else by its open and experimen- 
tal frame of mind. We are being asked not to 
come abruptly to some conclusion or set of 
conclusions, 
that are set before us by the interesting con- 


ments of our time, the old problems of instinct 
and of aggression and the argument of Lorenz's 
k. The argument has implications on the 
one side for the question of instinct—about 
which I, as a layman, must inevitably feel 
Somewhat uneasy—and on the other for certain 
questions of politics and political thought. 
one looks at Professor Erikson’s paper 
the standpoint of the history of- political 
thought, it seems to resume, at a new level and 
in a new context, an old battle against the 
attempt to establish excessively rigid and me- 
ical continuity between biological evolu- 
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tion and social evolution, and against a cor- 
respondingly rigid and mechanical use of the 
conception of instinct. 

The assumption that human aggression is 
no more than a special case of animal nature 
is, of course, an ancient literary metaphor, and 
in formal political theory it has had an es- 
tablished place of importance at least since 
the time of Hobbes. But for our purposes it 
may be sufficient to think of it in the context 
of only two phases in the history of Western 
thought—that is, in the context of Darwinism 
and of Freudianism. 


THE INFLUENCE OF DARWINISM 


Very soon after the publication of The Ori- 
gin of Species in 1859, Darwinism acquired 
such a centrality in the intellectual world that 
every serious thinker felt obliged to reckon 
with its implications, and such prestige that 
every ideologist hoped to seize upon it and 
make use of it to strengthen his pre-existing 
ideas. Moreover, the thinkers of the second 
half of the 19th century—one thinks here es- 
pecially of men like Auguste Comte and Her- 
bert Spencer—were often dominated by an al- 
most compulsive desire to erect all knowledge 
into a comprehensive watertight system. For 
some of them a kind of monolithic order and 
coherence appeared to be more important than 
the task of keeping existing theory fluid and 
open by fresh observation and skeptical criti- 
cism. Comte had said in 1848 that “. . . the 
object of all true philosophy is to frame a 
system which shall comprehend human life 
“al every aspect, social as well as individ- 


Under the stress of this drive toward syn- 
thesis, a great deal of social speculation took 
its course along a path which, it was believed, 
would finally lead to a completed system of 
thought, in which society would be under- 
stood as a segment of nature and social evolu- 
tion would be understood simply as an ex- 
tension of biological evolution. It is easy to see, 
in the light of such intentions, how central a 
place would be played by one’s assumptions 
about human nature and what a central role 
the conception of instinct might play. 

What happened is a matter of history. For a 
short time Darwinism was brought into play 
to justify ruthless competition, nationalism, im- 
perialism, colonialism, racism and militarism. 
“The struggle for existence” proved for a time 
to be a phrase capable of indefinite expansion 
and extension—and to no very or benev- 
olent purpose. It is also true that among think- 
ers of any degree of sophistication, this phase 
in the history of thought was of relatively 


brief duration. Even among those thinkers 
who believed that Darwinism could legitimate- 
ly be put to work in such ways, the uses of his 
ideas were so multifarious and indiscriminate 
that they were mutually contradictory. It 
would take too long to trace the process of 
argument by which they were discredited—I 
have dealt with one small and provincial seg- 
ment of it in my book, Social Darwinism in 
American Thought—but I think it would not 
be excessively dogmatic to say that by the end 
of the 19th century few intelligent sociolo- 
gists or political theorists were any longer 
looking with sympathy or interest upon such 
mechanical applications of evolution to soci- 
ety. 

Among the many thinkers who arranged 
this therapeutic divorce between evolutionism — 
and social speculation, there is one, however, 
who perhaps requires special attention because 
he anticipates the argument of Konrad Lorenz 
and has a certain relevance to Professor Erik- 
son’s theme, In 1902 Prince Peter Kropotkin, 
the anarchist writer, published his book, Mu- 
tual Aid. This book, he explained, had grown 
out of his earlier observations in Eastern Si- 
beria and Northern Manchuria—regions where 
natural conditions made the struggle for ex- 
istence extremely severe, but where he failed 
to find “that bitter struggle for the means of 
existence among animals belonging to the same 
species, which was considered by most Dar- 
winists (though not always by Darwin him- 
self) as the dominant characteristic of struggle 
for life, and the main factor of evolution.” 

Kropotkin’s own argument was that the 
widespread presence of mutual aid in the ani- 
mal world was evidence for “a pre-human ori- 
gin of moral instincts” and “also as a law of 
Nature and a factor of evolution.” A large and 
interesting part of his book consists of a re 
cital of instances observed by him and by 
many more professional naturalists of types of 
intra-species animal cooperation and compas- 
sion. It is perhaps necessary to add that he 
did not speak of the particular kinds of “ritu- 

” of pacification that Lorenz describes, 
which have the effect of limiting and choking ~ 
off intra-species aggression, but that the sum 
total of his evidence for mutual aid in the ani- 
mal world was imposing and immensely sug- 


ve. 
The post-Darwinian thinkers had to learn a 
double lesson: not to apply too simply or 
mechanically the lessons of biological evolu- — 
tion to the patterns of society, and at the same 
time not to understand animal evolution too 
crudely in terms of the social chaos and the 
human aggression of the late 19th century — 
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world. Some clues, but perhaps not too many, 

can be derived from our animal nature. Social 

evolution is differentiated in vital respects, as 

_ Professor Erikson so strongly emphasizes, from 
natural evolution. 

If I were to summarize schematically the 
rather rigid and mechanical conception which 
the post-Darwinian thinkers had to overcome, 
I would put it under these headings: First, 
there was the assumption that there is a 
fixed quantum of aggression with which man is 

_ constitutionally endowed, and that this gives 
_ to the aggressive instincts a special, “natural” 
authority, as against other aspects of his con- 
stitution. Second, that the forms in which ag- 
gression is expressed are determined largely 
_ or wholly by man’s biological and instinctual 
_ constitution rather than by his social and his- 
torical environment. Third, that there are no 
countervailing natural instincts or impulses of 
compassion, or mutual aid, or no countervail- 
ing natural mechanisms to blunt or inhibit 
lethal violence within a single species. Or, 
_ fourth, that even if there are such, their po- 
_ tential is wholly accounted for or limited by 
their biological content. 


Eros and Death he took a less partial 
and more open view of the matter than the 
crude Darwinians who preceded him. How- 


 sonably be taken, and how such yet, 


Much of the significance of Professor Erik- 
son's paper, unless I misunderstand him, seems 
to me to lie in the fact that he is arguing that 


lems of the control of aggression—the prob- 
lems of mass movements and of war—depends 
upon our not being constricted in our thinking 
by an excessive reliance upon a crude instinct- 
psychology. No doubt it is difficult to think 
of man at all without at some point bringing 
into play the concept of instinct—whether un- 
der that or some other name. But there are seri- 
ous dangers for constructive social action in an 
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excess of pessimism and an excess of passivi- 
ty; and this is where we are led by a failure 
to emphasize the many-sided aspect of in- 
stinct and its plasticity. If our social and his- 
torical processes have not simply reproduced 
human instincts as they are, but have re- 
pressed, displaced, perverted them and often 
made them doubly anarchic and destructive, 
then it is to these processes and not simply to 
the nature of instincts that we must turn for 
our answer. 

It is here that we are presented with a 
fruitful convergence between the concerns of 
depth psychology and the techniques of non- 
violent agitation, or “truth-force.” It is not 
man’s instinctual apparatus, alone and unaid- 
ed, that determines the forms of aggression, 
but the evolution of society, which has made 
human identity into a tribal thing, and has 
prevented it from being (except in the dreams 
of prophets) all-inclusive. It is our historical 
inheritance, and not simply our instinctual 
apparatus, that fragments human identity. 

Professor Erikson asks how we can establish 
a more inclusive sense of identity, and he has 
had the imagination not simply to pose this 
question as a moralist but to search in a diffi- 
cult but revealing area for some of the an- 
swers, analyzing nonviolent philosophy and 
methods not simply for their moral and tacti- 
cal content but for their psychological content 
as well. His point-by-point analysis of the 
stages and premises in Gandhi’s approach at 
Ahmedabad seems to me to bring his argu- 
ment into clear focus. And it is interesting that 
each of the elements he specifies in Gandhi’s 
rationale is at one and the same time a moral 
Precept, a psychological tactic and a bar- 
gaining tactic. 

Now there are in all this certain limitations 
which no one cares to deny. The instigation of 
such a philosophy as nonviolence and its 
actual use in politics seem to be the special 
prerogatives of saintly men, who are likely to 

» as Professor Erikson says, deviates of a 
kind—one thinks here too of men Gandhi ad- 
mired, such as Ruskin, Tolstoi and Thoreau— 
and the oe sagt lt ad can establish 

ives as leat O! e 
popes dieu ge numbers of men 

I note too that Professor Erikson cautions 

us that great innovators are likely to overtax 


historical and religious reasons, it is articular- 
ly adapted to the outlook and iair of the 
masses it is intended to instruct and lead—to 
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groes dealing with white Americans. Its moral 
force depends not only on the temperamental 
suitability of its own troops—if I may use an 
inept metaphor—but also upon the suscepti- 
bilities of their opponents. It would be inter- 
esting to speculate on how far, and at what 
point, nonviolence might have been effective 
as a form of resistance to the Nazi movement. 

It is most difficult for me to imagine the 
stages by which the practice of nonviolence 
could be made to have any effect upon the 
relations of governments. Under the threat of 
general thermonuclear war, it is true, we have 
apparently begun to develop a kind of code 
in our dealings with the Soviet Union. Basical- 
ly this code hangs on those negative things 
which Professor Erikson refers to as “avoid- 
ances.” There are glimmerings here of some 
kind of sense of more inclusive identity, since 
we have a new awareness that we share a 
common fate. And the costs of a general war 
already weigh more in our calculations than 
the sum of our political differences. 

But national governments are, in the terms 
in which we have been invited to think today, 
both the embodiments and the custodians of 
tribal differences, pseudo-species and constrict- 
ed identities. Their very existence hangs on 
the ultimate possibility of applied force. The 
extent to which they can be expected to ar- 
range, like good parents, for their own ob- 
solescence, is indeed questionable, and it is 
not a point on which we can yet feel much 
optimism. Even the society of India, on which 
Gandhi has left so profound an impression, 
does not propose to conduct its relations with 
Pakistan or China on nonviolent principles. 
India, as an independent state, has also seen 
a waning of Gandhi's principles, which were 
perhaps dependent in good part on his own 
great presence and in part upon the problems 
of a movement of resistance and protest— 
which are different from those of a national 
state in being. 

NONVIOLENCE WITHIN NATIONAL BOUNDARIES 

Probably the optimal point for further 
immediate experiments with nonviolence is 
within national boundaries, where the prelimi- 
nary work of broadening the sense of common 
identity has already begun. I am quite sure 
that the potentialities of nonviolence and pro- 
test have not been exhausted in our own coun- 
try. Already one may discern some effects, 
possibly destined to be permanent, of the non- 
violent civil rights movement upon the modes 
of our political discourse. Certainly the choice 
of nonviolent techniques by Martin Luther 
King and his followers bas already had the 
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effect of stimulating a religious revival in this 
country and has brought about a heartening 
ecumenicism. 

To be sure, in some respects our national 
inheritance poses the gravest problems for an 
extension of nonviolent techniques. As a peo- 
ple, we have an extraordinary heritage of 
random violence; and I can think of no west- 
ern culture in which maleness is any more 
quickly and firmly identified with the capacity 
for aggressive action. On the other hand—this 
is perhaps too little recognized, especially 
among our European critics—we have a politi- 
cal culture of extraordinary subtlety, and the 
indispensable practical premise of human har- 
mony, an acceptance and understanding of 
give and take, is not only familiar here but 
well practiced. What we have taken to calling 
consensus politics is highly developed ; and 
I suppose that it can be looked upon as a 
rudimentary version—less highly charged, to be 
sure, in moral and spiritual terms—of the kind 
of mutual awareness that is at least an impor- 
tant prerequisite of “truth force,” in Gandhi's 
term. I can think of no point in American 
history at which the conditions for the domes- 
tic pursuit of nonviolent suasion have been 
present in greater degree. Further experiment 
with it may lead not only to some political dis- 
coveries, but may also, as Professor Erikson 
suggests, cast further light upon the mecha- 
nisms by which nonviolent action acquires 
moral and spiritual authority and leads to a 
broader sense of our shared identity, an over- 
coming of negative identity. 

I am unable to refrain in closing from re- 
verting to a passage from Freud, which un- 
derlines the historical continuity of this inquiry. 

Freud said in one of his more hopeful mo- 
ments: “It can be maintained that the com- 
munity, too, develops a superego, under whose 
influence cultural evolution proceeds. . . . The 
superego of any given epoch of civilization 
originates in the same way as that of an in- 
; it is based on the impression left 
behind them by great leading personalities, 
men of outstanding force of mind, or men 
in whom some one human tendency has de- 
veloped in unusual strength and purity, often 
for that reason disproportionately. In many in- 
stances the analogy goes still further, in that 
during their lives—often enough, even if not 
always—such persons are ridiculed by others, 
ill-used or even cruelly done to death. . . - 
Ethics must be regarded therefore as a thera- 
peutic effort: as an endeavour to achieve 
something through the standards imposed by 
the superego which had not been attained by 
the work of civilization in other ways.” 


SPECIAL SECTION 


Four Papers Related to 
PSYCHIATRY AND POVERTY 


SOME PRINCIPLES OF DYNAMIC PSYCHIATRY IN RELATION 
TO POVERTY 


VIOLA W. BERNARD, M.D. 


The condition of poverty in the midst of 
affluence—a condition that exists for over 
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services, for all segments of the population, 
as evidenced, for example, by the current 
planning of comprehensive mental health 
programs by the states and the new or- 
ganizational patterns of comprehensive 
community mental health centers, 

This profound and widespread engage- 
ment in processes of change in the mental 
health area coincides with the revolution- 
ary changes that are under way in civil 
and human rights and with the national 
effort to change conditions that produce 
and perpetuate poverty. I believe it impor- 
tant for us as a profession to recognize the 
close interrelationship and overlapping 
among these in order to ensure our effective 
attunement to them. Thus, civil rights is- 
sues are clearly related to the dispropor- 
tionately high rate of Negroes among the 
poor and socioculturally disadvantaged 
who, in tum, constitute groups whose 
mental health needs have been sorely ne- 
paaa 

ere is a greater awareness than ever 
before, both within and outside the mental 
saga pa the need to correct 
morally, socially and chologically 
ee overconcentraion of ia re- 
roes ol y trained manpower and 
specialized facilities for the ade of a 
generally advantaged minority, For there is 
ample evidence all around us of certain ob- 
vious ways in which various forms of social 
~incl racial—discrimination do affect 
the availability, quality and utilization of 
appropriate mental health protection and 
care for the largest proportion of our popu- 
ae F. C, Redlich provided a sig- 
x el salutary jolt to our profession 
thet iis y showing, with Hollingshead, 
kind of psychiatric care that the 

people of New Haven received was affected 
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by their social class position—and most 
adversely for those who were furthest down 
on a social class scale(12), Similarly, Fur- 
man, Sweat and Crocetti recently studied 
“Social Class Factors in the Flow of Chil- 
dren to Outpatient Psychiatric Facilities” in 
New York City and found significant dif- 
ferences in the patterning and quality of 
service according to the patient's socioeco- 
nomic status( 11). 

Throughout this paper, I shall draw on 
my experience as both a psychoanalytically 
oriented clinician and @ and 
social psychiatrist. The conceptual 
work for my remarks is human ecology. 
Its focus on the interactions between a 
son’s behavior and 
ment and his life conditions—which may 
include poverty—enables us, I believe, to 
bring together meanin| what we can 
learn about the indi 's inner 
logical and somatic processes, on one 
hand, the complexities of his social en- 
vironments, both immediate and 

reciprocal relationships 


on the other, and 


between both sets of these interacting sys- 


well as investigations by many others which 
limitations of space do not 
review here—including work by some of us 
at Columbia University—are extending our 
understanding of the intricate relationships 
between mental disorders and social pro- 
cesses. The need for more 
knowledge about such is of 
the greatest practical toward 
improving the planning and administration 
of effective service programs 
population. 

, in a recent article, “Poverty 


For example, 


and Social Change”(13), Leighton and his 
behavioral science reported 
before-and-after case 
rural population. At the outset of the 
both the degree of sociocultural 

tion of the community and 
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which these researchers had found a high 

correlation between “the many 

suffered the 

neighborhood and 

disorder evident 

and his colleagues set in motion a series of 

remedial measures directed toward improv- 

ing the patterns of social functioning and of 

human relations, in conjunction with in- 
economic 


: 


tunities. 
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yet have significant implications for mental 
illness and health, 

2. Since poverty is such a composite 
problem, psychiatric measures for those af- 
fected by it should also, for the most part, 
be combined with other types of remedial 
help—such as’ educational, social and eco- 
nomic—in accordance with case require- 
ments, Interchange among disciplines is 
needed not only at the level of combined 
service functions but at the conceptual and 
theoretical levels as well in order to pro- 
vide the necessary rationale for appropri- 
ate modes of therapeutic intervention. 

3. As psychiatry moves toward improv- 
ing and extending its effectiveness for peo- 
ple in greater numbers, and of greater socio- 
cultural and psychological diversity, it 
becomes particularly important that re- 
search and practice proceed in very close 
relationship to each other, Changes in 
practice should rest on facts, and service 
innovations need to be evaluated. New 
findings, moreover, should be tested in 
the field and new knowledge put to use 
rather than shelved, 

People of very low income and educa- 
tion, whatever the nature of their psycho- 
pathology, are seldom treated psy- 
chotherapy. The obvious barriers of costli- 
ness and scarcity do not altogether explain 
why this is so. Thus, psychiatric clinics 
that furnish free treatment report a high 
rate of dropouts after intake, missed ap- 
pointments and breaking off of treatment 
among the lower socioeconomic groups. 
Many psychiatrists have come to believe 
that emotional disorders of people from 
lower socioeconomic strata are usually un- 


treatable by dynamically oriented, insight- 
directed psychotherapy; they find that 
such patients seem to immediate 


symptomatic relief and active practical help 
from the physician. 

From the viewpoint of these patients, 
however, a long series of sessions at regu- 
lar intervals, scheduled in advance (no 
matter how they may be feeling by then) 
and with only a “talking doctor”—who, at 
that, seems strangely reluctant to talk much 
himself, as though it were “against the rules” 
—all this does not fit their conception of 
medical treatment by comparison with pills, 
needles or even clear-cut advice given at 
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the time they feel troubled. Hence, tradi- 
tionally trained dynamic psychotherapists 
and patients of this kind are apt to operate 
at cross-purposes, which probably contrib- 
utes to the impression held by many clini- 
cians that such patients, in the main, are 
unsuitable for this type of treatment. 

A number of those who have written on 
this subject have expressed the belief 
that lower-class individuals tend to have 
certain personality characteristics that pre- 
vent them from being “good” patients for 
intensive psychotherapy. They have been 
described as showing a greater tendency 
to act out than to talk out, a poor capacity 
for introspection and psychological-mind- 
edness, inadequate ability for abstract 
thinking and for generalizing, little fore- 
sight, and preoccupation with the present 
as compared with the past or the future. 
Psychiatrists have also become increasingly 
aware that their own cultural conditioning 
and middle-class values may impair the 
quality of their rapport and meaningful 
communication with lower-class patients, 
which are essential to the psychotherapeutic 
process. 

In view of all this, many of those who 
are concerned with developing more and 
better psychiatric treatment for poor peo- 
ple have advised that a greater diversity 
of short-term types of treatment should be 
provided for them, Concomitantly, there 
should be changes in professional training, 
so that young psychiatrists can gain ex- 
perience with a wider range of treatment 
methods instead of relying as much as 
heretofore on intensive long-term dynamic 
psychotherapy. These changes in training 
would also serve to diminish the exclu- 
sively high status accorded such therapy 
by many residents, in favor of respect for a 
wider range of treatment competencies, and 
would try to help residents to face and 
handle their own cultural biases so as to 
improve their therapeutic effectiveness with 
patients from all walks of life, 

Without wishing to detract from the 
merit of these approaches, with many of 
which I myself have long been identified, 
I want to sound a note of caution lest, in 
correcting some abuses, we unwittingly 
Perpetrate others. (The freshly perceived 
concept of today is all too liable to be 
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corrupted into the cliché of tomorrow.) 
Thus, in such a broad-gauge activity as the 
anti-poverty program, certain catch-all 
terms—for instance, the “culture of pover- 
ty’—gain sudden prominence. These may 
indeed have some value for winning needed 
support, but they also imply false simplifi- 
cations that must not be left unchecked to 
become a basis for costly national pro- 
gramming that may set the patterns of prac- 
tice for years to come. The poor are not a 
homogeneous group, as some of these 
slogans suggest (that could hardly be true 
of 9.4 million families) ; nor are they homo- 
geneous clinically and psychodynamical- 
ly. Of all the disciplines, psychiatry, with 
its emphasis on individuality, should cer- 
tainly be on guard against the pitfalls of 
stereotyping “the culturally deprived, eco- 
nomically underprivileged psychiatric pa- 
tient.” 


MANY KINDS OF IMPOVERISHMENT 


We know that there are many kinds of 
impoverishment—economie, physical, emo- 
tional, cultural and intellectual. Despite 
some promising investigations of causal re- 
lationships between environmental circum- 
stances and mental disorder, there is much 
in that whole area that is as yet unclear. 
We do have evidence, however, that pov- 
erty in combination with social disorgan- 
ization is frequently psychopathogenic, in 
contrast to poverty when various other so- 
cial conditions prevail. Accordingly, the 
psychosocial and psychopathological corre- 
lates of poverty rest on a tremendous num- 
ber of variables, so that the psychiatric 
treatment of choice Ba patients who are 
poor must correspondingly vary. 

By now most of us agree, I think, that 
we in the mental health do need 
to modify our traditional patterns of patient 
care and techniques of t in order 
the better to serve nee kinds of oe in 
general and lower-c patients 
ticular. Similarly, there is considerable 
agreement that disparities in sociocultural 
position between therapist and patient, 
with corresponding differences in their cul- 
tural value orientations, can make for ob- 
stacles in psychotherapy and therefore 
need to be dealt with as a technical prob- 
lem. Now that we have recognized these 


truths, I become somewhat impatient with 
what I fear has become a tendency to 
keep repeating them as a kind of formula, 
instead of getting on with the tasks of im- 
plementing them to the degree of differen- 
tiation and subtlety that is needed. y 

In contrast to the stereotyping with which 
I am taking issue, Pavenstedt, for example, 
in her carefully conceived and conducted 
South End Family Program, compared two — 
groups of lower-class poor urban families— 
a so-called “stable group” and a “disor- 
ganized group”—in terms of these fam- — 
ilies as child-rearing environments(16). 
Her description of the differences in matu- 
ration and behavior of the children in these 
two groups of families convincingly dem- 
onstrates, in my opinion, the error of over- 
simplified psychiatric generalizations about 
“the underprivileged,” as if this were a 
single category. 

Similarly, the peho strengths and 

ealth that Robert 

of im 
the South under conditions of severe en- 
vironmental stress(8) are in sharp contrast ` 


with the type of serious thology in — 
described by Auerswald, Minu- ~ 
chin and their as seen at the — 


Wiltwyck School for Boys, a New York 
treatment facility with which I also have 
been closely associated(1, 2, 14). These in- 

ved children from the city 
slums and their families—with their marked — 
social disorganization and psychological as 
well as economic impoverishment—could — 
seldom be helped by traditional psycho- 
therapeutic approaches. 

Specialized family treatment techniques 
have therefore been evolved, geared to 
special features of the psychology that 
had been identified in the group, such as 
the maladaptive effects of certain cognitive — 
deficiencies in the course of ego devel- | 
opment. One technical modification, for 
example, devised by Minuchin(14), com- 
pensates for the specific limitations in the 
introspective and communicative abilities of 
these parents and children by having fam- 
ily members observe each other through a 
one-way mirror in the course of discussing 
areas of family conflict with the therapist. 
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I mention this sliver of Minuchin’s ingen- 
ious technique—admittedly out of its total 
treatment context—in order to put live 
meaning into the phrase “modification of 
technique.” 

As to the middle-class orientation of cli- 
nicians who treat lower-class minority group 
patients : sloganized thinking may overlook 
how some well-meant efforts by therapists 
to protect their patients from their own 
values can be subtly anti-therapeutic by 
unintentionally compounding the patients’ 
feelings of social deprivation and exclusion. 
Thus, Curtis, Simon et al., in reporting on 
the psychosocial treatment of 29 multi- 

roblem families, felt that their therapists 
had been too afraid of “imposing” their 
own middle-class standards. This obstruct- 

ed the mobilizing of a family’s potential 
for change, and for the therapeutic de- 
velopment of a “middle-class family atti- 
tude,” since, as the authors stress, these 
severely deprived and ostracized families 
wanted “a better life for themselves and 
their children which they conceive in the 
same terms as other Americans”(9). 
Furthermore, we also need to guard 
against stereotyped thinking with respect 
to the term “middle-class values.” In ac- 
tuality, these values cover a very wide 

Spectrum, with correspondingly differen- 

tiated positive or negative valences, in 

terms of psychotherapeutic goals for pa- 
tients, These goals depend in turn on the 
particular totality of clinically relevant 
variables presented by the patient, of 
which his current socioeconomic status is a 
part (as is that of his parents as well, be- 
cause of the formative influence of par- 
entally transmitted culture on the early 
stages of personality development). For 
me, the most generally valid ingredient of 
the prevalent warnings to psychotherapists 
against imposing their own class-related 
values on the poor is its admonition against 
“imposing ;” this is in accord with a basic 
essential of psychotherapy and cuts across 
many different kinds of therapist-patient 
differences, 

While I have not found that the differ- 
ence in the sociocultural and ethnic groups 
to which the therapist and patient respec- 
tively belong is per se a drawback in 
psychotherapy—sometimes it is an advan- 


tage—it does constitute a dynamic factor of 
the treatment situation. Therapy may in- 
deed be jeopardized by the intrusion into 
the crucial doctor-patient relationship of 
intergroup prejudices that prevail in our 
society. I discussed aspects of this more 
fully in a 1953 paper(5) in which various 
combinations of analyst-patient sociocultur- 
al pairing, including those based on racial 
disparity, were considered with respect to 
their transference-countertransference im- 
plications. I also offered some suggestions, 
on that and other occasions, which ranged 
from the therapist’s dealing with his own 
unconscious and that of the patient to the 
desirability of informing himself “as fully 
as possible about social and cultural proc- 
esses and patterning.” 

My recommendations for protecting 
treatment from the damage that can be 
caused by the analyst’s unconsciously dis- 
guised prejudice and by his ignorance of 
the social realities that obtain for a wic er 
economic range of patients are emphasized 
in several of my papers on training in com- 
munity psychiatry(7). These recommenda- 
tions, which are applicable to psychiatrists 
in general and not just to analysts, include 
Suggestions for increasing the diversity of 
class and cultural backgrounds in the mem- 
bership of our own discipline through poli- 
cies of recruitment, selection and financing 
of candidates in training centers. I certainly 
do not intend to imply thereby that patients 
and therapists should be matched in terms 
of similar cultural backgrounds, 

But the very awareness on the part of 
Negro patients, for instance, that there are 
Negro psychiatristseyen if they them- 
selves are not in treatment with them—can 
Teassure them about the applicability and 
objectivity of Psychiatry in general and 
thereby improve its effectiveness for them, 
whatever the group memberships of their 
particular therapist. (In March 1965 the 
APA Manpower Commission, which is seek- 
mg ways to increase the number of Negro 
Psychiatrists, reported that their number is 
currently estimated as “not to exceed 300, 
or 18 percent of the total of approximately 
17,000 psychiatrists in active practice in 
the U. S”) (15), 

Spiegel(17) has contributed some pen- 
etrating ideas about modifications of psy- 
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- chotherapeutic technique that stem from 


cultural analysis of the value systems of 
patient and therapist, respectively. Such 
analysis led Spiegel to several departures 
from traditional techniques, including 
marked flexibility as to the settings in which 
treatment sessions were held, the thera- 
pist’s attendance at family festivities, his 
meeting of extended family members, etc. 
The dynamic essentials of the therapy 
were conserved rather than impaired by 
this type of flexibility. 


CHANGE FROM “BENEVOLENT NEUTRALITY” 


One modification of treatment method 
seems common to each of these very dif- 
ferent papers: a change from the psycho- 
therapist’s traditional attitude of “benevo- 
lent neutrality.” This has been central in 
the technique of psychoanalytically orient- 
ed psychotherapy. I have come to think 
that a good many lower-class patients who 
have been deemed unsuitable for dynamic 
psychotherapy could in fact be helped by it 
—especially if it were combined with social 
remedies as indicated—if the psychothera- 
pist came out from behind the neutrality 
that we have so carefully inculcated in 
the course of training. The therapist's neu- 
trality, and also his relative passivity, 
were developed originally, and have been 
largely maintained, in relation to middle- 
class neurotic patients. I believe, however, 
that they are a major drawback in treating 
patients of many other sociocultural and 
diagnostic categories. I also think that 
these changes in the therapist's role be- 
havior need not be incompatible with 
the experiential essentials of dynamic psy- 
chotherapy. 

I wonder whether we do not sometimes 
confuse the therapeutically potent ingre- 
dients of psychotherapy with the forms 
in which we have been accustomed to 
package them. Unless we now vary some 
of the forms that mystify, frighten or 
otherwise deter many lower-class patients, 
such as our impassivity, stiffness of man- 
ner and our rituals about treatment set- 
tings and the length and frequency of ses- 
sions, we may simply keep on producing 
evidence to reconfirm our previous gener- 
alizations as to their “untreatability. 

In suggesting these technical accom- 


modations of the psychotherapist’s use of 
self to the meaningful life idiom of such 
patients, I most certainly do not advocate a 
kind of “wild psychoanalysis,” in which all 
previous rules are discarded and the thera- 
pist rationalizes that whatever fits his own 
spontaneity is good for the patient, On 
the contrary, these modifications—far from 
entailing less disciplined attention by the 
therapist to his role behavior and counter- 
transference reactions—demand of him an 
even greater self-awareness and self-control. 
They deprive him of the refuge that tradi- 
tional neutrality and passivity make possi- 
ble—and with professional sanction—against 
disconcerting stimuli and the need for on- 
the-spot coping with sudden developments 
in the treatment situation. I do not equate 
the therapist’s less neutral attitude with 
any loss of his essential objectivity. Many 
of the patients we are discussing are able 
to accept and respect the psychiatrist's im- 
partiality, which necessitates his detach- 
ment from controversial immediacies, with- 
out mistaking this for indifference toward 
themselves as individuals (they tolerate this 
badly )—if the therapist is able to communi- 
cate his genuine interest in the patient and 
concern for his welfare. 

To convey this intelligibly, however, the 
therapist must bolster his words by his 
manner and actions, the more so because 
of the salience of nonverbal pathways 
of communication, in contrast to speech, 
among certain segments of the disadvan- 
taged families in which a large number of 
these patients have been raised, Also, for 
most of them, psychotherapy is such a 
strange and unaccustomed way of dealing 
with personal distress that the initial in- 
duction phase is especially crucial in help- 
ing them to learn what it is all about, and 
to give them a chance to size up the mo- 
tives, ability and trustworthiness of the 
therapist. 

But how, in their terms, can he be any 
use unless he does something? I think it 
likely that the number of early dropouts 
from psychotherapy of Class IV and V 
patients * could be reduced if, when in- 
tensive psychotherapy is begun, it gets un- 
der way gradually, with a preliminary 


1 Per Hollingshead’s Index of Social Position( 12). 


phase in which the therapist’s activity is 

considerable and not necessarily restricted 

to psychotherapy proper. Sometimes his 
effective use of symptom-directed measures 
at the outset will make it possible to en- 
gage the patient in more insight-directed 
work later. Such a progression—to start 
with the client at the point, psychological- 
ly, where he is when he first seeks assist- 
ance, usually of some practical .kind—has 
been an established feature in social agency 

l practice, Even when emotional conflicts 
largely account for his chief complaint, it 
is often only after such a client obtains 
help and with what he sees as the trouble— 
and also measures thereby the worker's 
good faith and respect for him as an in- 
dividual—that he can move into using case- 

l Nork help at the psychological level as 
well. 

Even when the process of psychother- 
apy is past the early crucial stages, how- 
_ ever, I believe that these patients will often 

oe better if the therapist adapts his 
4 ique to their experiential vocabulary 
by maintaining a more active role than has 

customary in this type of therapy. 
The forms of such activity vary widely, of 
course, and their use should depend at 
all times on the clinical situation, The 
_ physician’s activity might consist, for in- 
_ stance, of a gesture, a transference inter- 
pretation, some factual information, a prof- 
_ fered cup of coffee, the acceptance of a 
small a phone call to a social agency 
or a home visit—all of which I have found 
to be compatible with “deep” psychother- 
apy. 

It is more difficult and anxiety-arousing 
for psychotherapists to continue to carry 
out their basic functions and maintain 
their standards under conditions that pro- 
vide fewer guidelines and demand more 
flexibility and versatility and involye great- 
er psychic exposure. However, certain 
parallels which provide a body of experi- 
ence on which we can draw are already to 
be found in our field. One is in the techni- 
cal requirements of child psychiatry, where 
the therapist is also called upon to im- 
provise continually the forms through which 
well-established principles of therapy are 
carried out; nonverbal communication is 
very important, therapist activity is con- 
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siderable and the significant therapist-pa- 
tient interactions take place in the context 
of a relationship that generally resembles 
—externally, at least—other “real life” rela- 
tionships. 

This parallel is cited merely to show 
that dynamic psychotherapy can adapt 
its methods to fit the special requirements 
of segments of the population that need it, 
rather than the other way round. If there 
is sufficient evidence that modifications 
such as are mentioned here and elsewhere 
in this paper would appreciably improve 
the treatability of certain groups of poor 
people with psychological disorders, then 
one of the main tasks would seem to lie 
in some corresponding modifications of 
training for psychotherapy. 

For instance, it is often taught that the 
social pathology that besets many psychi- 
atric patients who are poor is a contra- 
indication for intensive-insight types of 
psychotherapy. While individual psycho» 
therapy is certainly no substitute for cor- 
recting noxious social conditions that afflict 
whole groups of the population, it is also 
true that environmental measures alone may 
fail to alleviate symptoms of personality 
disorder based on intrapsychic pathology, 
whatever the patient’s income level, If 
we deny, in effect, that unconscious prob- 
lems, as well as external stresses, may con- 
tribute to the symptoms and the distress 
of the disadvantaged, we inflict one more 
form of subtle discrimination upon them by 
failing to recognize that the fundamental 
assumptions of psychiatry, as to psychic 
Structure and function, including malfunc- 
tion, apply to all human beings, what- 
ever their myriad variations in sociocul- 
tural patterning, 

With regard to the risks of committing 
such unintentional discrimination, I am 
currently concerned—as a long-time advo- 
cate, myself, of more diversified forms of 
Psychotherapy, including so-called brief 
Psychotherapy—about some implications of 
a discernible trend toward arbitrarily lim- 
iting the kinds of Psychotherapy to be 
Provided for “the poor” to these short- 
term measures. Of course, there is des- 
perate need for ways to cut down on the 
ae nsuming aspect of effective psycho- 

erapy for all patients, regardless of their 


“ability to pay, and there are theoretical and 
a empirical grounds for considering shorter 
methods to be more suitable clinically for 
many of the patients of the lower socio- 
economic groups. My concern is with a 
tendency to apply these findings too 
sweepingly to mental health service plan- 
ning, without a sufficiently refined sub- 
categorizing, both of the “brief” psycho- 
therapies and of the patient groups under 
discussion. 
Although, literally, the adjective “brief” 
refers only to time, “brief psychotherapy” 
connotes a treatment goal of helping pa- 
tients regain the adjustment they had prior 
to the loss of psychic equilibrium that 
prompted the need for treatment; unlike 
“intensive” or “long-term” types of dynam- 
ic psychotherapy, it does not aim typically 
at effecting personality change. I agree 
that this limited goal is indicated for many 
4 patients from all walks of life, and per- 

haps the more so for Class IV and V pa- 
tients, so many of whom appear exclusively 
interested in rapid symptomatic relief. I 
object, however, to blanket policies in 
these matters, Are we—through a misappli- 
cation of promising new data and correla- 
tions—to deny, on the basis of social class 
position, the opportunity for deep-seated 
psychological change to patients who 
have the motivation and capacity for such 
change through appropriate modes of 
prolonged psychotherapy, granted that they 
may be in a clinical minority for their par- 
ticular sociocultural status ? 


EQUITABLE AND EFFICIENT USE 
OF THERAPEUTIC TIME 

It may appear unrealistic, in the face of 
the huge gap that exists between the num- 
bers of trained psychotherapists an of 


favor even greater outlays 
therapeutic time. Actually, however, my 
suggestion is not that more such b 
expended, but that what there is be dis- 
tributed as equitably and efficiently as pos- 
sible, on the basis of what we keep learning 
about clinical indications and contraindica- 
tions. 

It may help to illustrate these and a num- 
ber of other related points to offer a sketchy 
account of a patient with whom I began 


in 1940, 25 years ago, and whom I still i 
see periodically; the last session occurred 
only last week. The sessions were spaced, 
however, so that the actual amount of treat- 
ment time, all told, was equivalent to about 
seven or eight months of psychoanalysis, In _ 
1944, I published a vignette of this patient, 
who was one of a group of young teenage 
unwed mothers ; she had become pregnant 
at 13(4). At that time, in my ignorance 
of things to come, I wrote: “The girl 
finally responded to prolonged treatment, 
including casework, environmental manip- 
ulation and psychotherapy” (italics added 
now). At least, I did include; “Underlying 
difficulties persist . . .” The continuance 
of treatment for so much longer did not 
reflect either relapse or chronic emotional 
dependency, but rather the progressive em- 
ergence of more work that could and 
should be done in the process of profound 
personality and change. This gave 
me the opportunity for a longitudinal study 
of this patient, who came from a white — 
slum family on relief in New York City and 
had been referred at 16 through the 
Juvenile Court. 

Although the study of a single patient 
has no statistical value, it can help to reveal 
psychotherapeutic problems and possibil- 
ities. I believe that more clinical research 
of a longitudinal type is particularly needed 
with respect to the differential receptivities 
to types of psychotherapy on the part of 
various groups of poor patients. This kind 
of research is needed to supplement the 
valuable but largely cross-sectional research 
findings already reported—the New Haven 
study is one(12)—on which so much of 
present thinking about these questions 
is based. The issues in themselves illus- 
trate the close relationship of research 
to practice in this developing area within 
psychiatry, since valid data are needed for 
such pressing tasks as the planning of 
program and staffing needs in the project- 
ed comprehensive community mental hi 
centers. These plans may determine some 
of the patterns of mental health program- 
ming for years to come. 

The number of sessions for this patient, 
whom I call Ruth, has averaged 6.2 per 
year, with a total of 149 sessions for the 
entire 25-year span, as of week. 
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figures illustrate the inadequacy I find in 
defining various kinds of psychotherapeutic 
experience by such terms as “brief” and 
“long-term,” especially if we experiment 
with increasing our flexibility in several 
dimensions of therapy time, such as the 
length of individual sessions, their fre- 
quency, variations in both of these in the 
course of treatment and its over-all dura- 
tion. Ruth’s treatment—in total amount of 
session time, for example—compares favor- 
ably with some “short-term” therapies, in 
which more frequent sessions are com- 
pressed into a shorter over-all period. Al- 
though the patient was seen intermittently, 
she has been “in treatment” continuously, 
in the subjective sense, in contrast to 
valuable forms of intermittent treatment 
for some types of chronic psychiatric illness 
in which the patient returns periodically 
for additional treatment at times of threat- 
ened or actual disequilibrium. 

I started treating Ruth in an outpatient 
clinic, but the dynamic importance of con- 
tinuity of relationship was so great, and her 
resistance to referral to another therapist 
so insurmountable, that after leaving the 
clinic in the 1940’s, I continued with her 
privately at my office without fee. The 
transference aspects of this waiving of fee 
had to be dealt with, but they did not 
create any great problem. I do not think 
that the atypical financial arrangements les- 
sen the illustrative significance of Ruth’s 
need for therapist continuity, however, 
since they could be adapted more general- 
ly, if it seemed sufficiently important for 
selected patients, through some form of 
working out payments to therapists by 
community mental health centers, for ex- 
ample. 

When I started with Ruth in 1940, her 
symptoms included, according to my 1944 
write-up, “hysterical conversion symptoms, 
pseudologia phantastica and depression 
with suicidal and self-destructive symbolic 

acting out.” She presented “a generalized 
attitude of deep distrust, fear, guilt in- 
feriority and resentment.” Her dress and 
mannerisms were a near caricature of 
masculinity, and she was almost inarticu- 
late, responding only in tense monosylla- 
bles. A reliable psychologist reported that 
her intelligence tested at low average and 
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recommended that she be discouraged from 
the ambition she had voiced to the Juve- 
nile Court judge of aiming toward college ; 
it was thought doubtful that she had the 
ability to get through high school. (She 
has by now earned M.S. and M.A. degrees 
and has become a social group worker. ) 

The patient has grown and changed to 
a remarkable extent in all aspects of per- 
sonality functioning; in the process, she 
has acculturated into the middle class, 
Some of the motivations and aspirations 
that propelled her there seem traceable to 
influences at school, to which she had 
always turned as a child, both to escape 
from the severe deprivations and tensions 
at home with her physically handicapped 
and emotionally and socially maladjusted 
family and in order to seek social accept- 
ance and recognition. (This points up 
some of the mental health implications of 
schooling for deprived youngsters. ) 

In terms of preventive psychiatry, it was 
the Juvenile Court judge—a woman of psy- 
chological acumen—who first recognized 
this youngster’s assets and emotional illness 
and set her on a course of rehabilitation. 
As a model for identification, this judge 
was also an important factor—as was I—in 
the patient’s drive toward upward social 
mobility. 

Since the patient has indeed achieved 
middle-class status, this raises the question 
of whether “middle-class” aspirations and 
motivations in an individual of a lower 
social class position may not be a positive 
factor in treatability by insight-directed 
psychotherapy. On the other hand, one 
cannot be certain how much of her change 
to ascribe to the many technical modifica- 
tions that were used in this treatment. One 
of them was Ruth’s “invention” of compen- 


sating for the infrequency of sessions and 
for her 


ing outdoors, 


relieving effects of motor activity and of 
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Throughout the years, the treatment was 
an admixture of insight-directed psycho- 
therapeutic work proper, supportive ther- 
apy, crisis interventions, counseling and 
referral to various social and health ser- 
vices. As she made progress, and as the 
language of speech took over more of the 
communication function from the earlier 
nonverbal forms, the proportions of this 
admixture kept shifting in the direction of 
increased interpretive work. 

One persistent and self-defeating symp- 
tom, which stubbornly outlasted most of 
the others, took the form of her antagoniz- 
ing co-workers and caused her to lose 
several successive jobs. This in turn had 
some poignantly distressing emotional con- 
sequences. It repeatedly threatened her 
with the loss of all her hard-won gains 
(confirming an unconscious sense of being 
unworthy of them) and with a sense of 
total failure as a person. She reacted with 
intense feelings of depression, anger, 
shame, panic and self-contempt. Further- 
more, the symptom realistically threatened 
her livelihood by jeopardizing her re- 
employability. Her background of poverty 
and social deprivation, combining with 
severe emotional deprivation, rendered this 
symptom, with its complex interactions be- 
tween social reality and neurotic conflicts, 
one of the last to be resolved in therapy. 
This indeed occurred only in the most 
recent sessions. 

It may be relevant in this regard to 
quote once more from my 1944 paper(4), 
in which, after referring to the physical 
handicap that afflicted her parents and 
two siblings, I wrote: “The whole family 
enviously resented Ruth because of her 
normalcy, while relying and imposing on 
her from the earliest stage as their delegate 
to the outside world. She was both the 
hated outsider and the desperately needed 
pillar of strength, to the starvation of her 
own childhood needs.” Twenty years later, 
by dint of a relatively small amount o 
psychiatric time per year, it has finally 
become possible for what I had recognized 
way back then to acquire liberating emo- 
tional meaning for this patient. A few 
weeks ago she went through a deep 
experience of insight and dealt with the 
roots of her job-threatening symptom 1m 


her repressed childhood reactions to the 
family situation. Perhaps it could have 
been brought about sooner, but deep per- 
sonality growth and change do have to 
proceed through time at their own pace. 
The treatment will probably terminate after 
a follow-up session this fall. Both this 
girl-by now a woman—and I have learned 
much from our 149 sessions together. 


NEED FOR COORDINATED SERVICES 


Out-of-wedlock pregnancy, with which — 
I have had experience as a consultant to 
medical and social agencies, can be 
viewed as a prototype of the many problem 
constellations, especially frequent among 
the poor, that require multiple coordinated 
community services. In Ruth’s case, as for ` 
many other emotionally maladjusted and 
socially needy unwed mothers, it was 
obstetrical necessity that drove her to one 
portal of entry into the total community 
network of health, education, welfare and 
court services, and this then led, in her 
instance, through the mental health com- 
ponent of social court functions to psy- 
chiatric case-finding and treatment(4). 

In general, at the case level of intera- 
gency collaboration, effective two-way re- 
ferral channels between social welfare, 
health, school and psychiatric services en- 
able a number of those who suffer from 
unrecognized mental disorders, in associa- 
tion with various social, medical and 
learning problems, to profit from psychiatric 
interventions that they would not other- 
wise have found or accepted. 

Because the psychiatric problems of poor 
people are usually intertwined with other 
kinds of problems, approaches to them must 
be combined with other specialized types of 
therapy or service such as may be needed in 
each instance. Sometimes these are required 
simultaneously, as we know from work with 
multi-problem families, for example ; some- 
times they function in tandem, as when a 
patient, upon being discharged from a men- 
tal hospital, moves on to a sheltered work- 
shop in order to further his reemployability. 
In psychosomatic medicine, we have come 
to recognize that somatic pathology and 
psychopathology, in a given patient, far 
from being mutually exclusive, may co-exist 
and influence each other in many complex 


ae 


= ways. Similarly, according to the frame of 
~ reference of human ecology, an either/or 
approach with regard to social, somatic 
and psychopathology, in connection with 
etiology, diagnosis and total treatment 
planning, has become outmoded in the 
light of our existing knowledge. 

Instead, when it has been recognized 
that some form of psychiatric service is 
indicated in conjunction with other kinds 
of remedial measures, it should be as- 
certained in each instance, by compre- 
hensive diagnosis, which of the required 
treatment approaches is primary with re- 
gard to the others. Respective responsi- 
_ bilities of the therapeutic partners need 
to be designated accordingly, This in turn 
determines the interprofessional alignments 
for that case. Thus the psychiatrist’s role 
= may be adjunctive when a social agency 
assumes the main responsibility, but if 
the psychiatrist needs to take charge, the 
_ other team members serve in ancillary 
capacities. Furthermore, when combined 
_ treatment is undertaken by two or more 
services, the localizing of responsibility may 
shift in accordance with changes in the 
patient's clinical course. There should be 
periodic consultation among the coop- 
erating therapists, therefore, to permit on- 
going readjustments of the total treat- 
Ment plan, including the reassigning of 
Bore 

too » and among the in 
particular, persons with mental Weeden 


jectively they experience the situation via 
distorted perceptions and unrealistic reac- 
tions as part of their unrecogni psy- 
chiatric symptomatology. This can lead 


2A survey of mental health problems in social 
agency caseloads in an area of New York City was 
undertaken in 1963 as part of the Columbia- 
Washington Heights Community Mental Health 
Project. The study revealed that 67 Percent of the 
public welfare recipients were reported as having 
known or suspected psychological disorders(3). 
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to miserable misunderstandings and to 
mutual frustration and bafflement. Many 
of the “unreasonable clients” and the 
“uncooperative patients” are in this group, 

The results of psychiatric work with 
patients who also need one or more 
forms of concomitant social remedy may 
depend in large measure on the adequacy 
with which these social needs are met, 
The same principle holds true in reverse; 
a casework agency's effectiveness in help- 
ing a problem-ridden family to qualify 
for public housing may critically depend 
on psychiatric consultation, for example. 

Continuity of care is especially impor- 
tant for patients with mental disorders, 
For those who need a variety of services, 
such continuity is impossible when the 
social, health and mental health resources 
of a community have been developed in a 
piecemeal way and operate in isolation 
from each other. Deficiencies in the needed 
range of public services, and poor coordina- 
tion between them, are especially hard on 
the low-income groups who, for the most 
part, cannot turn elsewhere, They are not 
only deprived of the benefits of continu- 
ity of care but many are, in effect, con- 
signed to a “continuity of psychopathol- 
ogy. 

This is particularly true for children. If 
a youngster’s psychosocial maladjustment 
at one stage goes untreated or is aggra- 
vated by improper treatment, the adverse 
effects of this become pathogenic for the 
next stage of his development, when fur- 
ther inadequacies in treatment intensify the 
pathology, and so on. Similarly, if an 
emotionally healthy but homeless Negro 
infant, for example, is kept in a “temporary” 
shelter for several of the most formative 
years because of the scarcity of foster 
homes, the child may develop enough emo- 
tional maladjustment to “qualify” for an 
even less available Psychiatric facility. [It 

, >een estimated that 17 million of the 
nation’s poor are children under 18(18). 
In view of the importance of childhood 
experience to personality development, 
psychiatrists have a special stake in work- 
ing with related professions and with the 
decision-makers of the community toward 
isuring the essentials for the healthy 
maturation of these children.] 


This interdependence of psychiatric, so- 
cial, health, educational and other special- 
ized constituents of “combined treatment” 
is one of the many reasons why psychiatric 
activity for the socially underprivileged 
needs to include participation in the over- 
all organization, planning and adminis- 
tration of community services, Such in- 
direct application of clinical knowledge is 
not a departure from but an extension of 
our central professional concerns with men- 
tal disorders. By having a voice in the 
councils that make social policy, we would 
have a better opportunity to rectify gaps 
and discontinuities within the network of 
community services, as well as contradic- 
tory approaches within parts of the same 
system. For the mental health gains of an 
Operation Headstart can be nullified if its 
six-year-old graduates must then enter what 
becomes, in effect, an “Operation Stand- 
still,” i.e., a segregated elementary school 
of inferior educational quality. Nonclinical 
matters such as these have dynamic bear- 
ing on the psychiatric problems of the poor. 
Poverty is not primarily a psychiatric 
problem, nor is it the exclusive province of 
any other single field or discipline. But 
comprehensive community mental health 
programs, with their goal of lowering the 
level of pathology in a total community 
by promotion of positive mental health 
and prevention, as well as by treatment 
and care of the mentally ill, must be 
concerned with those institutions in our 
society which, helped by advances in ego 
psychology, we have come to recognize 
as crucial factors in normal human develop- 
ment. The national anti-poverty program, 
as Duhl points out in a 1964 GAP 
symposium, is inevitably moving into some 
of the same broad areas. In meshing these 
two broadly inclusive programs—compre- 
hensive community menta health and 
anti-poverty—for “a joint attack upon the 
poverty syndrome, . . . Our problem [as 
psychiatrists] is not the assumption of total 
responsibility . . . but finding the place in 
which psychiatry properly fits"(10). 
The problem of fitting psychiatry into 
such a network of transdisciplinary coor- 
dination involves new learning and adjust- 
ments by all concerned. This is becoming 
evident, for example, as the promising 


Headstart program gets under way with 
swift expansion of preschool education for 
socially disadvantaged children. Assured- 
ly, on theoretical grounds, psychiatry has 
a component role in this large-scale at- 
tempt to prevent, reverse and compensate | 
for poverty-linked impediments to healthy 
child development. But many of those in 
charge of Headstart, at least at local levels, — 
have declined the participation of psychia- 
trists—partly, it seems, for fear that it 
would impose a medical model on the ~ 
programming and would imply that the — 
youngsters were all maladjusted. To some 
extent, this limited awareness both of the — 
relevance of and the various methods ap- — 


psychiatrists still show a corresponding 
unfamiliarity with indirect modes of com- 
munity psychiatry practice, including the 
several types of consultation that are es- 
pecially valuable for its preventative func- 
tions. 

By adding these indirect psychiatric 
modalities to our diversified inventory of — 
techniques, we are not only more effectively” 
equipped for some of the mental health 
objectives that have been described ; 
they also maximize the single psychiatrist's 
therapeutic influence for large numbers of | 
people, This is all the more necessary as 
we commit our already over-extended re- 
sources of manpower to the psychiatrically 
needy among the poor. It is impractical to 
rely alone on one-to-one methods of 
individual treatment. 

Indeed, as we move toward the goal of 
providing fuller and more equitable psy- 
chiatric coverage, I think that we face a 
certain dilemma, for which I, for one, have 
no ready solution. I refer to a dilemma o 
bigness: social justice requires that we 
greatly enlarge the sphere of our profes 
sional responsibilities, but concern for the 
psychological welfare of the individual 
at the core of psychiatry. As I once €x- 
pressed it: “. . . the therapeutic influences 
of community psychiatry, brought about by 
its broad outlook and range of activitie 
converge in a final common pathway upo 
the individual. Their ultimate dynamic im 
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pact takes place within the inner reaches of 
a single human mind”(7). 

The dilemma consists in retaining vivid 
empathic acuity for individual psychic 
distress while serving the needs of people 
en masse. Bigness invites bureaucratic 
organization of services, and this in turn 
often tends to blunt the very sensitivities 
to the persons served which are essential 
to the value of the service, especially in 
our field, 

I regard dehumanization as a psycho- 
logical occupational hazard for the com- 
munity psychiatrist, and recently wrote : 
“Assembly line patterns of care and the 
impersonal aspects of large organizations 
seem conducive to a lessened sense of one’s 
own human feelings and worth as an 
individual, and desensitization to the feel- 
ings and worth of other people as well. 
Thus, one’s self perception (or perception 
of others) as a cog in a vast machine, 
a job title, a statistic or a number may 
contribute to an outcome of distress and 
disability for the emotionally handicapped, 
without intended cruelty or hostility on 
the part of those responsible for mental 
health services” (7 ). 

Both the mentally ill and the poor are 
all too often victims of disparaging atti- 
tudes on the part of the larger “successful” 
Society. Psychological damage to healthy 
self-esteem is a prevalent feature of psy- 
chiatric patients in general, and in partic- 
ular of those whose disturbance is com- 
pounded by feeling themselves to be eco- 
nomic failures in an affluent nation, The 
very embarking by this country, therefore, 
on the broad programs to combat mental 
illness, mental retardation and poverty sig- 
nifies some reversal of emotionally harmful 
disparagement toward the many who are 
thus burdened, and may thereby help, in 
terms of public attitudes, to bring about a 
generally more health-conducive climate, 
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ON THE TREATMENT OF THE POOR 
JOE YAMAMOTO, M.D., ann MARCIA KRAFT GOIN, M.D. 


Formerly, only the relatively affluent and 
sophisticated were aware of the possibil- 
ity of outpatient psychiatric treatment. To 
the poor, psychiatry meant humiliation and 
certain incarceration in an “asylum,” The 
concept of treatment in a psychiatric con- 
text, if it was recognized at all, was as- 
sociated with frightening and at times pain- 
ful physical methods. 

The revolutionary changes in mores and 
manners of the last few decades, the in- 
creasing dissemination of psychiatric in- 
formation (and misinformation) through 
the mass communication media and the 
use of psychiatric themes in popular en- 
tertainments of every sort have changed 
all that. The change, of course, has not 
been complete. There are still many who 
find the stigma of psychiatric treatment 
unacceptably forbidding. An indication of 
the magnitude of the shift in public atti- 
tude, however, is the fact that in our clinic 
an average of 100 people request appoint- 
ments for psychiatric consultation each 
week, Thus, we feel, the question which 
has concerned others interested in the 
treatment of the poor—of how best to en- 
courage lower-class patients to seek psy- 
chiatric treatment—has to a large extent 
answered itself, The more exigent question 
would seem to be how to treat such a pa- 
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tient once he has asked for help. 

Hollingshead’s and Redlich’s book Social 
Class and Mental Illness enumerated many 
of the difficulties inherent when a lower- 
class patient meets a middle-class doc- 
tor(9). Differences in values, means of 
communication and methods of expression 
are thought to lead the doctor and patient 
to reject each other, The result is that few 
patients remain very long in treatment. As 
Haas describes it the “patient listens with 
faint heart and half an ear to the psy- 
chiatric intonations, and the psychiatrist 
hears with cynical and paternal indulgence 
the recital of the lower-class patient”(7). 

That lower-class patients are not con- 
sidered suitable for the usual psychody- 
namic psychotherapy has been substantiat- 
ed by reports from many clinics. Lief, et 
al., in the Hutchinson Memorial Psychiat- 
ric Resident Clinic, accepted for therapy 
only 50 percent of all applicants, and Brill 
and Storrow accepted 57 percent of their 
applicants(11, 4). Rosenthal and Frank rec- 
ommended hospitalization for 67 percent of 
their applicants and referred only 17 per- 
cent for individual psychotherapy(13). 
Schaffer and Meyers also found that upper- 
and middle-class patients were preferred 
by those working in their clinic for assign- 
ment to psychotherapy (14). 

Heine and Trosman in their work ex- 
plored the patients’ expectations about 
therapy and related these to the length of 
time the patients continued in treatment. 
They demonstrated that those who con- 
tinued: 1) expected to be active partici- 
pators in the psychotherapy sessions and 


2) wished to get advice or help in changing 


their behavior rather than medicine or di- 
agnostic information(8). These two atti- 
tudes are not commonly present in those 
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who seek help in our clinic. Recognizing the 
many obstacles inherent in planning a 
treatment program for the poor, we have 
been trying to determine how best to deal 
with the majority of this group who are not 
candidates for psychodynamically oriented 
psychotherapy. 

Problems are encountered in dealing with 
lower-class patients that are not prevalent 
in the private practice of psychiatry, For 
example, three out of every 10 people who 
telephone for appointments for psychiatric 
evaluation at our clinic fail to keep them. 
A study of 200 people who telephoned for 
appointments showed that it was the lower- 
class patients who most frequently failed 
to follow through(1). We later telephoned 
some of these people, hoping to discover 
why they did not keep their appointments. 
Unfortunately, only a few of them could 
be reached, due in part to the extraordi- 
nary mobility of our clinic population. Very 
few of the people we talked with had 
found help elsewhere. This is in striking 
contrast to the patients in Brandt's study 

63 percent had found another 
_ source of psychiatric care and thus were 
_ considered “pseudo-rejectors” of ther- 
_ apy(3). Some of those whom we tele- 
_ phoned said simply that they had changed 
_ their minds. Others said that they lacked 
bus fare, or were unable to find a baby- 
sitter or that their cars had broken down. 
= Empirically, then, whatever practical, 
cultural, ethnological or sociological fac- 
tors may be responsible, the lower-class 
patient does not meet middle-class stan- 
dards of reliability and responsibility, Clear- 
ly, any treatment method which depends 
upon the existence of these traits will fall 
short of success, 

When a lower-class patient enters a psy- 
chiatric outpatient clinic for the first time, 
what kind of psychiatric treatment does he 
want to receive ? We recently asked a num- 
ber of our clinic patients to fill out a ques- 
tionnaire indicating whether they wanted to 
be given medication or advice or whether 
they wanted an opportunity to talk about 
themselves and their problems and thus 

gain some measure of self-understand- 
ing(6). Much to our surprise more than 
half of these patients indicated a desire 
to gain self-understanding. This, at first 
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glance, could seem to suggest the exist- 
ence of an inexhaustible reservoir of can- 
didates for psychodynamically oriented 
psychotherapy among the lower socioeco- 
nomic groups. Unfortunately, one can pre- 
dict with some accuracy that the goal of 
self-understanding will seldom be achieved 
in this group, since the majority of these 
same patients expected their treatment to 
be completed in less than 10 sessions. In- 
asmuch as we have not yet reached the mil- 
lennium of instant insight it seems un- 
likely that such a brief period would be of 
much benefit if the acquisition of self-un- 
derstanding is the goal. 

The critical importance of time in the 
lower-class patients’ thinking about psycho- 
therapy is borne out by Garfield’s and Wol- 
pin’s report of their experience at the Ne- 
braska Psychiatric Outpatient Clinic(5). 
They, too, found their patients to be sur- 
prisingly sophisticated about certain as- 
pects of psychotherapy, but they had at the 
same time naive notions about the requisite 
duration of therapy. They believed the 
necessary time to be very much shorter than 
did their therapists. 

It is interesting to scrutinize our patients’ 
expectations of the probable duration of 
therapy even more closely. In another 
study, 40 patients were selected and of- 
fered 10 therapy sessions each, We fol- 
lowed the course of treatment carefully, 
and noted the number of sessions each pa- 
tient actually attended. The average was 
4.7 sessions, 

Each patient was asked beforehand how 
many therapy sessions he expected he 
would need to attend. There was very 
good agreement between the number of 
anticipated sessions and the number ac- 
tually attended. The concept of the “self- 
tullling prophesy” appears as valid here as 
it is in certain other circumstances. Or is 
it? Is it possible that the therapist in some 
indirect or unknowing way caused the pa- 
tient to terminate his treatment? Certain- 
ly this is a valid question, All that can be 
said in reply is that we believe that each 
therapist consciously wished the patient to 
attend all 10 sessions, 

Therapy which is directed exclusively 

ward the accomplishment of long-term 
goals in the far-distant future is ill con- 
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ceived, because in the far-distant future 
the patient wili be elsewhere, As Albronda 
and his co-workers found when they of- 
fered psychotherapy to all comers, 42 per- 
cent of the patients made less than 10 
visits(2). Albronda and his group em- 
phasized the importance of making “each 
patient contact with the clinic a therapeutic 
one. 

How significant are the lower-class pa- 
tient’s expectations about the sort of treat- 
ment he will be given? We have men- 
tioned that about one-half of the patients 
questioned said they wanted to talk about 
themselves and their problems and thus 
understand themselves better. When put to 
the test, a few patients really seemed to 
want to pursue this rather abstract end. In 
most cases it soon became clear to the 
therapist that this professed desire for self- 
understanding was a pseudo-sophistication 
about the manner in which psychotherapy 
proceeded. 

In actual practice, what the average pa- 
tient wanted was not a general understand- 
ing of his intrapsychic conflicts, but a direct 
solution to a specific problem. How, for 
example, could a patient stop drinking too 
much, or taking narcotics or beating his 
wife or children? How could he stop feel- 
ing nervous all the time? How could he 
prevent his wife from leaving him? Fre- 
quently these were people who had difficul- 
ty controlling their impulses. Our prob- 
lem was not to encourage a more direct 
expression of their feelings but, on the con- 
trary, to help them repress these feelings. 
Neurotic inhibitions were rarely an issue. 
These observations, too, must be considered 
in the planning of a therapeutic regimen. 

In psychiatry we emphasize the value 
of the relationship between a patient and 
his doctor, This is a conception derived 
from the private practice of psychiatry 
where certain middle-class values are more 
or less similarly accepted by the middle- 
class patient and the middle-class thera- 
pist. Since the reactions and values of poor 
patients are different, it seems reasonable 
to ask how the doctor-patient relationship 
should be changed in order to best serve 
the needs of the poor. Many changes are 
necessary in order to offer therapy con- 
gruent with their values. 
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First, the concept of intensive, individual 
psychotherapy should be largely aban- 
doned. Most poor patients are not s 
such treatment; rather, they want immedi- 
ate “symptomatic” relief. We as psychia- — 
trists have been slow to recognize this fact. 
This is understandable, In a way, an anal- 
ogy can be drawn with the current situa- 
tion in medicine generally. Most of us 
would prefer that everyone had his own 
personal physician. With increasing urban- 
ization and mobility of our population this 
ideal seems more and more difficult to 
achieve. Those in charge of emergency 
rooms are finding that the number of pa- — 
tients seeking nonemergency, general med- 
ical care in their facilities is skyrocketing. — 
There, patients seek immediate relief of 
their ills from a nameless, faceless phys- 
ician and seem quite satisfied. 


FOUR KINDS OF MODIFICATION 


Some, perhaps, would say that psychiat- 
ric care is only appropriate for those who 
are motivated to undergo long-term psy- 
chodynamically oriented psychotherapy. 
The implications of this statement are that 
either a large number of patients will not 
be treated at all, or that something will 
first have to be done to alter their motiva- 
tions. The other, and to us, far more real- 
istic alternative is to modify our psychiat- 
ric treatment. The modifications which we 
have made in our clinic fall into four cate- — 
gories: 1) we have modified intake pro- 
cedures; 2) the model of individual ther- 
apy has been altered; 3) group therapy is 
being encouraged ; 4) minimal supportive 
therapy with psychopharmacological agents — 
is being used in certain cases. 

In the past, our routine intake proce- 
dure was to allocate one hour for each new 
patient. Since one-third of our patients fail 
to keep this initial appointment, we have 
found it advantageous to schedule 14 or 
15 new patients for every 10 physician 
hours available. Occasionally one of our 
physicians may have to see two patients in 
one hour, but the saving in professi 
time makes this compromise well worth- 
while. More recently, 


group intake procedures. 
this because we are convinced that many 
who apply to the clinic are neither suit- 
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able for nor desirous of individual therapy. 
Many of these patients may be channeled 
directly into group therapy. Others are 
satisfied with two group sessions, and this 
is the extent of their therapy. Because so 
many of our patients are strongly oriented 
toward the present, we would like to see 
them all within a few days of their request 
for an appointment. We recommend that 
this be done when possible. Unfortunately, 
in our clinic we are frequently unable to 
see patients as soon as we would like, be- 
cause of the rapidly increasing number of 
applicants. 

When we set out to modify the type of 
individual psychotherapy in use in our 
clinic so that it would better fit the needs 
of the poor, we felt the key was a flexible 
response, with each session viewed as pos- 
sibly the last one. Our patients expect 
therapy to be brief, to involve active 
counselling and direction by the therapist 
and to be directed toward the relief of 
specific problems or symptoms. We have no 
Procrustean wish to make the patient fit 
the treatment. We are not surprised when 
one-sixth of our patients do not return 
after the initial visit, Since we accept this as 
so, we try to help the patient from the 
very beginning. We know that the average 
patient will be seen only six times, We 
believe that in each of the sessions we 
should and can give active help, assurance 
and comfort. Our assumption is that with 
a little help the patient will again resume 
his usual modes of coping. 

We recognize that the help which a 
therapist can give such patients is limited 
under these conditions. As one of our psy- 
chiatrists commented, “What we are doing 
is not much different from what a good 
family doctor of the old school might have 
done.” In many cases this is true. In other 
cases we use psychodynamic knowledge in 
addition to the horse-sense of the family 
doctor. We see some patients for a few 

minutes, others for the standard 50-min- 
ute hour. Patients may be seen several 
times a week, weekly or less frequently, 

Group therapy is conducted in various 
ways. The frequency, length, techniques 
and goals vary. Some patients attend Teg- 
ularly scheduled sessions. Others are given 
the opportunity of attending group therapy 
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sessions whenever they feel the need. 
This seems to provide support for certain 
patients who need to know that help is 
available, but who fear the intimacy of 
individual therapy. With this latter group 
of patients the therapeutic milieu is ex- 
tended to the waiting room. A volunteer 
serves coffee to the patients and helps to 
stimulate social interaction. The concept of 
the hospital as a therapeutic community 
in which all personnel play a role in treat- 
ment has been described by Jones and 
Main(10, 12). We are trying to apply this 
philosophy to an outpatient setting in our 
clinic, 

We do not believe that all group therapy 
must be insight-oriented. On the contrary, 
we have formed groups for the express 
purpose of providing them with emotional 
support, guidance or the opportunity of 
interacting with other people. Toward this 
end, the groups may be time limited and 
last three or six months. In one experimen- 
tal group, the emphasis was òn the per- 
formance of manual activities in the occu- 
pational therapy unit. Coffee and refresh- 
ments were served and the atmosphere 
was relaxed and social, Seventy percent of 
the patients who participated in this group 
felt that they had benefitted by the ex- 
perience, When they were subsequently 
placed in a more traditional group therapy 
situation, they were much less enthusiastic. 

We have 22 groups meeting currently, 
10 of which are with residents who do psy- 
chodynamically oriented group therapy. 
The Temaining 12 groups are with psy- 
chiatrists, psychologists and psychiatric so- 
cial workers who offer therapy which may 
be educational, or may emphasize social 
Testoration or a supportive group relation- 
ship. These groups may be limited to the 
original six to eight patients, or may be 
Open, with patients leaving treatment and 
being replaced by new ones, 

To complete the Picture of services of- 
fered, we have a follow-up clinic, In essence 

1s a situation where selected patients 
are offered minimal supportive therapy 
and Psychotropic drugs as indicated, The 
appointments are not rigidly scheduled 
and we hope these patients feel free to 
return as they need to do so, Although 
we do attempt to have the same physician _ 
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see the patient, we feel this is not vital. At J.: Failed Psychiatric Clinic Appointments 
times, the patient’s doctor may not be Relationship to Social Class, Calif. Med. 
available and another doctor will take his 99:388-392, 1963. 

place. Many of the patients have been * Albronda, H. F., Dean, R, L., and Stark- 
chronically ill and it is a source of amaze- weather, J. A.: Social Class and Psycho- 
ment to see this group of patients respond. therapy, Arch. Gen. Psychiat. 10:276-283, | 


Some of these people who would other- RSNA 
wise have required hospitalization have B pranda ge: ee oe eee 
been able to remain in their homes. Natu- 4, Brill, N. Q., and Stores Social 


rally some have already been in hospitals Class and Psychiatric Treatment, Arch 
j and are seen for aftercare. Gen. Psychiat. 3:340-344, 1960. ' ; ` 
1 5. Garfield, S. L., and Wolpin, M. : Expecta- 
f “pat i A A tions Regarding Peychotherapys J. Nerv, 
| e poor patient with his special needs Ment. Dis. 137:353-362, 1963. 
requires special psychiatric treatment. In 6, Goin, M. K., Yamamoto, J., and Silverman, 
the past, clinics have not considered this J.: Therapy Congruent with Class-Linked | 
fact and have rejected them too often as Expectations, Arch. Gen. Psychiat., in press. . 
unsuitable or unmotivated. We have 7. Haas, K.: The Middle-Class Professional 
learned some treatment techniques in lis- and the Lower-Class Patient, Ment. Hyg. 
tening to our patients and in considering 47:408, 1963. y 
8. Heine, R. W., and Trosman, H.: Initial 


the contributions of others. Thus we have R l 
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clude changes in administrative procedures 9. Bolasi aa Baand Re 4 
such as appointment scheduling and in York : Wiley, 1958. l 
efforts to create a warm, friendly social 10, Jones, M.: The Therapeutic Community. 
context in which to offer help. We have New York : Basic Books, 1952. . 

modified group therapy and have focused 11. Lief, H. I, Leif, V. F., Warren, C. O» . 
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supportive B with fae as indicated Psychotherapy and Sool glass, Arch. Gen. 
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: enthusiastic than those of our professional 44 Rosenthal, D., and Frank, J. D.: The Fate 
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health doctors or govemment of- 
ficials who are involved in one way or 
another with their lives), One is along the 
Pacific coast, drawing upon native white 
and Negro workers or Mexican workers, 
and moving from southern California up 
along to Washington and back as the har- 


and moves northward in a 
wide arc, terminating in states like Min- 
Michigan or 
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sands, hungry, fearful and confused, across 
the continent in search of a decent chance 
of work. Their fate—on their sharecrop. 
per farms or in migration—has been moy- 
ingly described by Agee, Steinbeck, and 
Carey MeWilliams(1, 20, 21, 29). 

While many of these people also moved 
into the city, many others remained loyal 
to their competence in farming by taking 
jobs as fruit pickers and vegetable har- 
vesters in the expanding farms dedicated to 
those crops in California, in the Midwest 
and in Florida. With rapid transportation 
by train and truck and refined methods of 

igerating these once perishable com- 
modities, there had developed in the period 
after the first World War a large-scale in- 
dustry of growing fruit and vegetable pro- 
duce—once, of course, grown locally by 
farmers near the cities they supplied(2, 
26, 27, 32, 34). As these new farms—and 
the packing houses attached to them- 
came into being they required workers to 
plant and gather their crops, then pack 
and load them on waiting boxcars 
and trucks, The farms themselves were 
Scattered over great distances, and in keep- 
ing with the changing seasons, over en- 
tire regions of the nation. To work on them 
men and their families would have to 
be willing to move regularly and some- 
times frequently, too. 

Nor do these people have the most com- 
fortable lives, in comparison to the way 
most of us live, In large measure they live 
in adequacy—Iet alone com- 
fort—leaves much to be desired(3, 13, 14, 
16, 17, 28, 30, 31, 33). Often they are 

» Fat-infested, one-room hovels with 
Improper sanitation. In them live large 
ies, sleeping at close quarters on cots 

or on the floors, often eating without uten- 
sils on the same floor. If some of these 
live more comfortable lives, many 
conditions which a paper like 

cannot hope to describe fairly. How- 
ever, in general what most migrants share 
is more than occasional exposure to poor 
bad Sanitation, a diet poor in vita- 

and protein, inadequate medical care, 
continual movement—and consequent lack 
of firm association with any particular 
community—a very limited income, and & 


lack of eligibility for a number of privi- 
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Jeges many of us either take for 
consider “rights”—the vote, a 
library card, unemployment or 
efits, minimum wage protection, 
Such political, economic, social and cul- 
tural facts affect the lives of these 
influencing the way they act, their 
themselves in relationship to others 
them, the assumptions they make 
the world. Such facts also become psycho- 
logical forces as they bear down and help 
shape the thinking of children, the behav- 
ior of parents, the experiences of both. We 
cannot dwell on them here, but 


work. In many ri 
mental” forces significantly determine the 
way migrants touch and feed their children, 
toilet train them, bring them up to get 
along with one another and themselves 
they grow and develop. 

As much as anything our task was to see 
how these “external” facts became trans- 
lated into internal ones, of fantasy, dream, 
action and personality development. 
introduction, therefore, to such 
ric research must somehow make 
mention of its necessary and 
ship to sociological and 
observation as well as 
edge(9, 10, 11, 15, 18, 19, 36, 37 
simply a matter of seeing the 
social system on people. It is one 
how, out of historical events in 
political and economic system, 
system has d with its 
ture and frame of mind. Migrants, 
have a subculture even within that 


Poor, including their own nonmigrant 
tives, 
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provide living quarters for—migrants and 
have had considerable experience and dif- 
ficulty with them and their habits of liy- 
ing. We spent a good deal of time talking 
with county agricultural agents in Florida 
and some northern states, learning the his- 
tory of agriculture (and hence migrations 
of people to support it) in the various 
counties and states, We talked with some 
school teachers who must try to educate 
migrant children and visited schools where 
they are taught(12). We also talked with 
certain social workers who come into sig- 
nificant contact with these people and with 
those from church groups who, again, 
have come to know and tried to help these 
people while others of us have scarcely 
heard of them and their kind of existence. 
Eventually we selected ten families for 
more intensive study. Six of them were 
Negro and four white, all part of the east- 
ern seaboard migration. We interviewed 
these mothers, fathers and children over a 
period of two years, Some months we vis- 
ited them weekly at home, On later oc- 
_ casions we followed them in their migra- 
_ tion northward, traveling in buses and 
trucks with them or in two instances in 
family cars. We lived with two Negro 
es and one white family for two 
weeks each, We tape-recorded our inter- 
views and with young children both played 
games and placed heavy emphasis on draw- 
ing and painting pictures, We photo- 
graphed homes and their interiors, fields 
and the way bodies and hands must pos- 
ture themselves in them to harvest their 
crops, or buses and trucks with their dense 
“Joads,” so that we might document such 
conditions of existence and study their 
meaning to the people who live under 
them, work under them and move about 
under them, 


MIGRANCY : A STYLE OF LIFE 
Our primary interest has been with the 
relationship between the “outside world” 
and the growth and development of the 
migrant child’s mind. Migrant farmers live 
a kind of life that asserts itself upon their 
infants and children and emerges once 
again in adults able to live with its de- 
mands. Just as we noted in our work with 
_Negro children under the severe and threat- 


ening stresses of school desegregation(5), 
we must emphasize that the extreme pov- 
erty, the cultural deprivation and social 
fragmentation, in sum the uprootedness 
which characterized their lives falls not 
suddenly upon them (as it does upon the 
observer who tries to comprehend their 
manner of survival) but as a constant fact 
of life from birth to death, summoning 
therefore a whole style of life, a full range 
of adaptive maneuvers. Perhaps if we 
take a migrant child at birth and follow his 
life along we will best combine the telling 
of the migrant’s life with the psychody- 
namic developments in it of primary con- 
cern to us as psychiatrists. 

Infancy. In only two of the ten families 
we studied were the children delivered by 
doctors(24). The rest of the mothers re- 
lied upon midwives or simply relatives and 
friends. Frequently a pregnant mother re- 
turns “home” (where relatives—parents, 
brothers and sisters, even cousins—main- 
tain a permanent residence) to deliver a 
baby. In many instances this is not possi- 
ble and children are delivered wherever 
the mother happens to be, often enough 
“on the road,” that is, in the course of trav- 
eling for working purposes, We were struck 
by the casual attitude toward childbirth 
displayed by these mothers and their com- 
mon knowledge of how to deliver children, 
remove the placenta, tie and sever the cord. 

Many of them are quite afraid to deliver 
their babies in a hospital, fearful that the 
child in some way will be “hurt.” For 
example, one of our mothers remarked 
that, “They say it’s cleaner there and safer, 
but I tried it once and I got scared to 
death and my baby didn’t behave good. 
He cried more and didn’t take my milk so 
easy.” While many also complain that 
they simply have not sufficient money to 
pay for good medical and obstetrical care, 
it seems clear that even were such facilities 

ree to them, their substantial fear, sus- 

Picions and superstitions would have to 
be overcome—and perhaps some accom- 
modation on the part of the doctors and 
hospitals be made in keeping with the 
migrants’ cultural attitudes towards child- 
earing and rearing, 

Aus, migrants seem much less self-con- 
scious about pregnancy and childbirth 
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“than not only middle-class families but 
many of the urban poor we have met in the 
"South, both Negro and white. Though we 

observed some discrepancy between white 
and Negro families in this regard—the Ne- 
groes less shy or embarrassed—we also ob- 
served some discrepancy between poor 
whites we knew in Atlanta and New Or- 
leans, or indeed on small farms in Georgia 
and South Carolina, and the white migrants 
we studied. 

During the prenatal period the mothers 
constantly refer to their pregnancy even 
well before it is obvious. Other children are 
told about the fact as soon as menstruation 
stops. We heard one mother tell her four 
children, “We is getting a baby again, 
“cause I don’t bleed no more.” As her 
abdominal wall swelled in later months the 
children would often come up to touch 
and fondle it, even to talk to the baby in- 
side, We saw similar behavior in the other 
families we came to know. Moreover, likely 
as not, the mother would wear little or no 
clothing in the early morning and even- 
ing hours. The mothers frequently wear 
heavy clothes during their work in the 
fields—pants, rubber boots and rubber 
guards on their knees to protect them dur- 
ing stoop labor—and are sometimes relieved 
to be rid of all clothing at home. Thus, the 
unborn child is publicly “seen,” felt and fol- 
lowed along as he grows in the womb. 

Many Negro migrant women—we di 
not notice this in whites—at this time be- 
come more religious, going with special 
frequency to the various churches that 
flourish among them. Names such as “The 
One and Only Church of God” and God's 
True House of Faith” describe the more 
evangelical and customarily passionate 
among them. In addition more conyention- 
al denominations send ministries to mi- 
grants, and these ministries come perhaps 
into closer and more directly helpful con- 
tact with them than any other segment of 
“our” population with the exception of cer- 
tain public health service doctors, nurses, 
social workers and dietitians. 

The increase in church attendance was 
attributed by several mothers to a desire 
to ensure a baby who would survive preg- 
nancy, be born without complication a! 
live. The loss of children due to miscar- 


a 


riages, the mishaps of difficult deliveries or 
the various untreated diseases of the first 
days and weeks of infancy are very much 
on the minds of these women. 

Likely as not the child is born at home, 
in the presence of his brothers and sisters, 
or if a first child, his “father.” ( Many Negro 


migrants do not formally marry, or may do — 


so after several children have been born.) 


Of course, there may be several “fathers” — 


to a given family of children, though the 
current husband is almost always called 
“father” by all children and his name is 
assumed, Since residences and schools alike 
constantly shift, this is an easier practice 
to follow than in the cities or rural areas 
where some of these same customs hold 
for nonmigrants, but with less formal co- 


operation from the society. White migrant — 


families are much more likely to have a 
common father. 

From the first day of birth the new child 
eats and sleeps with the rest of the family. 
Migrants quite often live in one-room 
houses, small shacks which are built to 
cover people with a roof rather than help 
them divide their activities and time with 
one another in certain ways. The children 
are breast-fed, and so fed for a year or 
more without any other food, except per- 
haps soft drinks which are introduced in 
the first months. There is little of the 
modesty one sees in our predominant cul- 
ture, and again even in the poorer sections 
of it. Children of five and six may fondle 
both baby and breast during the feeding 

od. There is no concept of a schedule 
of feeding. Infants are often brought to 
work, watched over by their brothers and 
sisters or grandmothers; their mother is 
summoned when the child cries, there to be 
fed with little interest in covering the 
breast from anyone nearby. 

The infant sleeps with his mother for 
the first few months, then is entrusted to 
the considerably older children, if there 
are any, rather than any siblings one or 
two years older. In such cases girls of five 
and six become quite occupied with in- 
troducing food to the child, playing with 
him, clothing him. If there are only very 
young children, the infant still will likely 
go to the oldest of these almost as a 
or birthright. We have seen es 
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in families, younger children “belonging” 
to various older ones. 
The young child sleeps with the other 
children—if he is a first or even second 
child he or she may sleep with his or her 
parents until enough children come to war- 
rant a second bed or cot or sleeping bag. 
The infant thus grows and becomes a child 
in the midst of the constant physical pres- 
ence of others—their noises, smells, ac- 
tions and habits. He is constantly touched, 
held and seen by them and thus receives 
that sensory—especially tactile—stimula- 
tion, or we might say, metaphorically and 
literally both, that kind of nourishment. 
The growing child of one or two responds 
to such an environment by talking and 
moving about with ease. He is often 
naked, allowed to be so and encouraged 
to be so. Since his parents follow the sun 
in pursuit of work made possible by the 
sun, he is usually quite comfortable with- 
out clothes, He is not toilet trained until 
he is well able to walk outside his house— 
usually in the second year, though some- 
times well into the third year, The outside 
world is often his toilet, the nearby land 
of trees, thickets and grass. Many of these 
children have never been in a house that 
has a bathroom, never seen a bathtub or 
sink. The mothers tend to be fairly firm 
once they have decided to train the child. 
They or one of their other children quick- 
ly carry him outside, where he can contin- 
ue, or if he is finished he may be left there 
a bit alone, told not to come in and pre- 
vented from doing so. That is a harsh 
fate, a cruel exile for children so constantly 
close to others. From what we can see, 
they rapidly seem to get the point. On 
the whole, then, toilet training seems to be 
accomplished quickly, without great self- 
consciousness on the part of anyone, in- 
deed rather smoothly and effectively, 
Childhood. The children are allowed 
great freedom in moving about—their very 
inheritance—as they leave the infant and 
baby years to become walking, talking boys 
and girls. They are extraordinarily respon- 
sible for one another. They feed one an- 
other, clothe one another, sleep together 
and often work together, following their 
parents at picking in the fields as they be- 


come seven, eight or nine and thus old 
enough to do so. 

These homes have practically no print. 
ed matter. Many migrants are illiterate, 
They do not read newspapers. They do 
not even receive mail. Their children fast 
pick up their parents’ words, but they 
come to school with little preparation for 
books, maps or pictures, The walls of their 
homes are barren. Some of them, however, 
have seen a good deal of television. On 
the road they often cannot have it, because 
they are in homes unequipped for electric- 
ity. In Florida the same may hold; but 
it may not if they live in certain camps or 
housing compounds. The first thing pur- 
chased is a television set; and the children 
become utterly taken up with it for a 
while. After a while the enthusiasm seems 
to subside and then stop altogether, 
enough so that the set is ignored for long 
spells. We wondered how the children— 
and for that matter their parents—respond- 
ed to the comfortable world of America 
as it entered their world, We soon learned 
that they seemed to respond to it as “our” 
children do to adventure stories, science 
fiction or plain comic strip stimulation of 
dream and fantasy. 

For example, one child of six told me 
he would some day board a rocket to the 
moon, and on the way “get off to see the 
cities up there.” Questioned earnestly by 
us about the existence of cities on the 
moon, he explained to us that he meant the 
cities and the life in them he saw on tele- 
vision and passed by—at small but sig- 
nificant distances—in his travels with his 
Parents, 

Particularly revealing are the drawings 
these children do at five and six or eight 
and ten, They compare markedly with draw- 
ings we have seen from Negro and white 
children in middle-class child guidance 
clinics or poorer homes in the South. When 
asked to draw Pictures of themselves they 
consistently sketch their brothers and sis- 
ters with themselves. When asked to limit 
themselves to a drawing of themselves, 
they hesitate, seemingly confused or para- 
lyzed, or use the crayons in helter-skelter 
fashion that results in no picture at all. 
They seem very much afraid of being 
alone, of asserting on paper or in the 
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games we played the kind of individuality 
rather commonly sought by children from 
different backgrounds. 

For example, a seven-year-old boy was 
asked what would happen to a soldier we 
isolated from other soldiers in a game we 
played together. He said he would die of 
starvation. (“Hed better get back fast or 
he wont eat and that'll end him”) All 
such games showed the children anxious to 
have groups of soldiers close together. 
There were no isolated leaders, and when 
we tried to establish their presence the chil- 
dren wanted them back with the others, or 
feared for their lives. They seemed unable 
to command their imaginative resources for 
situations that found people on their own. 

The games and drawings also gave us 
some indication of how these children felt 
about themselves in relation to nonmi- 
grant children. They are, of course, well 
traveled ; though they do not moye on the 
main highways or the planes and trains 
the rest of us use, Still, with their parents 
they see the land and its people, and 
from their parents they get a series of no- 
tions about others. “I tells my children we 
feeds the rest of the children,” one mother 
told us. Another mother constantly told 
her children that the alternative to their 
kind of life was “trouble” or “no food and 
going to jail.” Several parents frequently 
remarked upon the good fortune of being 
able to get what work they did as har- 
vesters. The children were reminded that 
they had cousins whose parents didn’t 
work at all, and “they takes to drinking 
and fighting all day long.” 

The children thus sense that they and 
their parents do something important for 
others, that those others have a better but 
distantly unobtainable life, that the alter- 
native to the migrant life is not that better 
life but one even worse than the one they 
know, full of danger and pain, and that 
their present life (whatever its trials) 
serves to keep them and their families 
from not only external hardship but inter- 
nal disintegration. $ 

How do the children tell us such ideas? 
They are obtained, of course, over time 
from their parents and from their own 
developing sensibilities. After knowing us 
for several months one child was finally 


able to formulate (and confide that formu- 
lation of) her impression of the life of city 
children. She drew a house so large as — 
to cover almost the entire paper, then — 
filled it with furniture. There was only 
one small window. The furniture seemed | 
so abundant as to be a logjam. I had a sheaf — 
of her drawings showing her own house; 
it had many windows and walls so drawn 
as to leave spaces that ranged from crey- 
ices to gaping holes. She invariably filled 
“her” houses with six, seven or nine peo- 
ple, but never any furniture. (She was 
one of six, her mother was pregnant, and of 
course with her father there were nine in 
the family.) We noted that the walls on 
the city home were scrupulously and thick- 
ly crayoned—and in red, instead of brown 
and black, The girl was telling us that she 
knew that other children lived in more 
solid, perhaps brick houses, less exposed 
and open to the wind or rain, filled with 
tables, chairs and beds she knew she did 
not have in her own, When we asked 
about the people who lived in the urban — 
home, they slowly took on shape at her 
hands ; parents and two children, all bigger 
and stockier than her own family, She had 
to draw them, incidentally, on another 
piece of paper, there being no room for 
them on the first piece. The house and fur- 
niture had monopolized all the space. 

We have consistently similar drawings 
from other children, and as they become 
nine and ten, they can speak their obser- 
vations more readily. One little white boy 
of seven emphasized his own kind of liv- 
ing (its rootlessness) by spending con- 
siderable time on the kind of foundation 
(including an elaborate cellar) he gave 
to the houses he imagined nonmigrants to 
have. A migrant child of nine explained 
the differences between his family and 
many others as follows : “We has to k 
moving or we don’t eat except from relief, 
if they give it to us . . . They have the 
work near their houses, and they has it all 
the time . . . They takes the pictures on 
TV in their homes, because most people 
can recall them and there aren't but a few 
of us, so we aren't there on the picture.” 

‘As migrant children become four and 
five they learn their mothers’ wishes and © 
develop the controls necessary for 
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later life. The power of police, traffic lights 
and other rules of the road are recited by 
their parents to them as they move along. 
Children are physically punished—hard 
and mean at times—for taking food not 
theirs, for squabbling with one another or 
failing to execute assigned tasks promptly 
—fetching water from a pump, holding the 
baby, feeding the dog. (Stray dogs abound 
in migrant camps, and are by no means 
ignored. One public health doctor said to 
us, “They may symbolize what they think 
of themselves, because they sure take care 
of them and feed them whatever they 
have to eat.”) Older children are trained 
to follow after their parents, harvesting in 
the fields. They must learn how to pick 
tomatoes or pluck beans, and if they be- 
come slow or careless they are hit and 
shouted down. We have noticed that when 
punished in the fields they are very often 
hit by hand on their legs. It is leg work 
and hand work that makes for harvesters. 

By the time a migrant child goes to 

school he has been taught his do’s and 
don'ts, to fear certain others, to get along 
with people in certain ways. Impulsive- 
ness, self-assertion, rivalrous expressions 
and envious feelings tend to be strongly 
discouraged at home, but allowed children 
as groups, that is, in conjunction with 
brothers and sisters. Thus, groups of chil- 
dren can fight other groups, or envy one 
another openly so long as it is done col- 
lectively, Mothers show great warmth and 
open affection, kissing and fondling their 
children, rubbing the skin on their arms, 
but also quick anger toward them and se. 
vere punishment, most often slapping ac- 
companied by shouting. Rarely is one 
child punished alone ; often the mother will 
remind the others that they, too, have 
done similar wrongs in the past—and will 
in the future. 

Very significant, we thought, was the 
absence of grudges in parents. A pun- 
ished child will likely as not be embraced 
seconds or minutes after being punished, 
almost we sometimes thought as part of it. 
The result seems to be a sharply defined 
sense of limitation or restriction, one that 
does not spread into general shyness or 
inhibition. This may explain what many 
observers of migrants notice, their capacity 


to change moods and behavior so rapic 
ly: they can be fearfully, grimly sik 
(especially before the “strangers” of ou 
world) and then quickly joyful and talka- 
tive with one another. “Their moods d 
last,” a nurse told us. We suspect that th 
early training sets the stage for what th 
will later need, a highly developed sense 
of flexibility in their personalities, an al 
ity to manage the constant restrictions of 
the external world, but still not succumb. 
to the apathy and despair that wo 
fatigue and immobilize them. In a sen 
then, there is a “bounce” to the way thes 
children are punished that teaches them 
fast recovery from a slap as well as specific, 
responsive obedience to it. 

Much of the hardest punishment g 
into confirming the child’s sense of s 
mission to the nonmigrant world, or p 
sivity before it. There is a striking diff 
ence in the relationship between the ch 
and his family “at home” or in travel, a 
the child at school, in the fields, even on 
the streets. At home the children play to- 
gether easily and warmly. They are ve 
free with their parents, and their parent 
with them, Open expression of love a 
demonstrations of it are seen. In children 
of eight and nine when one might expe 
otherwise, we hear boys talk openly 
wishing to marry their mothers, girls 
wishing to marry their fathers. There S, 
later on, a substantial incidence of step 
father-stepdaughter sexual liaison, and 
those between fathers and daughters have 
been noted by social workers who ob 
serve both white and Negro migrants, Two 
mothers told us that such happenings 
not rare, but were frowned upon and 
teported about as the “events” they ap 
parently are: “It goes on sometimes, I 
think ‘on the road’ if the mother is ge 
ready to haye a baby, or something like 
that . . . I don’t think it goes on a lot. No, 
it shouldn't, but it does sometimes ; mayb 
on account of drink, and you kind of 
frustrated,” j { ; 

In point of fact the rigid incest barri 
that hold for middle-class families seem 


ing and sleeping practically on top of 
another despite their invariably large size 
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Their children are much less secretive, re- 
sort to much less furtive and symbolic man- 
euvers to express their attachment and di- 
rect love for their parents, and also their 
anger. Yet, in contrast to such physical in- 
timacy and propinquity, openness of feeling 
and of anger, closeness of relationship be- 
tween children, when migrant children 
meet many people on the “outside” (as 
their parents are apt to refer to anyone 
from a teacher to a farm manager) they 
often appear isolated, guarded, withdrawn, 
suspicious and apathetic or dull. 

Thus, in many respects migrant children 
are brought up to have two rather explicit 
ways of responding to the two worlds of 
their family and “others.” Though of course 
all children learn a version of that kind of 
distinction, there is a contrast to the two- 
fold behavior in migrant children, a sharp- 
ness to that differentiation, that is quite 
special. It is at times uncannily as if they 
had two sets of attitudes, two personalities, 
one for their family, one for the rest of 
the world. 

From childhood straight into adulthood. 
Migrant children become migrant adults 
with no ceremony, or time to be not quite 
either, so as to consolidate the one before 
taking up the other. If ever we as psy- 
chiatrists need to realize how much “youth” 
is a social and cultural concept as much as 
a matter of strict chronology, our acquaint- 
ance with migrant children is to be recom- 
mended, There are two elements that mark 
the beginning of adulthood in the migrant, 
and when both are fulfilled, he or she is 
an adult, and so treated by parents, broth- 
ers and sisters and neighbors. These are 
experience in working the fields and the 
onset of puberty. 

By p ee migrant children—all of 
those we came to know—have put in con- 
siderable time at harvesting whatever crops 
their parents have worked at. In some 
southern states school times used to be 
adjusted so that children could help with 
cotton or other crops, and by no means 
has that practice yet vanished for many 
sharecropping regions. With migrants there 
is an even greater possibility for school 
schedules to yield to the needs of work: 
though states may insist that children with- 
in their territorial limits attend school, mi- 


grants tend to shuffle in and out of towns, 
counties and states, making it hard indeed 
for any regulatory agency to keep track 
of them. The children may spend most of 
the winter and spring in one Florida 
school, or they may move about from one 
school to another, or not attend any school 
for very long. Dropouts among even the 
more “stable” migrant population—those 
who do less moving about—tend to be 
high in the junior high years, 

At 10 to 12 the children start becoming 
adults physiologically ; many of them have 
already been working for several seasons. 
It is not long before they marry and have 
children. Brides of 14 and 15 are common, 
and their husbands are likely to be the 
same age or not very much older, 

Before actual marriage the young men 
and women may live with their families 
and travel with them, but clearly at 12 to 
14 they are “on their own time,” as 
mothers described the fact that their sons 
and daughters were going out at night, 
and often staying out. They were also 
earning money and keeping it rather than 
turning it in to their mothers. We noted 
that sexual maturation seemed to trigger 
the social and economic independence of 
the child with great speed. We wondered 
about the “defensive” nature of this fast 
departure, whether the highly crowded liv- 
ing conditions made a sexually aroused 
young man or woman “too much” for his 
parents to bear. The parents told us that 
they felt that migrants tended to “marry 
earlier” than sharecroppers, and certainly 
part of the explanation is the ease with 
which older migrant children can often make 
at least some money, and the fact that mi- 
grant farmers need their children rather 
less than do sharecroppers, whose children 
must help their parents work the land even 
when married, often for no money at all. 

Young adulthood. Married couples and 
parents, workers and housekeepers, young 
migrant men and women (at 16 or 18, for 
example) do have their “platter parties” 
when they can join record machine with a 
source of electricity. On their way to work 
at six in the morning they can be seen 
literally dancing in the streets or pathways, 
often with a beer or two before they get on 
the buses which take them to the fields. 
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Often their first child is given to the ma- 
ternal grandmother as a kind of “present,” 
though slowly the mother accepts respon- 
sibility for the baby, and with it for adult- 
hood itself. 
Many of the younger migrants try very 
hard to break out of the migrant stream to 
venture into cities for jobs, or at the least 
buy a car on time, which means they can 
travel by themselves rather than in the 
crowded trucks and buses that many of 
their parents may have to use—tired as 
they may be of depositing money for used 
cars that soon break hopelessly down, In 
_ large numbers they seem headed for disap- 
pointment. In our observations, it is not 
only their lack of education and the un- 
employment which afflicts their segment of 
the economy-serious problems indeed. 
They themselves are at once afraid when 
they approach the city, many of them un- 
aware of just how to obtain work there. 
Moreover, we have talked with many ear- 
nest young migrant workers who are re- 
pelled by the prospect of sitting week 
after week waiting for jobs that do not in 
any case seem forthcoming. They are 
made anxious by the sight of relatives, 
friends or simply fellow human beings 
drawing relief (as migrants they are inelig- 
ible for it until they establish criteria for 
residence). Part of the explanation for 

eir common anxious reluctance to join 
the ranks of the urban unemployed is per- 
haps based on fear of the city and its per- 
vasive “authorities,” and a developmental 
reliance upon the movement of travel, and 
farming done during it, for a sense of their 
own identity and self-respect. 

One migrant (aged 17, with two chil- 
dren) told us his feelings as follows: “I 
tried the city for a job, and I moved in 
with a cousin, and no go. . . They was all 
on relief and I was supposed to get on 
when I could, after applying; but we 
got tired of waiting, and we just left one 
day . . . I'd rather keep ‘on the season’ 
and feel right than sit all day as they do 
and do nothing.” There were several psycho- 
logical themes in this and other interviews 
with him: his awe and confusion before 
the complexities of bureaucratic procedure ; 
his fear of the city, its people, will and 
customs; his restive inability to accom- 
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modate himself to a passive, idle, “tak. 
ing” posture in contrast to the one he 
grew up to know—the energetic, kinetic, 
changeable and active one of migrants. 

Young migrants, like their parents, show 
few inhibitions over sexuality. They have 
grown up with it, heard and seen it from 
their first days. Their parents have never 
seen fit to restrict their love-making to 
private or relatively secluded places. ( They 
are generally not to be had, anyway.) In 
the evening hours as the children play 
noisily with one another, their parents 
have sexual relations. We noticed, how- 
ever, that many young childless couples 
preferred privacy from their parents for ` 
such times—not always available while in 
transit. The woods are then often used. 

Finally, we noticed a gradual change in 
mood or spirit in youthful migrants. At 20, ` 
at 22, they are full-fledged adults—we 
would call them “older” migrants. They 
have lost much of their interest in the pos- 
sibilities of another kind of life ; they often 
move about by themselves, no longer at- 
tached to their families and little interested 
in seeing and visiting them even when near 
them or migrating with them; they are car- | 
ing for their own children. They have set- 
tled into the curious combination of indus- 
try and initiative (needed to keep moving 
over such distances, to keep working at such 
back-breaking work), lethargy and de- 
Spair (reflected in their faces, their gestures, 
their way of slow movement, flattened 
speech, infrequent merrymaking). “We 
keeps going,” said the father of one of 
our ten families, “but it ain't a good time | 
like we once thought,” 

: 


THE PSYCHOPATHOLOGY OF MIGRANT LIFE 


„Having discussed some of the more 
significant features of growth and devel- 
opment as it takes place in migrant farm 
families, we might now mention—in the 
limited fashion allowed us at this time- 
some of the medical and psychiatric prob- 
lems particularly evident in these people. 
We have already noted the high infant 
mortality rate, From infancy through 
childhood a host of illnesses, uncorrected 
deformities and congenital abnormalities 
or developmental disorders face the chil- 
dren; any psychiatric study cannot exclude 
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such facts from a discussion of the sources 
of migrant psychopathology, 

Striking to us is the evidence in our ten 
families, and in our work as a “general 
practice” physician beside the public health 
doctors, of tooth decay in children; of 
uncorrected disturbances of vision; of re- 
peated ear infections that have resulted in 
faulty hearing; of valvular heart disease, 
congenital and rheumatic, associated with 
impaired circulation of blood; of continual 
parasitic diseases that produce diminished 
appetite, weakness and anemia; of vitamin 
deficiencies based on faulty eating habits, 
many of them from aversions as well as 
poverty or lack of availability; of chronic 
diarrheas, chronic fungal diseases of the 
skin, chronic tuberculosis; of untreated or 
poorly treated chronic and recurrent venere- 
al diseases ; of chronic kidney and bladder 
infections ; of muscle pains and bruises, or 
bone injuries or back diseases brought on 
by working conditions; of nerve palsies. 

We find it difficult to see how such ill- 
nesses can help but affect the minds of 
people regularly suffering from not one but 
in all likelihood many of them. Fatigue, 
insomnia, loss of appetite, trouble in 
breathing or walking, pain, itching, bleed- 
ing, blurred or double vision, hardness of 
hearing are some of the symptoms of these 
diseases, and their psychological effects up- 
on people will be appreciated. : 

To view the more formally psychiatric 
disorders seen in migrants, we must see 
much of their behavior—as with all of us— 
as an attempt to adapt to (cope with) the 
particular kind of life which is theirs. We 
see little sense in taking middle-class social 
and cultural standards and transposing 
them to migrant families as measurements 
of their “normal” or “abnormal” behavior. 
While it is true that many migrants share 
an American citizenship with us all, their 
living conditions and habits have a quality 
all their own. i 

This said, we can, however, take notice 
of the breakdown of adiernast n ere 
people, and try to indicate when it seem 
to happen and why. Migrant children gen- 
erally start life with strong support from 
mothers who predominantly breast-feed 
them for long, unanxious periods over many 
months, and offer constant affection and 


tenderness to them. Their toilet training is. 
largely casual, basically unconcerned with 
time, frequency or specific place, though 
gradually firm on the distinction between — 
house ‘(or vehicle) and the “outside,” — 
Children learn to get along closely with | 
brothers and sisters but scrap easily with 
other children; they are punished quickly 
but without prolonged residual hostility and — 
allowed both to be openly affectionate 
and angry toward their parents. They are in 
contrast taught rigid controls before non- 
migrants, and fear of them also. 

What we see in migrant children, to — 
some extent as a result of this, is a preser- 
vation over the generations of a certain — 
soundness of mind, self-confidence and — 
self-esteem in one set of circumstances, in 
company with a rigid, anxious, fearful way — 
of engaging with another set of circum- — 
stances. Thus, we have seen little to no 
childhood schizophrenia in migrant chil- 
dren, very few of the temper tantrums and 
bed-wetting complaints commonly seen in 
middle-class child guidance clinics. We — 
have seen no specific “learning problems’— — 
again so frequently seen in those clinics— 
because the entire culture of the migrants 
has a “learning problem” built into its whole 
way of life—work taking precedence over 
residence, let alone schooling, and parents 
basically tired and illiterate having no ca- — 
pacity to stimulate a taste for education in — 
their young. j 

On the whole these children, at five or — 
six, seem cheerful, spontaneous, affection- 
ate to one another and relaxed, in spite of 
their frequently poor physical health and — 
the comparatively hard life they and their — 
parents must live. We feel, therefore, that — 
there are positive forces at work in their 
family life that give them initial psycho- — 
logical strength to face the world. 

However, bit by bit over time this initial $ 
stamina faces challenges and threats. Physi- 
cal health deteriorates—the first sight of '. 
some of the teeth, squinting eyes, infected 
skin and bent backs of “young” migrants 
in their 20's confirms that fact—but of 
course further diagnostic examination and 
tests are required to establish the extent of 
the deterioration. The tight-knit, isolated | 
protection. that migrant living offers chil- 
dren yields to the demand that the child, in — 
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his early teens, establish his own livelihood, 

matriage and capacity to “keep going” 

(literally as well as metaphorically ). 

At this point migrants often develop a 
variety of “symptoms” or ways of thinking 
and feeling which indicate their response 
to the cumulative stresses of their kind of 
existence. They may drink heavily before 
or after work, using the cheap wine and 
beer they can afford to dull their senses 
in the face of, or in the wake of, their long 
hours of harvesting, They may become 
nasty and violent with one another, just 
as when children they were allowed to 
be toward neighbors. They often become 
careless and hurtful toward the homes 
furnished them by the farmers, destroying 

_ screen doors, stopping up the central 
plumbing facilities of a camp. Some may 
call such behavior “accidental ;” but many 
farmers, in our opinion, are correct in 
sensing the barely submerged hostility and 
resentment at work in these people. Our 

interviews indicate that the migrants don’t 
Specifically “intend” to damage property, 
but are aware of feeling overworked and 
underpaid and carry those feelings around 
with them fairly constantly. When, after 
many months, we hesitantly “interpreted” 
_ for several of them a connection between 
those feelings and their way of not car- 
ing for property, we met surprise and 
denials, followed several days later by ad- 
missions from two of the five migrants that 
they did in fact consciously kick doors or 
walls at times—and thus might well do 
cc similar deeds without even knowing 
why. 

Apathy, gloom and severe depressions 
are seen in many migrants. We have seen 
a number of depressions severe and crip- 
pling enough to be considered psychotic, 
In fact we have seen seven cases of psy- 
chotic behavior recognized as such by 
migrants and reported to us by members of 
the ten families we studied, They are people 
who are called “different,” yet they work 
and are generally tolerated, Incidents of 
wildly dangerous behavior, suicidal and 
homicidal, have been reported to us, but 
never witnessed. Rarely, except for crim- 
inal reasons, do these people see psychia- 
trists or even mental hospitals, even when 
grossly schizophrenic. We thought two of 


our 17 adult informants (three of the 
homes were fatherless and without a con- 
tinuing husband) psychotic, that is—in 
comparison to the others—guarded, de- 
pressed, hard to follow in thinking and in- 
appropriate in mood. The hazards in such 
determinations, however, still puzzle us, 

Migrants are particularly likely to use 
such psychological mechanisms as denial, 
projection and suppression. They favor 
conversion reactions (we saw paralyses 
and seizures which made no neurological 
sense) and tend to express a good deal of 
their anxiety or despair in somatic form 
(and language, too). “My blood is weak,” 
or “my stomach is weary” may express 
depression and tension but also tell of 
episodes of bloody stools and gastritis. It 
is hard to separate the various causes and 
effects in such cases; but we have seen 
chronic complaints revive, summon a new 
interest in people whose reserve of energy 
had been depleted by a hard day or a 
disappointment—loss of a baby, break- 
down of a car, 

Of practical interest in a discussion of 
migrant psychopathology is their common 
refusal to eat oranges, grapefruit, ‘oma- 
toes, cherries—the healthy foods they so 
desperately need. Even when they hear 
earnest and effective dietitians correlate 
in simple, stark language the relationship 
between their eating preferences and 
habits and their own and their children’s 
ailments, many stubbornly refuse to make 
changes in their diets. Ignorance is surely 
one part of the explanation, but our inter- 
views suggest that another part is a strong 
aversion to eating what they must live by 
and work upon. In several cases we saw 
teal revulsion at the mention of eating or 
serving a tomato or orange—a real kind of 
fear, as if in some way all the anger they 
felt at having to harvest those foods for a 
living would eventually come to haunt 
them and live in them if they were con- 
sumed, 

It is our impression that many migrants 
seem to have constructed a split in their 
Personalities which results in two distinct 
Personality styles. With their children 
and husbands or wives thev will often be 
warm, open and smiling. Av work, with 
strangers and often with one another while 


traveling or even walking the streets, they 
are guarded, suspicious, shrewdly silent or 
sullenly calculating in what they do have to 
say; and sometimes clearly apathetic, 
humorless or even bitter, resentful and 
touchy. Such alterations in mood and atti- 
tude appeared to us as grim and striking 
examples of the capacity of the human 
mind to respond to its environment and 
keep itself intact by developing a high 
order of ability to divide itself severely and 
categorically. Nowhere in our years with 
these people did we hear this put better 
than by the mother of one of our ten 
families: “We switches back and forth, 
from being in a good mood to a bad 
one because you learns how to travel and 
you just make your head travel with you, 
so you gives yourself and the kids a break 
from the field.” 

The problem of differential behavior in 
white and Negro migrants had to be con- 
sidered by us. There were definite differ- 
ences between the six Negro and four 
white families studied along such vari- 
ables as promiscuity (higher in Negroes), 
duration of breast-feeding (longer in 
Negroes), tendency toward open expres- 
sion of anger toward one another, by 
word or deed (higher in whites), distance 
covered in yearly migrations (higher in 
Negroes), number of children (slightly 
higher in Negroes). 

We felt that in the important respects of 
viewing the infant as a rare and thus 
specially valuable possession (to be nour- 
ished well indeed in the early months), of 
generally having a “permissive” attitude 
toward toilet training, of attitude toward 
education, toward the time their children 
became adults and toward themselves in 
contrast to the world, the two sets of 
families largely resembled one another. 
Other observers have told us that in some 
cases white mothers are not as warm wi 
their infants, stricter with their children 
later and prone to more pervasive de- 
pression—including more overt antisocial 
violence-when so disposed. (Of course 
whites in the South can behave more ag- 
gressively “in public” than Negroes, regard- 
Tess of class or occupation. ) eke 

Our observations, however, tend to indi- 
cate that migrants, including white mi- 
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grants, have developed certain characteris- 
tic attitudes on the basis of their work and — 
travel habits. The constant movement, the 
threat of social chaos, the cramped living — 
and traveling, make for common problems 
and remarkably similar responses to them 
which separate to some extent migrant 
behavior from that of the rest of the 
poor(4, 11, 14, 18, 19, 22, 25). Indeed, we 
are in general perhaps ill-advised to lump 
millions of poor people together—at least 
psychologically—on the basis of their com- 
mon relative lack of income. 

In our work with southern families 
caught up in the various crises of de- 
segregation we have had occasion for a 
number of years to work with poor Negroes 
and poor whites, in both rural and urban 
situations(5, 6, 7). We certainly have spent 
a good number of months observing share- 
croppers and small farmers, again of both 
races, Migrant farmers once were mostly 
poor farmers, They are still poor and they — 
are still farmers, but they are also mi- 
grants, As such there is a specific social — 
and cultural condition to their lives, and — 
a specific psychological stress and chal- 
lenge, too. If poor people have their own 
culture grounded in the life and laws of — 
the slum or the rural village, migrants 
do not share in it—though they may of 
course carry some of it with them in what 
they do possess, a life of mobility that 
calls forth its own variation of habits and 
practices, surely resembling the way poor 
people live more than middle-class peo- 
ple, but also different from both. 


CONCLUSIONS 

On the basis of our observation we draw 
the following conclusions : 

1. Migrant farm workers comprise—by 
the hundreds of thousands—a vastly ig- 
nored subculture whose work is essential 
to our well-stocked tables, but whose lives 
are often simply not known to most of 
us. There has, for example, been no psy- 
chiatric study of how these people man- 
age such strains as constant movement 
with its social and cultural disorganization, — 
economic hardship, political disenfran- 
chisement and the personal and familial 
conditions of uprootedness in general. 

2. This psychiatric investigation finds 
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4 decisions affecting their 
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that in order to adapt to such unusual 
facts of environment, migrants turn their 
isolated, mobile life inward, becoming 
guarded and suspicious toward outsiders 
but, in compensation for a rootless life, 
exceptionally close-knit with their young 
children. They tend to be unusually warm 
and stimulating with their infants and 
rather lax about disciplining them. They 
so treat them that there appears to be 


_ Significantly less hostility between the 


children, much of it channeled toward 
other families as well as the world in 
general, which is seen as unfriendly and 
separated 
from families, eyen within the migrant 
culture, so that the price for cohesion with- 
in the family is isolation and alienation 
from others, 

8. Migrant children 


progressively learn 
a sense of their own 


we 


television viewer. Their draw- 
play in games as well as 
their words indicate that they see them- 
less able to make 


4. Migrant chil 
cultural accompaniment to physiological 
adolescence that we call “youth.” They go 
directly into adulthood, ‘with its work, 
marriage and parenthood, in their early 
teens. 

5. Migrants tend to be not only distrust- 
ful of others, but even hostile brka 


6. Migrants develop a variety of psy- 
chiatric illnesses, Especially are they sus- 
ceptible to mood swings, violence toward 
one another, heavy drinki g and a severe 
kind of apathy, with loss of appetite, 
aimlessness and indifference which may 
or may not go on to a more severe clinical 
depression, with suicidal Preoccupations or 


paranoid thinking, 


7. The physical health of these people 
is generally quite poor, with a host of 
diseases plaguing their skin, muscles, blood, 
vital organs and nervous system from birth 
to death. These diseases also affect the 
minds of those so afflicted, causing anxiety, 
fear, irritability and excitability, with- 
drawal and moodiness. 

8. There is an urgent need for closer 
study of the lives of migrant farmers, and 
the problems in such a study are to some 
extent indicated. We can only conclude 
this study by remarking upon the extra- 
ordinary resilience shown by many of these 
people. The exertion of will they can 
muster—under the conditions of life they 
have as their very own—calls for further 
Psychiatric study into how people man- 
age stress and preserve, as well as lose, 
some of their psychological stability and 


human dignity, 
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The public health aspects of psychiatry 


include such problems as the incidence and 


prevalence of psychiatric disorder, whether 
d or not; the nature 


diagnosed and treate 11 
of mental illness as a phenomenon of social 
process; the study of methods of psychiat- 
ric care; the study of factors which in- 
fluence a person’s entry into the psychiatric 
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treatment system; and the problem of re- 
search methodology in the study of mental 
illness, particularly the definition of a 
“case” and the identification of variables in” 
relation to psychiatric disturbances which 
lend themselves to description, measure 
ment and validation (8). hs 
‘A number of programs in teaching public 
health psychiatry have been developed | 
recent years, for the most part in sel 
of public health(3). Since this particula 
field of specialization is still relatively 
programs have been strongly influen 
by the special interests of their faculty ant 
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_ therefore show considerable variation in 
content and emphasis, However, the in- 
creasing importance of organized commu- 
nity services in psychiatry has been of prac- 
tical importance in shaping curricula of 


700 science approach to problems of psy- 
tric illness and care, Thi 


Ith, medi- 
and behavioral concepts 
relevant to health and disease(2), 

‘The teaching of public health and social 
science principles is based on theoretical 
considerations about the nature of mental 
and the social roles of psychiatric 


im- 


different in character and in therapeutic 
response, or is this again a class-biased 
failure of perception and acceptance ? 

How people perceive their own psy. 
chiatric problems and how they and others 
close to them react will influence what is 
done about seeking any kind of help or 
deciding against doing so. It has been es- 
tablished that problems regarded as psy- 
chiatric by mental health personnel are not 
always perceived as such by persons hav- 
ing them. The latter may instead regard 
them as a physical disorder, religious con- 
cern, disturbance of personal relationships 
requiring counseling by social workers, 
psychologists or marital counselors, no 
problem at all, or not a problem for which 
help of any kind is indicated(5), 

In order to study the psychiatric needs 
of any group of persons, it is important to 
take into account their perceptions of their 
own problems, what they think should be 
done about them and how they respon! to 
opportunities for help. The lowest socio- 
economic class (Hollingshead’s Class V) is 
the population group which has been 

ind least accessible to psychiatric or any 
kind of medical help. Their inability to 

use of psychiatric treatment, par- 
ticularly psychotherapy, is assumed to be 
upon a relative or apparent lack of 
interest in their own psychological pro- 
cesses and a pervasive suspiciousness of 
authority, including the authority of physi- 
cians, It has also been Suggested that phy- 
sicians’ attitudes and social class distance 
een pist and lower-class patient 
may be a contributory, possibly even a 
causal, factor in psychotherapy failure with 
patients, 
È Persons in the lowest socioeconomic 
are regarded in many ways as alienat- 
ed from the dominant culture of our soci- 
ety. Certain personality differences have 
been pointed out, such as superficial emo- 
control of aggressive and 
sexual impulsivity, attitudes Bi distrust and 
thority, tendencies toward a 
grea of concrete thinking and 
monn interest in abstract thinking and so 
This is, however, a class which bears a 


Particularly heavy burden of personal, so- 
cial and health problems, Here we find 
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researchers 
multiple problems. The use they make of is generally agreed among 
CA community services is out of pro- the family initially responds to aa 
portion to their representation in the gen- dent's by pse normalizing 
eral population. They make disproportion- om av patient presumably 
ate use of the emergency room in the — psychiatric treatment 
general hospital, of the state mental hos- until s Eara pattern 
pital and of community social and health — pas words, oey, family 
agencies. They are a heavy drain the a. A pe — doi 
financial resources of a community critical factor G pushes 
of their great needs for welfare assistance. tient toward ayer epee bekovi 
Despite the heavy expenditures on services a Trasa ne siahol. a 
for this population group, they do not oi by differential 
seem to be able to improve their situation, tolerance apse eee oper 
either materially or with respect to their ously defined aga fwar 1 
physical and mental health. They — — hospitalize processes 
make effective use of the services a eal oo moped by 
able to them(10). vhe bef oy decide on hospitaliza- 
“PATHWAYS” TO PSYCHIATRIC TREATMENT an en largely boen ap ea 
Our second area of interest in = ej perv a has tended to 
public health psychiatry is the arg the subtle nuances of the accom 
“pathways” to psychiatric treatment, _— process itself, In particular, 
find that illness alone does not set chan dogree to which the patent is instrumental 
on the path to a roa pauvo ME foring he a s hand in decisions 
other factors appear operate grossly underestimated. 
criminating manner. These are cer phar oh all too clear that families often relate 
in the psychological structure of to patients in ways which themselves may 
dividual, or within the dynamics ay appear to be a form of group re 
interaction, or within a value raspe de- but which may also represent a system 
social group. Notions of “tolerance 0i ci mutual accommodation and social sup- 
viance” require oro port. nt. 
actual “accommodative” patterns i which The supportive poose which 
the individual relates to his social 7 prob- patient from _treatment 
The importance of the “pathway? tween the manifestation of es siare 
lem derives from the discrepancy, » Jefin atric symptoms are a far more Pa deve 
“objective” £ mental illness and the in- rae age el fail to understand 
ing a case ol ance” n 
ividual’ We need to inherent 
dividuals self- that supportive processes 
know a good more about the condi- 
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phasis on situations where 
mary group, his family, has been © meh place the problem of desi : 
factor in the decision that les tP red services for a population on piaspod 
By and large, this approach rational 


tions under which persons i k- 
care. In the Midtown Manhattan Study, " 
cite one striking example, it was found that reverse cart and hone by 
75 percent of persons identified as psy q 
chiatrically impaires had enti enough of) p ikagrer 
i psychia treatment restorative influence 

aoe rrezarch, much of it sociological 

sclfcreferrals- and self-decisions in favor of 
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ORGANIZATION AND COORDINATION 
OF COMMUNITY RESOURCES 


Finally, and of particular current im- 
portance, is the problem of the organization 
and coordination of community resources 

in behalf of the mentally ill. Demonstra- 
_ tion programs have revealed the conflicts 
and tensions which arise when serious ef- 
_ forts are made to involve community agen- 
_ cies and professional personnel in collabo- 
| rative activities, particularly in the care of 
the severe forms of mental illness(4). Pro- 
grams tend to develop in general in re- 
sponse to the needs of particular pro- 
_ fessional groups, with little consideration 
_ given to the over-all picture, Agencies and 
institutions become absorbed in their own 
programs and their own ways of profes- 
_ sional practice and seem to have little en- 
ergy or thought to spare for neglected 
_ groups in the community, even though they 
_ present similar problems. 


ices, 
It may be worth noting that the con- 


ea 
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g. 
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punishing the 
_ others. Agencies which define their Bog 
_ tions in terms of “treatment” almost invar- 


_ment,” (examples are public health nursing 


hospitals), do 
comparisons of 
sheep and goats among their patients. 

It has been said that an agency can 
have an effective treatment program only 
if it controls its own intake, and this is 
probably the crucial distinction, Agencies 
which by and large do not selectively con- 


i 


k 


trol their admissions usually carry out a 
Supportive program in which response to 
need is not too highly differentiated, in 
- which few demands for active participa- 
tion are made of patients and in which 
services tend to be offered on a categorical 
rather than a highly individualized basis, 
There is a clear relationship between the 
personal involvement of a therapist in the 
outcome of his technical procedures and 
the ascription of importance to the re- 
sponse of patients to these procedures, 

We do not question the values of highly 
skilled, individual case services. However 
it does seem important for a community to 
have professional people who are interested 
in all kinds of problems on an over-all 
basis for all persons in need of any kind 
of psychiatric care, Such an interest is in 
the major tradition of public health prac- 
tice, In psychiatry, we need to do more 
to develop personnel with public health 
training who are equipped to explore 
methods of practice with the otherwise 
neglected. 


SUMMARY 


We have discussed a teaching program 
in public health psychiatry from the point 
of view of a number of relevant issues in 
community practice and research, We have 
particularly stressed problems and issues 
in each of three areas, i.e., unmet psychia- 
tric need, Particularly in the lowest socio- 
economic class, paths to treatment and the 
question of why people do or do not make 
use of psychiatric facilities and finally, the 
difficult and relatively new area of com- 
munity organization and coordination of 
community resources for the complex vari- 
ety of psychiatric disorders, 
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THE NAVAL MEDICAL OFFICER AS A PSYCHIATRIC PATIENT 


RANSOM J. ARTHUR, M.D. 


The hospitalized physician with a psy- 
chiatric illness has been the subject of 
recent reports from large clinics which 
draw patients from the entire nation or 
even from abroad(3, 4). Factors such as 
expense may weight such samples in favor 
of older, fee-dependent practitioners as 
contrasted with younger doctors or individ- 
uals in salaried positions who may or 
may not have an equal risk of developing 
psychiatric disorders as do their older or 
more affluent colleagues, 

A population of physicians defined at 
risk in terms of certain important demo- 
graphic variables such as age is readily 
provided by the Medical Corps of the 
United States Navy. In recent years the 
Medical Corps has had an average active 
strength of approximately 3,500 doctors, 
of whom only one-third (32,7 percent) have 
had five years or more of active naval 
service. The current selective service sys- 
tem has insured the virtual universal liabil- 
ity of physicians for military service. 
Consequently, the Navy, like her sister 
Services, takes in each year hundreds of 
young physicians from the whole country, 
representing every medical school. Some 
have just finished school, others an intern- 
ship, still others a year or more of residency 
ai Ta FE = cross section of 

merican physicians in their 

Naval medical oo 


tively prompt recognition of disability, 
For example, in the Navy there is a daily 
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accounting for everyone’s whereabouts and 
activities, and there is frequent contact 
with others. 

In the belief that the study of the men- 
tal disorders of the military doctor, par- 
ticularly the physician in his early career, 
would illuminate some important aspects 
of certain hazards of the medical profes- 
sion, the U. S. Navy Medical Neuropsy- 
chiatric Research Unit, San Diego, Calif., 
undertook, as part of a continuing study 
of the epidemiology of nervous and men- 
tal disorders in the naval service, a detailed 
examination of the records of all medical 
officers hospitalized in naval hospitals for 
those disorders during the three calendar 
years of 1960 through 1962. Forty-two out 
of 44 records were available and were 
utilized. In addition to the analysis of the 
cases, certain follow-up data were ob- 
tained on those officers remaining in the 
service as of January 1, 1964, 


RESULTS 


First admissions during the three-year 
period for the entire Navy and Marine 
Corps for Class V diseases (nervous and 
mental) totalled 23.995, of which 357 
were officers in the grade of Navy lieuten- 
ant (officer grade 3) and above. The 
average annual admission rate was 9.7 per 
1,000 active strength per year for all per- 
sonnel. The admission rate (Class V 
diseases) for officers, other than medical 
officers, of the rank of lieutenant (0-3) 
or above was 2.4 per 1,000 per year. The 
admission rate for medical officers, essen- 
tially all of whom are lieutenants (0-3) or 
above, was 4.15 per 1,000 active strength 
per year during this period. The average 
physician strength was 3,368. The sick days 
per case for medical officers with a psy- 
chiatric illness averaged 62.5 days of 
hospitalization, 

The patients ranged in age from 25 to 

, with a mean of 32.6, Seventeen were 
over 32 years old. All were white males. 
Their rank distribution was approximately 
the same as for the Medical Corps as 4 


TABLE 1 


“Background Characteristics of Navy Medical Officer 


Patients and the Medical Officer Population 


PATIENTS ALL MEDICAL OFFICERS 


NO. OF NO. OF 
CASES PERCENT CASES PERCENT 


Rank 
Rear Admiral 0 0.0 13 0.4 
Captain 5 11.9 548 16.7 
Commander 2 43 210 6.4 
Lieutenant 
Commander 6 14.3 218 6.6 
Lieutenant 29 69.0 2291 69.8 
Totals 42 3280 
Length of Service 
‘Less than two years 22 52.4 834 39.2 
Two to four years 8 19.0 1285 25.4 
Five years or more 12 28.6 1161 35.4 
Totals 42 3280 
Type of Duty 
Ship 9 24 473 146 
Shore (includ- 
ing foreign) 33 78.6 2802 85.4 
Totals 42 3280 
Marital Status 
Married 28 66.6 
Single 11 26.2 
Divorced 2 4.8 
Unknown 1 24 
Total 42 
Social Class of Origin 
l 1 45.2 
ll 9 214 
lil 3 71 
WandV 0 0.0 
Unknown 11 26.2 
Total 42 


whole. Lieutenants, of course, predom- 
inated (69 percent) among the patients, 
as they do in the Medical Corps (69.8 
percent). The majority (67 percent) were 
married, and only two divorced. Their 
most common social class of origin was 
Class I (43 percent) on a five-class scale 
of the type used by the Registrar General 
in England and Wales in the preparation 


= of his decennial report (based on occupa- 
tion only), with Class I the 


ahi 


professional 


classes, successful business men, etc. ; Class _ 
II the small business men, teachers, ete. ; 
Class III the skilled workers, minor white — 
collar workers, etc. (6). None sprang — 
from the two lowest classes (unskilled — 
workers, domestic help, etc.). Four were 
the sons of physicians, Although several 
received the M.D. degree at an early age 
(21 or 22), none was a late comer into 
medicine since none was over 27 at the 
time his degree was granted. Their regions 
of origin corresponded approximately to 
the distribution of the population of the 
United States in 1930. The percentage 
admitted from shipboard duty (21 per- 
cent), as compared to shore duty, was 
not significantly different from the per- 
centage of medical officers afloat (14.6 — 
percent) (x*= 1.762). The background 
characteristics are shown in Table 1; diag- 
nostic groupings are shown in Table 2. 


TABLE 2 
Major Diagnostic Categories of Medical Officer Patients 
and All Navy and Marine Corps Personnel Hospitalized for 
Mental Illness over a Three-Year Period 


MEDICAL ALLNAVY AND 

OFFICER PATIENTS MARINE PATIENTS 

NO. OF NO. OF 

CASES PERCENT CASES PERCENT 
_ sasssa 
Diagnosis 
Psychosis 5 11.9 2256 94 
Psychoneurosis 23 54.8 5216 21.7 
Character and be- 
havior disorder 14 33.3 14324 597 


2199 9.2 


Other 


The majority of cases fell into either 
the character disorder or psychoneurotic 
category. Relatively few were psychotic 
and only two had an organic brain syn- 
drome. The majority of the physicians, 
being young, were either general duty — 
medical officers or in a training status. 
As only five were board-certified special- 
ists, no comparison between medical spe- — 
cialties in this group of patients can 
be made. As compared to all naval psy- 
chiatric patients for 1960, the doctors in- 
cluded significantly more psychoneurotics, 
fewer personality disorders and approxi- — 
mately the same percentage of psychotics. 


0 l 
Total ‘2 23995 : 
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Two patients had made a suicide attempt 
and two had made manipulative threats of 
suicide, but there were no suicides in the 
group. All were treated with psychothera- 
apy, most with drugs but none with 
electro-shock or deep insulin therapy. 
Forty-two percent of the patients were re- 
turned to duty. Of the eight officers with 
long service, five were returned to duty 
and three retired, No medical officer had 
to be transferred to a Veterans Administra- 


= tion hospital for prolonged care, 
j DISCUSSION 
s The most striking feature of the naval 


medical officer patients was their youth. 

Their average age was 32.6, compared with 

an average age of 54 for the physicians 

ote. oe poe reasons at the 
x inic and 41 for physician narcotic 
Diane hospitalized at the Menninger 
_ Clinic(3, 4), The naval patients may be 
_ conveniently divided into two groups : 
nn ce and long-service. 

e Jong-service group consisted of 
: ent eae all of whom had more than 
years active service, Four were 

Specialists, three were flight surgeons and 


ne feelings of inadequacy. The eighth 


following a viral infecti 

recovered complete} 
ae pletely returned to 
In each case, except for the patient with 
the organic brain syndrome, the onset of 
gross psychiatric difficulties Was associated 
the aR fe of difficult billets such 

as comman a hospital or takin 

post of chief or assistant chief ithe 
_ service. The Precipitating stress for this 
group was not the vicissitudes of medical 
practice per se but rather the administra- 
tive and command responsibilities of a 


ion, 
and 


creases of alcohol consumption occurred 
as depressive feelings developed in two 
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cases, but no patient was considered an 
alcoholic. 

All were treated with individual psy- 
chotherapy and all recovered sufficiently 
to be discharged from the hospital either 
to duty or to retire to civil life. Three 
retired upon completion of hospitalization 
and the other five retumed to duty. All 
five successfully completed at least two 
further years of duty. Interestingly enough, 
three of the four who came up for promo- 
tion to the next higher rank subsequent 
to their return to duty were promoted on 
the basis of their excellent records and 
demonstrated fitness. This promotion re- 
cord stands as a refutation to the notion 
that a mild psychiatric illness is a bar to 
the service advancement of a regular 
officer. 

The short-service category included four 
young interns. All four complained of 
anxiety, insecurity, feelings of lack of confi- 
dence and inadequacy, fearfulness and 
loneliness. They also manifested somatic 
complaints such as diarrhea and anorexia, 
In each case the intern had done better 
in the first two years of medical school 
than in the last two, Each became very 
anxious when confronted during the clini- 
cal years of school with unfamiliar situa- 
tions which demanded interpersonal skills. 
When the responsibility became vast and 
clear during internship, the man’s emo- 
tional resources were unequal to the de- 
mands of the occasion, The symptoms 
were ameliorated by relief from the job, 
but three did not wish to attempt further 
naval rotating internship experience, pre- 
ferring instead to consider training in 
pathology or other laboratory skills, One 
Teturnec to duty but required further 
Pin h E Benoy He did, with 

ep, complete his obliga ervice 
i ily. p. bligated s 

The remainder of the patients in the 
short-service category were mostly reserve 

cers who entered the Navy because ol 
selective service obligations. Almost all had 

d problems o; increasing gravity even 

ore entry. For example, two of the 
physicians had practiced sexual perversions 
or many years when under tension. They 
continued to do so in the service and when 
their problems came to light they had to 
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be discharged under current Department 
of Defense instructions after a period of 
evaluation and treatment. Five patients 
had had psychiatric treatment before their 
naval service. 

Curiously enough, in the short-service 
group, unlike the long-service group, none 
of the purely military or administrative 
demands of the service, such as problems 
of discipline or command, was cited as an 
important element in the genesis of their 
disorders. The attending psychiatrists 
(from many different naval hospitals) in- 
stead saw in these many scattered individ- 
uals a dynamic interaction between a 
certain kind of personality and the im- 
peratives of a profession. Virtually all of 
the cases had a common theme: a sense 
of inadequacy on the part of the individ- 
ual in the face of his responsibilities. This 
feeling of insufficiency must be shared by 
all physicians, but most somehow conquer 
their self-doubts and carry on, doing what 
they must. The patient’s low opinion of 
his own performance was not necessarily 
shared by others. None had come from the 
lowest part of his medical school class 
and many were considered to be doing a 
good or even an outstanding job at the 
same time that they most condemned their 
own performance. Time and again in the 
past, these patients had been called upon 
by their families or by their own internal 
needs to strive to the limit of their re- 
sources, 

For example, one patient appeared to 
represent the “humpty dumpty” type of 
success neurosis(1). He was an individual 
from a rural environment who, urged on 
by a tremendously ambitious parent, en- 
tered medical school at age 17, received 
his M.D. at 21, and thereafter achieved 
in two different types 
of naval medical endeavors. In the first 
down 


he developed a paranoid th 
ings of uncertainty about his ability to 
work with patients and actual fright about 
the possibility of returning to duty. After 
treatment he showed symptomatic im- 
provement but had to be invalided. When 
seen almost two years after retirement, he 
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was unemployed after quitting a civilian 
residency program and without definite 
future plans. He was still indecisive and 
anxious. 

An ominous feature of seven cases was” 
the use of amphetamines, specifically d- 
amphetamine sulfate (Dexedrine) regu- 
larly and in significant amounts in an at- 
tempt to master through sleepless frenzy 
what was viewed by the patient as an 
overwhelming situation. One patient was- 
already an addict who had left an im- 
mense practice to join the Navy when his — 
frenetic style of life became intolerable, 
He had managed to conceal his addiction — 
to amphetamines and barbiturates at the 
time he came on active duty but con- 
tinued to rely upon them as before. The _ 
continued addiction was in spite of the 
fact that his medical workload at his base 
was not great. He fit perfectly into the 
group of physician addicts described at 
the Menninger Clinic by Modlin and 
Montes(4) in that he had had a troubled 
childhood, two stormy marriages, sexual 
problems and an unlimited 24-hour prac- 


tice. 

The other six patients who were taking 
amphetamines might well show drug ad- 
diction in statu nascendi, They had begun 
to feel that the drug was a necessity. One | 
individual began taking amphetamine 
spansules near the end of road | so 
that he would have the energy and in- 
somnia he thought necessary to complete 
his patient care, postponed paper work 
and to set his affairs in order before leav- 
ing home 1 
baie and he continued to take 75 


100 mgm. 
hat thes eight have regarded as trivial 


llusory tasks. 
st van of the high incidence of drug 
addiction in the medical profession(4), su 
drug ingestion on the part of youl 
physicians or medical students must 
regarded as extremely serious, The amph 
amines are taken in order to help master 
by extra work distressing feelings of i 
adequacy and impotence. Then barbitu- 
rates may be started to gain sleep for 
tortured body. A persistent pattern m 
be then established which seems cis 
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to dissolve permanently. The ready avail- 
ability of drugs, the extraordinary phys- 
ical, intellectual, emotional and moral de- 
mands of patient care and the striving, 
self-doubting, perfectionistic temperament 
of many physicians all combine to make 
_ habitual drug-taking an occupational haz- 
ard to health. 

~ The management of physician patients 
in a ward setting in some cases posed 
many of the problems associated with the 
= psychiatric care of “VIP” or privileged 
_ individuals(7). That is, there were de- 
mands by the patient for special treat- 
ment, premature release 


, in essence, 
the medical student 


SUMMARY AND CONCLUSIONS 


__ An epidemiological study of all medi l 
officers of the U. S, Navy who a 
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hospitalized for psychiatric disorders dur- 
ing 1960-1962 was carried out by the Navy 
Medical Neuropsychiatric Research Unit, 
San Diego, Calif. There were 44 such 
officers, making an average annual hospital- 
ization rate of 4.15 per 1,000 as compared 
to 2.4 per 1,000 for all naval officers of 
the rank of lieutenant or above. The 
hospitalized doctors did not significantly 
differ from all medical officers in terms of 
age, rank and marital status. They differed 
in length of service, the patients having 
more individuals in the less than two- and 
less than four-year active service categor- 
ies than did the Medical Corps at large. 
Diagnoses were personality disorders (33 
percent), psychoneuroses (55 percent), and 
psychoses (12 percent) ( including organic 
brain syndromes with psychosis). The pa- 
tients were treated with psychotherapy and, 
in many cases, chemotherapy. Many (40 
percent) returned to duty and are either 
currently serving successfully or have com- 
pleted their obligated time. A clinical pic- 
ture of anxiety, depression and a pervading 
sense of inadequacy and helplessness was 
commonly noted by many observers, 

e peril to physicians of utilizing am- 
phetamines to increase working time and 
energy in a vain attempt to solve inner 
conflicts is stressed, 
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For many years, the literature has re- 
ported a decrease in the incidence of 
manic-depressive psychosis, especially the 
manic phase. These reports have tended to 
lessen the index of suspicion for early 
diagnosis and treatment(11). 

A review of the case records for the past 
30 years of the author's two (senior)! asso- 
ciates does not verify this decline, how- 
ever. In addition, Gershon and Yuwiler in 
1960 were able to find published reports 
of 370 manic patients treated during a six- 
year period with the then almost unknown 
lithium method(2), indicating that these 
patients do exist. The cyclic nature of the 
illness increases the number of physicians’ 
contacts with hypomanic patients, even 
though the absolute number of such pa- 
tients may be fewer than those with other 
psychotic disorders. 

The serious consequences of schizophre- 
nia and depression are well known, The 
equally serious consequences of the hypo- 
manic attack have been less noted, and 
there may be inadequate treatment of this 
disorder. Anyone who has had experience 
with hypomania knows of the ruined 
careers, destroyed friendships, divorces, 
financial disasters, illegitimate pregnancies, 
venereal diseases, ete. which can result from 
the impulsiveness and loss of judgment 
accompanying the euphoria and hyperactiv- 
ity. The period during which a hypo- 
manic patient is amenable to outpatient 
office treatment is often shorter than that 
of depression or schizophrenia. There are 
only a few days to weeks during which 
the patient’s judgment is sufficiently intact 
to cooperate in a program Wi ich has as 
its avowed purpose making him feel “Tess 
good,” i.e., less euphoric. Until the recent 
rediscovery of the effectiveness of lithium 
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THE HYPOMANIC ALERT: A PROGRAM DESIGNED FOR 
GREATER THERAPEUTIC CONTROL 


JEROME E. JACOBSON, M.D. 


salts for the control of hypomania(1), the 
patient had to agree to the relatively un- — 
pleasant alternatives of massive doses of 
phenothiazines, with their attendant anti- 
cholinergic and Parkinson-like side effects, 
or ECT. Such cooperation was often impos- — 
sible to obtain from a patient who not only — 
was not suffering, but actually enjoying his — 
illness. The absence of disagreeable side 
effects with adequately controlled use of 
lithium salts encourages patient coopera- 
tion for the seven to ten days required. 


FORMULATION 


This study was undertaken to determine — 
whether an effective program could be 
devised to detect and treat the recurrent 
hypomanic patient early enough in each 
attack to avoid hospitalization as well as 
financial and social disorganization. A truly 
effective program would be economical for 
the patient and the psychiatrist. 

The task of evaluating the clinical status 
of the patient between attacks was dele- — 
gated to a social worker. The success of 
the program depends on the flexibility of 
the psychiatrist: a patient should be seen — 
immediately for confirmation of the impres- _ 
sion of a hypomanic episode and chemo- 
therapy started without delay. | 

Certain questions about this program — 
were formulated in advance : J 

1. Would the medications now available 
prove more effective if given at the first — 
indication of symptoms ? : 

9, Is it possible to discover a pattern in N 
each individuals reaction, so that an — 
earliest or tell-tale sign could be isolated? 
This would be in the nature of a symptom 
or sign which would be pathognomonic 
for that particular patient, occurring 
time the hypomanic state began and at no 
other time. If such a tell-tale sign could be 
found, it would serve to alert the patient, — 
the family and the therapeutic team be- | 
fore the euphoria and loss of judgment 
precluded cooperation. In a few cases 
treated over the years, such tell-tale sigas 
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for at least one attack of hypo- 
one received ECT as the 
form of treatment. Hospital stays 
from 7 to 102 days, with only a 
treated with ambulatory 
tient remained on the job 
the course of the illness. Every 
gave evidence of social or 
financial crises which included lost jobs, 
friendships, broken homes, extra- 
marital affairs and dissipation of savings, a 
The number of ECT’s required ranged ` 
from 3 to 29. Over 80 percent of this group 
were either treated for more than one attack 
or gave a history of previous attacks treated 
elsewhere. Those patients with repeated at- 
tacks every one to two years are, for the 
most part, in the two “treatment” groups, 
since they had remained under care until 
the lithium era, 

cases were seen at 


The “manic-alert” 

eee intervals by a social worker 

the patient was not actively 
under treatment. She did much ot the 
detective work of discovering the tell-tale 
signs and often was able to detect begin- 
ning mood changes and bring these to 
the attention of the doctors, saving precious 
time in initiating treatment. 

In both treatment groups all except 
the one apas whose cooperation could 
not be were treated through at 
og bey a EE mihont a 

ee ay ily or social 
adjustments. tten was the same in 
both groups. With the passage of time, 
better cooperation and the detection of 
earlier tell-tale signs had led to improved 
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- The patient was first seen in 1954 
admitted to the hospital with 


; 
a 


Symptoms typical of hypomania. His condition 
improved somewhat with the use of prochlor- 
perazine (Compazine), but he remained under 
O Aoa 
a hypomanic state 
two months’ duration which was control 
only by ECT. Between 1958 and 1962, he 
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geen for a mild hypomanic of 
Month's duration sh repo 0 lithium. 
Tn May 1964, he symptoms of urb- 


pary frequency, urgency and nocturia, He was 
examined by a urologist and scheduled 
T surgery for possible carcinoma of the prostate. 


~ When the concurrent hypomanic state was 
> relieved by LiCOy, his urinary symptoms sub- 
) Sided and an operation proved A 
biopsy later revealed no n He has 
not required ECT since 1962, controlled 


solely by medication. 
During the investigation of this case for 
“manic-alert” programs Ba ja prae 
T wife were questioned re “ ` 
His wife stated that her husband became irri- 
table and fault-finding toward her immediately 
prior to an attack of euphoria, Later, an even 
earlier sign was elicited. Normally 7e pe 
remained in bed after awakening. he 
was about to enter a hypomanic state, how- 
ever, he would get up and rustle the news 
paper and otherwise disturb the household. 
Case 2, Another patient, now 38 years old, 
has been treated over a period of 25 years for 
repeated depressive and hypomanic 
ke attempt to provada the social 
rganization Cal 
swings, he was given a series of ssopa 
‘Over a period of several years, with 
tial success, Shortly 
program was established, he was noted to be 
entering a eee 
on LiCO, and 
LiCO, daily almost continuously for over one 
Year. During this time, he has made his best 
Vocational adjustment. His “earliest sign” com 
sisted of punishing his 
rather than verbally. 
| The cases chosen for illustration are only 
two of many. They demonstrate 
important points, Since the introduction of 
the program of frequent contacts — va 
ization of medications rather than 
hospitalization, patient and 
tion has improved. There has ast 
delay in the reporting of symptoms #9 Trt 
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reduced. The pattern seen in the treated 
cases, where each patient has shown pro- 
gressively better control as experience is 
gained, tends to bear out the hypothesis 
that early use of LiCO,; is the most 
effective. 

It is not within the scope of this paper 
to describe the use of lithium salts in the 
treatment of hypomania, Because of the 
potential toxicity of lithium, anyone wish- 
ing to utilize this modality must completely 
familiarize himself with the literature. The 
work of Stromgren and his co-workers in 
Denmark(5-10), the recent reports in the 
__ British Journal of Psychiatry(3,4), and the 

extensive and exhaustive review article by 

Gershon and Yuwiler(2) must be referred 

to before treatment is undertaken. Close 

attention must be paid to the early 
warning toxicity symptoms of nausea, 
anorexia and diarrhea, In this way, the 
more serious and potentially lethal renal 
and CNS toxicity can be avoided. No cases 
_ of serious toxicity were seen in the con- 
trolled use of lithium during a five-year 
period, 
The general procedure used was to start 
_ the patient on LiCO, in doses of ten grains 
three times a day for six days. A blood 
_ lithium determination was obtained on the 
seventh day (the “day of rest”) and further 
doses determined by response, clinical 
_ toxicity and blood level, Lithium was 
~~ omitted every seventh day. Results were 
~ usually seen after seven to ten days and 
were usually associated with blood levels of 
0.7 to 1.0 MEq/L. The li ium dose was 
then gradually reduced over the next few 
weeks, either until the drugs were dis- 
continued or a level was found below which 
the patient exhibited mi symptoms, 
_ Several of the cases haye been kept on 
_ doses of 30 grains of lithium daily for 
periods up to one year with periodic blood 
tests, all of which have been below 1.0 
MEq/L. 


RESULTS 


i The systematic search for a pathogno- 
monic tell-tale sign for each patient has 
been of benefit to signal an impending 
_ attack. These signs were used as the 
sh “end-point” in what could be considered 


9 


effectiveness of the treatment seems to be. 


"as a titration of the individual maintenance 


dose, The discovery of a truly effective 
sign usually required several “failures,” i.e, 
several experiences where clues as to an 
impending attack were missed and the ill- 
ness became overt. 

The concentrated attempt to discover 
early signs and to discuss the nature and 
meaning of the illness with the patient 
and his family during symptom-free periods 
has been successful in achieving co- 
operation. On more than a few occasions, 
patients have phoned and stated that they 
or their family felt that they might be 
“getting high” and asked if they should 
begin taking lithium. Such cooperation is 
rare with the use of phenothiazines and 
almost unheard of with ECT. Patients 
soon became very sensitive to early mani- 
festations and the only errors made were 
in not heeding these clues, thus delaying 
treatment. In all cases where treatment 
with lithium was started, verification was 
later obtained that the patient was “more 
calm, more himself,” thus indicating that 
no patient was treated unnecessarily. 

The use of lithium carbonate as the 
primary treatment for the control of hypo- 
manic symptoms has been very successful. 
The specificity, rapidity of action and ac- 
ceptability of this treatment is often most 
dramatic. Several failures in patients 
treated with lithium in a different setting 
have been observed by the author. These 
patients, as well as the early failures in 
this series, did not have the benefit of an 
effective “alert” program designed to utilize 

earliest possible symptoms as an indica- 
tion to begin treatment. These findings 
tend to show that treatment initiated early 
may be more effective, thus indicating 
that the hypomanic process may become 
fixed” after a period of time. 

The utilization of ancillary personnel 
under adequate Supervision can be effec- 
tive for maintaining patient contact during 
symptom-free periods. This presupposes a 
setting in which the necessary communica- 
tion and flexibility required for immediate 
verification and treatment can be obtained, 
without the inevitable delays in obtain- 
mg appointments. The results of the two 
treatment subgroups—one utilizing a so- 


cial worker and the other a psychia 
for contacts during the symptom-free 
_ period—produced equally effective control. 
‘As the program has progressed, both treat- 
ment groups have approached 100 per- 
cent effectiveness in preventing hypomanic 
symptoms from disrupting life patterns.* 


SUMMARY 
A program is described for the rapid 
detection and control of hypomanic epi- 
sodes. This program has four salient fea- 
tures. 
1. A systematic search for a pathogno- 
monic tell-tale sign in each patient which 
_ heralds the onset of an attack. 
2. The education of the patient and 
his family to the importance of detecting 
< and reporting such signs or even suspicions 
of impending signs without delay. 

3. The use of ancillary personnel to 
maintain regular monthly contacts with the 
patient and the family during symptom- 
free periods and to provide additional 
clinical observations. This program pro- 
vides a financial saving for the patient and 
a reduction of the time demand on the 
psychiatrist while maintaining therapeutic 
efficiency. 

4. The carefully controlled, intensive 
and early use of LiCOs as the primary 
approach to alleviate hypomanic states. 
Lithium therapy approaches 100 percent 
effectiveness if used at the first sign of a 
hypomanic attack. 


2It must be emphasized that this degree of 
control occurs only when full cooperation is ob- 
tained so that lithium salts are administered at the 
time when they are most effective, i:e., at the 
initial sign of each attack. 


y 2 
‘ ‘program has proven both success- 
ful and practical for the management of a 
condition previously considered very diffi- — 
cult to treat. 
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BASIS FOR RESEARCH 


h ghee t f 
The art of investigation is the established or erroneous, everything will crumble or 


rs in scientific theories must often originate in errors 


used as a basis for reasoning are 
be falsified ; and it is thus that erro! 
of fact. 

Men who have excessive 
making discoveries, but the! 


faith in their theories or ideas are not onl 
y also make poor observations. 


all the experimental sciences. If the facts P 


y ill-prepared for 
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TWO-YEAR FOLLOW-UP STUDY OF PROTEIN-BOUND IODINE 
ELEVATION IN PATIENTS RECEIVING PERPHENAZINE 


E. H. CRANSWICK, D.P.M., T. B. COOPER, F.LM.L.T., 
anp G, M. SIMPSON, M.B., Cu.B. 


In a previous communication(1) we de- 
scribed the elevation of protein-bound io- 
dine in schizophrenic patients who were 
receiving perphenazine but who were not 
suffering from thyroidal disorder. The 
above preli investigation involved a 
small number of subjects in a longitudinal 
study and 30 patients in a cross-sectional 
study. All subjects were receiving per- 
phenazine. 

: Several other reports have since ap- 

- peared in the literature, Our findings have 
| been confirmed by Oltman, et al.(2, 3), 
and their initial data suggested that the 
elevation was dose related. Our own stud- 
ies of iodo-amino acid distribution in the 
serum of these patients(4) showed large 
amounts of the non-iodothyronine iodine 
when compared to normal controls, These 
differences were significant at p<0.01. 
Other workers have claimed that perphen- 
azine has no effect whatsoever on thyroid 


Methods. Protein-bound iodine estima- 
tions were carried out at the Long Island 
Laboratories (Flushing, N. Y.) using a 
modified Barker technique and latterly at 
this laboratory using a similar but semi- 
automated technique(7), 

Subjects, The investigations consisted of 
two longitudinal studies carried out in 


This work was supported by Public Health 
Service grants MH03031 and MH06748 from the 
National Institute of Mental Health, 

We regret the death of the senior author since 
this work was completed. All inquiries for reprints, 
etc., should be addressed to Dr, Simpson, who is 
with the Research Facility, Rockland State Hos- 
pital, Orangeburg, N. Y. Mr. Cooper is also with 
the Rockland State Hospital. 

The authors wish to thank Dr, E. Laska for sta- 
tistical analyses. 


300 


different parts of this hospital. The first 
sample (Group I) comprised a small num- 
ber of patients hospitalized in our research 
ward for a number of years. The patients 
on this ward were intensively investigated 
and observed as part of a study of the 
effects of drugs on endocrine function. The 
other sample (Group II) consisted of 19 
chronic male hospitalized schizophrenics 
from another ward. Groups I and II had 
not received medication for a minimum of 
3 months and had never had perphenazine, 
In Group II 3 baseline determinations of 
PBI were made at weekly intervals, and 
subsequent analyses were carried out at 
weekly intervals during the drug period. In 
the latter part of the study 2 weekly inter- 
val determinations were carried out. Both 
groups of patients received perphenazine 
at a dose level of 24 mgms/day. A drug- 
free period of 3 months followed: 

In addition, cross-sectional studies were 
carried out in different parts of the hos- 
pital. Only patients receiving perphenazine 
were chosen, and this was the sole criterion 
for selection; 412 control subjects were 
also chosen from the same wards. The sole 
criterion was that they had not received 
perphenazine. Of this group 37 had not 
received any drugs; the remainder had re- 
ceived a variety of phenothiazines, 

All patients who were found to have 
elevated PBI were further investigated to 
insure that they had not had any iodine- 
containing contrast media or medication 
(other than perphenazine) known to cause 
elevated PBI. 

Results. Figure 1 shows the Group I 
longitudinal study. A uniform increase in 
PBI after perphenazine ingestion is seen 
in all 5 subjects, 

Figure 2 shows patients on the same 
ward and project who have never received 
Perphenazine. The PBI determinations 
were carried out on these patients at the 
same time. No upward trend in the data is 
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PBI in Patients Receiving Perphenazine 


T Drigjiesa E Reserpine 
Placebo 
Hl Perphenazine 


Week No. 
1960 1961 1962 1963 1964 i 
ine seems little doubt that this latter was - 


seen at the time noted in the perphenazin 
eline causative agent. 
that the el 


cases, Due to the long normal bas is 
Period followed by elevation of PBI coin- These figures indicate T 
cident with perphenazine ingestion there of PBI is a prolonged occurrence. Table 
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FIGURE 2 
PBI in Patients not Receiving Perphenazine 
CI Drug Free Em Reserpine 
20 Placebo Phenelzine 


1960 1961 E a os 


la shows 5 subjects with baselin din cessati dru 
who have received one course of Senhe = ee 
azine medication and who demonstrated 4... The fact that these findings are still present in 


continuing elevation of the PBI 24 months P a ted rate Ce possibi 
letermination. 


Examples of Sustained Elevation of PBI after Drug Cut-off * 


PBI DRUG PB ELAPSED (MONTHS 4 
C PATIENT BASELINE (MONTHS) Gt 3 fea gr ri Age ni u 
m o a ee 
1 7.8 2 14.0 20.0 14.8 14.0 17.6 10.2 12.6 
2 43 3 10.4 11.9 11.0 11.2 10.4 
3 5.0 3 85 88 8.9 11.0 
4 5.3 3 8.6 87 10.1 10.6 
5 5.6 3 78 9.6 11.0 14.3 


ee ees ner 
* All patients listed in the above table have PBI values at this time In excess of 8.2 mcg/100 ml. 36-48 months since first ro- 
ceiving perphenazine, These are not included as all of these subjects have had additional courses of perphenazine. y 


TABLE 1b * TABLE 2 
Examples of Sustained Elevation of PBI after Drug Cut-off Second Longitudinal Study of Patients Receiving 
PBI MCGS/100 ML. MONTHS SINCE CESSATION OF ORUG —— Fai v 
E se WEEK STANDARD 
9.0 8 NUMBER n MEAN DEVIATION RANGE 
ae x Baseline 1 19 544 096 3.275 
84 18 Baseline 2 19 604 113 3876 
8.6 20 Baseline 3 19 57⁄4 12 3478. 
8.9 23 Perphenazine 4 19 575 104 3.87.9 
F A Perphenazine 5 19 589 122 4088 
134 24 Perphenazine 7 19 571 09 3874 
15.4 24 Perphenazine 9 19 622 0.95 4080. 
10.6 30 Perphenazine 11 19 645* 101 4782 
15.2 32 Perphenazine 13 19 641 075 4679 
u z Perphenazine 15 19 655 077 4878 
Ae si Perphenazine 17. 19. 749 09% 5602 


*Table 1b shows 14 subjects without baseline measurement Perphenazine 19 19 719 090 5.484 
Who have received perphenazine. It will be seen 2e 4 Postperphen. 21 19 6.51 0.79 4.5-7.7 
similar period of prolonged elevation of PBI is prese! patge. 23 19 6.55 112 4496 


In October 1962 a second longitudinal Postperphen. 25 19 636 104 3578 


study on 19 patients was Soren a 2 oc oa u 
detailed in Table ; f 2-8, 
2 vor an Postperphen, 31 19 721 09 5186 


It is evident that, despite the elevation Postperphen. 35 19 736 08 5688 
of the Biles iodine which occurs post-perphen. 39 19 556 089 4378 
with ingestion of perphenazine (elevation Postperphen, 4l 19 670 116 5289. 
significant after week 11) the previous high Pastporphen. 43 19 517** 073 3861 
values were not present in this group. At Postperphen. 45 19 59% 101 4876 
this time it also became apparent that we  Postperphen. 47 19 666 136 4098 
saw fewer patients with elevated protein- Post perphen, 49 19 582 10 3682 
bound iodine in the Rockland State Hos-  post-perphen. i9 688 
pital thyroid clinic, ie., patients who had 
recently received perphenazine por, ese mat fria | cg hey psoas 5 
first time. Nonetheless, the cosa yes “i eat a two-way erin of variance had m 
had received perphenazine prior to __ltated a slnifcant.diference 
time (id-1968) continued to have pro "day ames en, at hv Ot 


m saa above the nor- possible technical error we have been unable to find 
a pont iodines elevated Poea ory explanation for this finding. j 
“ie Vel, 


OF PROTEIN-BOUND IODINE ELEVATION 
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Indeed there is.a/Faggestion (Table 1b) 
that a more marked elevation is present 
the earlier the patient receives perphen- 
azine. 

Because of this finding a comparison was 
made between PBI results on patients who 
had received perphenazine prior to Octo- 
ber 1962 (n= 133) and those who had re- 
ceived perphenazine for the first time after 
October 1962 (n=35). (See Table 3.) 

Cross-sectional studies. Last year (1964) 
we carried out our own protein-bound 
iodine estimations. Careful checks were 
made over a 12-week period on more than 
100 individual samples and a high correla- 
tion was found between laboratories, Data 
from both sources are included in Table 4 
but not elsewhere. This table shows 168 
patients receiving perphenazine during the 
= time period 1960-1964, 

"DISCUSSION 

These results confirm our previous find- 
ing of elevation of PBI following ingestion 
of perphenazine. The lack of consistency 
in findings of other investigators and the 
difference in values between pre- and post- 
1962 findings inevitably lead us to postu- 


_——- - 


TABLE 3 
Comparison of Pre-1962—Post-1962 Data 
Pre-1962 Post-1962 
mean = 9,32 mean = 7.47 
n= 133 n=35 
S.D. = 3.93 S.D. = 1.22 
Range = 4.3—27.6 Range = 4,4—9,8 


p= < 0.01 via t test 


l TABLE 4 
; Composite Table of All Studies 
PERPHENAZINE NO PERPHENAZINE 
n 168 412 
Mean 8.94 6.36 
Standard 3.6 1.18 
deviation 
Range 4.2-27.6 3.2-106 
Significance P= <0.01 (via t test) 
of difference 
Percentage 38.7% 61% 


above 8.2 meg. 


SO 
N 


late a change in production methods for 
these years.? 

To this end we re-investigated the pos- 
sibility of iodine contamination of the drug 
and 17 constituents of the tablet, and we 
were able to demonstrate the presence of 
iodine only in the perphenazine. This find- 
ing has been confirmed using chemical an- 
alysis by Long Island Laboratories (mean 
value 14.91 ppm) and by neutron activa- 
tion by Union Carbide Nuclear Company 
(Tuxedo, N. Y.), (mean value 6.6 ppm) 
and General Atomics (division, General 
Dynamics Corporation, Calif.) (mean value 
26.0 ppm). In addition to this, Schering 
Corporation carried out analysis of various 
lot numbers of perphenazine and varied 
results were found from 8.0-23.8 ppm, 
using the chemical method of estimation. It 
should be noted however that the quanti- 
ties of iodine in the samples tested could 
not explain the sustained elevation of PBI 
in terms of any known iodine-containing 
organic material. Calculations show that 
the biological half-life of the compound 
would have to be in excess of 30 months, 
which does not seem feasible at this time. 

The patients’ diet on these experiments 
has been investigated for iodine content 
and results indicate that intake from food 
is of the order of 40 megs. daily, well with- 
in the normal expected range(8). 

The sustained elevation of PBI long after 
cessation of drug therapy would seem to 
indicate that a permanent change in hor- 
monal synthesis at a thyroidal or pituitary- 
hypothalamic level has taken place. Addi- 
tional data to support this hypothesis are to 
be found in the paper by Cooper and 
Cranswick(4) in which large amounts of 
non-iodothyronine iodine were demonstrat- 
ed in the serum of patients receiving per- 
phenazine, Symchowicz(9) determined the 
distribution of $35 labeled perphenazine 
in rats and considerable amounts were to 
be found in the pituitary, which again may 
indicate pituitary-thyroid involvement. 

The negative findings of Hollister, et 
al.(6), were in an experiment which in- 
volved the simultaneous ingestion of two 


E 

sneering Corporation, Bloomfield, N. J., has 
si informed us that no alteration in the manu- 
ae Process has taken place during this 


drugs over a short period. Study of Table 2 
shows that the eleventh week was the first 
week in which a statistically significant ele- 
vation was noted, This study was also ini- 
tiated after October 1962. 

The negative report of Ayd(5) cannot 
be explained at the present time. Oltman, 
et al.(3), did point out that two patients, 
or 8% of Ayd’s group, had PBI values of 
8.3 mcgs/100 ml. 

These two reports were on small sam- 
ples, but the negative findings as opposed 
to our own previous reports and those of 
Oltman(3) lead the latter to suspect a pos- 
sible geographical factor. This does not 
seem likely, but whateyer the explanation, 
we cannot accept, on the basis of 25 deter- 
minations of PBI, Ayd’s ex cathedra state- 
ment: “It may be concluded that this 
phenothiazine has no direct or indirect 
pathological influence on the thyroid 
gland”(5). 

We can only reiterate that an elevated 
PBI has been demonstrated in our patients 
whilst receiving perphenazine; that this 
seems to be less obvious after October 1962 
than it was before this date, but that this 
finding still exists. The physiological pro- 
cesses involved are not easy to explain with 
our present knowledge but a possible mode 
of action may be dishormonogenesis by in- 
terference with thyroidal chemistry, at the 
thyroidal level or at higher control centers. 

It is not possible at this moment to ex- 
plain the difference in the findings between 
pre- and post-1962. 


SUMMARY 


The previous reported finding of elevat- 
ed PBI in patients receiving per! 
has been once more confirmed. A marked 
difference in the finding between pre- and 
post-1962 has been found. Trace amounts 
of iodine in perphenazine have been dem- 
onstrated and this finding has been dis- 
cussed, The persistance of this finding up 
to several years after the initial ingestion 


tive hypothesis to explain 


is given. 


ADDENDUM 

Since this paper was accepted for publica- 
tion a paper has been published by Wiener 
(10) which discusses a theoretical model of 
thyroidal iodine metabolism. Wiener oe 
that our findings would be explained a 
specific influence on the inactive thyroid com- 
partment described in his model. 
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THE NEUROTIC COMPONENT OF NARCOLEPSY 
ALAN L. MORGENSTERN, M.D. 


When Gélineau(12) described and 
named narcolepsy he thought of it as “a 
rare neurosis.” Narcolepsy now seems an 
excellent example of a psychosomatic dis- 
order, but since the 1880 publication of 
“De la Narcolepsie” 90% of studies have 

concentrated on its organic moiety. Our 
_ emerging understanding of the physiologi- 
cal deviations does not lessen the value of 
examining the “neurosis.” The compromise 
of wish and defense of a classical neurosis 
offers a theoretical framework for viewing 
the pra pr tia of an attack of 
_ sleep or loss of muscle tone, Sleeping “at- 
tacks” and episodes of sudden muscular 
weakness 
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_ 1929 review of the world literature 
only one patient, his own, was 

_ as having cataplexy during seminal 
records 
Clinic, Langworthy and Betz(15) discussed 
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Levin's patient in greater biographical de- 
tail. He walked in his sleep until 10, had 
been enuretic and had nightmares until 
12. At 18 he was trained as a pilot and was 
disappointed when the 1918 armistice pre- 
vented flying in combat. That year was also 
marked by a romantic loss he called the 
“one big disappointment” of his life, an 
attack of influenza without obvious men- 
ingitis, and the beginning of typical nar- 
coleptic sleeping attacks. A year later cata- 
plexy began. “His head dropped forward, 
his jaw dropped open, his chest caved in, 
and if his arms were raised, they fell. The 
leg muscles were never affected, This same 
relaxation, particularly of the jaw, had oc- 
curred at the moment of orgasm during 
coitus or masturbation.” The patient was 
26 when examined and was described as 
“demanding consideration and applause of 
all on the ward,” “impatient, irritable, stub- 
born,” and condescending(15), 

The only other report of cataplexy dur- 
ing orgasm appears in Rothfeld’s 1932 ar- 
ticle(21). A 36-year-old man had cataplexy 
only during intercourse and it affected the 
muscle ips mentioned in Levin’s pa- 
tient. Rothfeld called the symptom Orgas- 

. Early in the disease one cata- 
plexy attack persisted throughout seminal 
Psa pre later pe were several mo- 
mentary episodes of head dropping during 
ejaculation. If the patient Gar ail) sexually 
excited after climax a few more cataplectic 
episodes supervened. Information about 
the patient's emotional life was not pre- 
sented, 


The relationship of sexual life with motor 
symptoms and loss of consciousness was 
commented upon in the ancient Grecian 
era of Western medicine, The aphorism 
coitus is a slight epileptic attack” is cred- 
ited to both Hippocrates and Democritus. 
Aretaeus (? A.D. 30-90) advised that 
wrath and sexual intercourse are bad” (25) 
for “the falling sickness” at a time when 
the opposite physiological polarity of epi- 
lepsy and narcolepsy was not known. Even 
in 1862 when Caffe (quoted by Gélineau) 


published the first case report of narcolepsy 
he believed it a variety of epilepsy pre- 
cipitated by terror and “illicit excess of in- 
tercourse, masturbation, and alcohol.” 

The 1880 appearance of “De la Narco- 
lepsie” coincided with the interest in hys- 
teria of Charcot and his students, especial- 
ly Freud. Narcolepsy was soon examined 
from the viewpoint of sexual impulses and 
defenses that .was applied to hysterical 
paralysis and loss of consciousness. The 
psychiatric studies of narcolepsy have gen- 
erally presented very dramatic psychopa- 
thology. Description of ‘the vivid sympto- 
matic expression of ordinarily unconscious 
impulses may help illuminate the mental 
functioning of more commonplace patients. 
It is not yet known if the sexual problems 
to be discussed are present in most nar- 
coleptic patients but are usually more ade- 
quately repressed. As will be seen, however, 
sexual symptoms are quite common in the 
disease. 

There is a theme of incest in the case 


reports that is well illustrated by Miss- 
riegler’s patient(19). He “repeated, by 


means of the attack, his incestuous relation 
with the mother which had, of course, been 
rejected by his conscious mind. often 
as the mother complex is touched he falls 
asleep and when this complex breaks 
through in analysis there is @ corresponding 
increase in the sleeping attacks.” A 48-year- 
old narcoleptic woman who had inter- 
course with her father during adolescence 
and who had repetitive dreams of coitus 
with orgasm was reported by Brock and 
Wiesel(7). They discussed a 35-year-old 
man who had both narcolepsy and a ‘sleep 
hallucinatory state” with striking sexual 
symbolization and the occasional feeling of 
being masturbated. A narcoleptic with bo 

a husband and a lover continued incest with 
her father from age 12 until she was seen 
by Spiegel and Oberndori(24) 35 years 
later, Daniels’ review(8) mentions 2 of his 
patients as having “experienced „$ nal 
emissions during their daily naps, and 2 
of Rothfeld’s patients had erections while 
sleep attacks were impending or in prog- 
ress, In Daniels’ tabulation of 97 male nar- 
coleptics examined at the Mayo Clinic 5 
suffered a loss of potentia, 3 @ decrease of 
sexual desire, and 6 had both. 


> 


ALAN L, MORGENSTERN 


This summary of the sexual component 
of narcolepsy serves as an introduction to 
the description of a patient. Although the 
uniqueness of orgastic cataplexy first drew 
my interest, the complexity of physiological 
relationships between thought and coi- 
tion prevented explanation of the symp- i 
tom(3). The character structure of the 
patient proved to be of great clinical sig- 
nificance and will be stressed. 


Case 1. When I met Captain V. he quickly 
informed me that he was 30 years old, 
a radar intercept officer, and then he folded — 
his arms and sat silent and defiant. His ap- — 
pearance seemed to show pouting and stub- 
born rebellion at my imminent invasion of his — 
privacy. After a brief silence he began to de- 
scribe his symptoms with a combination of 
worry and brayado, anger and depression, Al- 
though I saw him for several long interviews 
the coldness of his emotional interaction with 
me never changed. 

In May 1963 Captain V. was nearing the 
end of a year of airfield radar duty in a peace- 
ful area of Asia, Within 3 weeks his os 
pattern changed from normal to a daily t . 
of about 20 hours. With little warning he slept 
for many 10- to 30-minute periods each day, 
while monitoring the radar and away from 
work, When aircraft required radar guidance 
for landing the patient remained alert but the 
only other time he could be sure of staying — 
awake was while eatin; He was easily awak- 


ened when addressed ly or shaken. Ter- 
rifying nightmares disturbed the patient's sleep 
for the time sin and their 


ce i 
inevitable subject was invasion of the airfield — 
by hostile forces. The content of the dreams is 
poorly remembered but scoompanyiag affect 
is vividly e anxiety 


3-week development of symptoms a very 
bilateral occipital headache persisted. A search — 
illness was promptly 
Air Force yra and = 
unrevealing. Within a month the insistent Y 
: naps diminished and since | 
symptoms have remained — 
stable. Sleep attacks are limited to 4 or 5 a 


uninteresting ; boredom, especially when 
cerned with what he considers minutiae, 
yokes most sleeping attacks. He is 
when he awakens 
taking a nap in his 


Y 
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of 
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so he could drive home safely. In spite of this 
precaution he fell asleep while driving home 
and was fortunate to awaken with just enough 
time to avoid an oncoming car. The last time 
he took the wheel he drove alone in a moun- 
tain canyon after a day of skiing uninterrupted 
by sleep. By good fortune he suffered only 
abrasions when he fell asleep and crashed into 
the canyon wall. 

“Instantaneous relaxation of all my muscles” 
began a week or 2 after the sleep symptoms. 
Cataplexy occurs several times a day and now 
is most often associated with anger with his 
wife and children. Embarrassment and laugh- 
ter also precipitate cataplexy and Captain V. 
has had to abandon the habit of teasing be- 
cause it too causes loss of muscle tone. Laugh- 
ter-induced cataplexy lasts a few seconds but 
other episodes are so brief he has rarely 
dropped anything and, though his knees buck- 
le, he has never fallen to the ground. Momen- 
tary loss of tonus from the head to the knees 
accompanies ejaculation in coitus and mastur- 
bation, His wife is unaware of the cataplexy at 
climax and considers it a part of his orgastic 
satisfaction, Captain and Mrs. V. are furious 
with each other and they are surprised their 
sexual compatibility remains good. The most 
prolonged cataplectic episode occurred shortly 

r intercourse, In a “dream” ordinary house- 
hold noises seemed to indicate a prowler was 
in the house; this may have resulted from the 
lowered auditory threshold of the hypnogogic 

_ State. Wanting to put bullets in his gun and 
investigate, the patient found he was unable 
to rise from the bed for 2 or 3 minutes. There 
have not been any other episodes of paralysis 
during his usual 9 to 10 hours of restless 
nocturnal sleep. 

Captain V. was both angry and ha; at 
the time symptoms began. He disliked his fob 
and longed to return to the cockpit. Instead 
of the pleasure of flying he was faced with 
work in a small darkened hut in a remote area 
of a hot, moist country, Living conditions 
were primitive and, as months passed and he 
watched the usually empty radar scope in a 
darkened room cooled by an air conditioner 
with its monotonous hum, the necessary ele- 
ments of boredom were abundant. He was, in 
addition, angry because of his assignment and 
ambivalent about returning to his family. 
Weekends and vacation periods were spent in 
a nearby capital where he found life idyllic. 
The patient had a lover he considered the per- 

fect woman because she seemed to make no 
demands, was wealthy and generous, and was 
sexually exciting. He sometimes thought of 
spending the rest of his life with his lover and 


abandoning wife, children, and country—a fan- 
tasy which filled the patient with satisfaction, 
When the moment of separation arrived, the 
conventional return to family and country was 
chosen with some regret. 

Captain V.’s marriage is turbulent. Six years 
ago he was charmed by his bride’s appearance, 
interest in the theater, and extravagant use 


: of words. In the 5 years since the birth of their 


oldest son petty bickering has deteriorated 
into physical abuse and the patient’s most 
severe daytime cataplexy came when his wife 
blackened his eye and he was about to retali- 
ate in kind. The traits he enjoyed in his wife 
now irritate him and he shows annoyance by 
poking at her with his finger. Divorce was de- 
layed because of concern for the 3 children 
but Captain V. now finds himself short with 
them, overly strict, yet unable to spank be- 
cause of the inevitable appearance of cata- 
plexy. Two weeks before I saw him the pa- 
tient moved away from home. 

Captain V. manifests the persistent pattern 
of psychopathology of a character neurosis, 
One of the themes of his biography is a con- 
flict with success and an inability to achieve 
goals for which he is qualified. He was born 
in a medium-sized city and remained there 
10 years ; his father was then starting a career 
as an administrative (nonflying) Air Force 
officer. As a child the patient was unusually 
fearful. He had a dog phobia until 8, was very 
frightened of being hurt by older boys, and 
was morbidly afraid of deep water. Winning 
a fight with a bigger boy when he was 8 start- 
ed his transformation into what he calls a 
“cocky” (i.e., counterphobic) “kid.” His earli- 
est memory is at 6 or younger when he had 
a nightmare “of birds all over—the most scared 
I’ve ever been ; my dad came to my room and 
I thought he was really brave.” From 6 until 
adolescence he was often frightened by dreams 
of falling from trees and cliffs. His later 
choice of aviation as a career has elements 
of identification and counterphobia, among 
others. The vulnerability of such a choice is 
discussed by Bond(5) in The Love and Feat 
of Flying. 

Father is 59 and is described in distant, 
cool, but respectful terms. When he retired 
from the Air Force 8 years ago he had 
achieved the rank of Lieutenant Colonel 
though he had only a high school education. 
Captain V. finds fault with his father only 

use “he’s a gambler—and not a good one. 
He chose to retire near a large gambling 
center and in recent years he has lost a con- 
siderable amount of Money on what seems â 
Passion for gambling, The outline sketch of 


VE ———— 


father that one ob 


he is willing to say of mother except that 
“we just clash like flint and steel.” Mother had 
a “nervous breakdown” for several months in 
her 30’s but the patient only remembers she 
was kept in bed and sedated, She is said to be 
“hypercritical, penurious,” and “distrustful of 
outsiders.” The severe headaches she suffers 
have been diagnosed as migraine. A 28-year- 
old sister seems to be well and a 25-year-old 
brother works as a bartender although a col- 
lege graduate. 

As America neared entry in World War II 
the family began a series of moves to military 
bases around the country. The patient then 
began to be in constant petty trouble with 
school and law enforcement authorities. Al- 
though obviously bright he neglected home- 
work, played hooky with delinquent friends, 
and at 12 was apprehended for breaking win- 
dows. He continued a series of minor in- 
fractions and again came to the attention of 
the police when hunting in a populated area. 
‘At 15 he did some shoplifting and, though not 
caught, his anxiety was so great that this was 
his last delinquent act. 

Captain V. was barely able to get into 
college but once matri he did very 
well. In contrast to the “sissy” he calls himself 
when a youngster he became an accomplished 
intercollegiate boxer. When he finally lost a 
fight he abandoned boxing and began to ski. 
As a skier he was exhilarated by and 
danger and thus had more than his share of 
injuries. At the end of his third year of college 
his class standing was high but he became 
“panicky” about the draft. Although his grades 
insured exemption until graduation, the pos- 
sibility of successful completion of college was 
apparently too threatening and he left school 
and impulsively enlisted in the Air Force. 
Having observed that “all the commanders are 
pilots,” he entered pilot training- 

The patient’s neurosis soon showed itself in 
flying school, He enjoyed pilot training and 


“have an advantage in getting p 
Force jobs.” With the possibility of being a 
pilot ended he transferred to radar observer 
school in which he had little interest and 
graduated easily. When the patient flew, a 
pilot was always in command of the aircraft; 
in this situation he performed a number of 
demanding assignments in 2-man crews in an 
exemplary manner. The to 


duty before his illness was an expected and 
routine rotation. 

Like his father, Captain V. enjoys gambling, 
especially poker. He is not a compulsive gam- 
bler and his gains exceed his losses. “It's a 
false excitement but one of the very best—like 
aerial combat without the bad results”(4). 
Cataplexy after drawing a good hand of cards 
has frequently been reported but the patient 
has not gambled since returning home. 

Sexual education in childhood was scanty 
and Captain V. says as an adolescent he was 
the “typical product of an embarrassed fam- 
ily.” Seminal emission and masturbation began 
in his early teens without unusual shame or 
conscious guilt. Sexual intercourse started at — 


him from his wife he was often unfaithfu! 
fantasies are usually — 
of the sexual conquest of movie stars and are 
very different from his dreams. The mixing of 


sexual and aggressive impulses that is 

of this patient show’ in the wage i 

uneasy e ro usually of a 

fight, peer fight I'd often have a shell 
t wouldn't fit in the gun or a gun that 

wouldn't fire.” 


about death and his answer has the quality of 
fear and denial that characterizes him. He 
afraid of it” but con- 
not to think of it 


“for one thing I try 
eet, i z funny belief it 


and for another I have the 
won't happen to me.” 
Captain V. is 178 centimeters tall and 
weighs 77.3 kilograms ; his 12-kilogram gain 
n is not unusual in 
. Physical examination was no 
except for a cataplexy episode when ol d 
walking down hall in a brief patients 
. The tendon reflexes are slightly 
more active on t left and the right palpebral 
fissure is somewhat small ; both findings are 
within normal limits. Many laboratory tests 
were performed and all were normal r. 
the nocturnal EEG. White blood count, differ- 
ential and other routine studies of blood 
ine were normal, Serum electrolytes, 
ids were normal as were 


acid, and lip 
and gl d insulin 
function tests glucose adii i 


ance tests. Thyroid function 
measured by T3 resin uptake, protein-bound 


"i 


: 
| 
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iodine, and radioactive iodine; gonadotropin 
assay was normal. No increased titers were 
found in complement fixation studies of East- 
ern, Western, and St. Louis Encephalitis, 
mumps, or herpes simplex. Normal pressures 
and dynamics were obtained in a lumbar punc- 
ture and CSF sugar, chloride, and protein 
were in the normal range; skull x-rays were 
normal. Ventilatory pulmonary function tests 
were normal but blood gases were not meas- 
ured, 

A daytime EEG was within normal limits 
and no unusual changes were seen with caro- 
tid artery compression, photic stimulation, or 
hyperventilation. There was no abnormal ac- 
tivity in drowsiness and light sleep and the 
transition from sleep to alertness and vice 
versa was rapid. Captain V. was also studied 
through a night of normal sleep. His sleep 
conformed to the narcoleptic type described 
by Rechtschaffen (20) and co-workers—the very 
early appearance of a “low voltage, irregular, 
relatively fast pattern containing slow com- 
ponents in the 4-6 c/sec range in conjunction 
with rapid eye movements.” 

Smith and Hamilton(23) have commented 
on the meagerness of psychological test data 
_ in the literature of narcolepsy and they made 
_ one of the contributions to this area. Captain 
= V, was tested by Charles L. Jennings, Ph.D., 
Major, USAF, MSC, and the overall test im- 
_ pression, an “hysterical character structure 
_ with some phobic features” coincides with the 


Grassi Block Substitution, Beor ein 
Functioning, and Benton Visual Retention 
Cat Full scale I.Q. on the Miena Adult 
Intelligence Scale was 121 with performance 
115 and verbal 125. The scores varied from 
a low of 10 for digit symbols to a high of 17 
for vocabulary. During the “Draw-A-Person 
Test” 
first di toy 
standing at attention, The face is moon-shaped, 
_ has a half-smile, and lacks pupils and a nose; 


each hand has 4 fingers. The drawing of a 


woman is even more primitive and asexual, It 
looks like a rag doll standing in an aggressive 
pose with hands away from the body and feet 
spread. This drawing also lacks pupils and a 
nose but each hand has 5 fingers. 

Captain V. was also anxious when con- 
fronted with the Rorschach Psychodiagnostic 
Test. A practical and commonplace approach 
to the cards prevailed and was over- 
production of chromatic responses with colors 


often given a feminine quality, for example, 
4 
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identifying red as lipstick. Anatomy responses 
were also elevated with bony and visceral re- 
sponses dominant. The major test interpreta- 
tion was a pattern of difficulty with impulses 
and defenses, 


THE AGGRESSIVE FRACTION 


The sequence of wish, defense, and return 
of the repressed is a fundamental observa- 
tion in patients with neurotic and psy- 
chotic illness. This progression is seen in 
the review of reports of the sexual ele- 
ment of sleep symptoms when the ego-alien 
wish and the defense it provokes are si- 
multaneously expressed. In Captain V. 
there is inadequate information to allow 
anything but speculation concerning an un- 
conscious sexual meaning of his insistent 
need for sleep. The biographical data from 
which conclusions may be reached are 
often dependent on the gradual recall of 
thoughts and feelings that takes place in 
psychotherapy. Treatment could not be un- 
dertaken with Captain V. 

We are on firmer ground when we ap- 
proach the aggressive side of the symp- 
toms. Many of Captain V.’s cataplexy epi- 
sodes take place at the very instant he is 


‘about to hurt someone; the incident when 


his wife blackened his eye serves as an 
example. There is a crystallization of im- 
pulse and defense expressed at a neuro- 
muscular level. The opposite of this loss of 
muscle tone is seen in the rigidity of the 
catatonic patient as he tries to cope with 
aggression, and the occasional failure of the 
symptom in destructive outbursts of cata- 
tonic excitement. Unsolved problems of 
a ion also express themselves in cata- 
plexy in activities in which varying degrees 
of sublimation have taken place, Loss of 
tonus while hunting and boxing may ex- 
press the same conflict as cataplexy accom- 
panying the more sublimated games of 
tennis, poker, and chess(18). In broader 
areas of personality functioning Captain 
y3 seed Prapa distorts adult wey 
pleasure by giving them the bolic 
value of childhood ens and aggressive 
fantasies. The unconscious fear and guilt 
thus provoked lie between the fantasy and 
pei ny 
ter is the most common precipi- 
tant of cataplexy and the ead toss of F 


-O 
EE 
i tl 


> muscle tone is a variant of a frequent nor- 


mal phenomenon( 14). with 
emotion is an expression the muscular 
fraction of sleep and adds unity to the con- 
cept of a “narcolepsy-cataplexy syndrome.” 
Its complexity is illustrated by the collo- 
nialism “I nearly died laughing.” In their 
cussion of loss of erectness with laughter 
în normal and cataplectic individuals Brock 
and Krieger(6) conclude that “since erect- 
ness is so late an achievement in mam- 
malian evolution, there is reason to believe 
that the main centers lie in the cerebral 
cortex.” These centers are thought to be in 
the posterior part of the first frontal con- 
volution as well as infracortical. Rather 
little is known of the neurophysiology of 
laughter and cataplexy. 

The frequent loss of tonus that accom- 
panies hearty laughter is similar to cata- 
plexy found in more openly erotic or ag- 
gressive situations. In a woman deseri 
by Barker(2) cataplexy while standing oc- 
curred only during vigorous laughter and 
analysis of the attacks suggested “that the 
nucleus of the complex of emotion ex- 
pressed in laughing is a burst of aggres- 
sion.” Freud(10) pointed out the uncon- 

esulting in hearty 
laughter: “. . 
ing as aggression, 
is obscene wit serving as 
The reference to “exhibition” is reminiscent 
of Gélineau’s Monsieur G. who had a prob- 
lem with cataplexy attacks on the streets 
a When he tried to epee the 
lewalk his paralysis increased Ee belt 
tion to the ine o onlookers and 
expressions of sympathy. 

Monsieur Gs unusual somnolence and 
episodic weakness were given the conveni» 
ent categorization of “disease” less than a 
Century ago, in a medical era that em- 
phasized nosology(13). This rather recent 
Classification of narcolepsy symptoms as 
illness” led to questions of incidence and, 
since the “disease” is so new, W 
pects of modern life contribute 
Velopment. Levin(17), for example, 
a that mone 

achine Age” predispose 

at uesa of Paned in central nervous 
_ System activi occasion 
_ Stimulation aia moni input leads 


the sleep attack itself, What may be em- 
is the intense unconscious meni 
activity of the 


lete derstood. Insight 
and are incompletely un t 
ous murderous wishes in hysterical patients 
is best gained from Freud’s(11) paper “Dos- 
toevsky and Parricide.” Sleep simultaneous- 


hment for his wish. 

We have seen that a narcolepsy attack 
may be a mosaic of fulfillment and de- 
fense of fantasies of coitus, 
have other libidinal aims. Satis- 
a fantasy often M cata- 
symptom serves more sim- 
I think it is proper to 


of the narcolepsy synsi 
of ine 


—— 
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SUMMARY 


The psychogenic fraction of narcolepsy 
is centered about unacceptable impulses 
and defenses they provoke. In cataplexy 
episodes, sexual and aggressive actions and 
fantasies are blocked on a neuromuscular 
level. A sleep attack is far more compli- 
cated and some aspects may be compared 
to a classical psychoneurosis because the 
symptom provides not only defense but 

_ simultaneous disguised gratification of a 
t wish, 

A 30-year-old aviator with narcolepsy 
was found to have an hysterical character 
disorder. The case is discussed in detail 
and psychological test data are presented. 
An abnormal nocturnal EEG typical of 
narcolepsy was obtained. The patient had 
the rare symptom of cataplexy at orgasm 
and abnormalities in the sexual life of nar- 
coleptics are discussed, 
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In a recent paper(1), Ungerleider states 
that “effective intensive otherapy 
among active duty military personnel is 
not feasible and perhaps not possible.” 
One of his contentions to suj this 
hypothesis is that “most active duty per- 
sonnel come to the Mental Hygiene Clinic 
psychiatrist quite frankly to ask for dis- 
charges, compassionate transfers, or chang- 
ing of overseas orders, and not for relief 
of symptoms...” 

In our own work we have also encoun- 
tered individuals who come to the Mental 
Hygiene Consultation Service (MHCS) 
with the hope of manipulating their en- 
vironment rather than to oe help for 
psychological symptoms per se. The follow- 
ing modest project was cont to study 
both the number and nature of these 
“manipulators.” The pba ee was car- 
ried out at the MHCS of Fort Chaffee, 
Arkansas, a post which is not considered 
one of the more desirable locations to 
which a soldier can be assigned. 


METHODS 


as were patients 

not present on first contact with manipula- 
tive requests but who, on subsequent visits, 
were more genuinely 


was seen at least twice by MHCS person- 
nel; extensive follow-up was given where 
indicated. Psychometrics were 

when deemed necessary. A complete psy- 
chosocial history was obtained on each 
case. Not included in the study were : 1) 
men referred by comm administra- 
tive matters such as security clearances and 


ee 

When he submitted this article, Dr. Greenberg 
was Captain, M.C., 4th Infantry Division, Sees 
Lewis, Wash, He is now Chief, Inpatient Ado! 
ey Service, Abraham Jacobi Hospital, Bronx, 


THE “MANIPULATOR” AND THE MENTAL HYGIENE 
CONSULTATION SERVICE 


HARVEY R. GREENBERG, M.D. 


evaluations for entry to special Army — 
schools; 2) prisoners confined in the post — 
stockade; 3) soldiers seen, at command 
request, for psychiatric certification in con- 
nection with administrative separation from 
the Army under the provisions of Army 
Regulations 635-89, -208, and -209 (which 
govern unsuitability for duty by virtue of — 
homosexuality, indebtedness, shirking, and 
defects of character and behavior without — 
a neurotic or psychotic basis). 

Since the exclusion of these men might 
be challenged, a few words of explanation 
are in order. 1. Soldiers needing clearance 
to attend special schools were seen routine- 
ly, as were individuals with a psychiatric 
history, to ascertain whether security clear- 


g ; 
tried to manipulate the stockade environ- 
ment by seen | mental illness had been 
previously ed as a “manipulator” in 
this study. 


3. Soldiers in this category had 
often already achieved their ends by con- 
sciously or unconsciously acting out to the 
point where command deemed them un- 
suitable and recommended oaar j 
concomitant psychiatric evaluation. Since f 
these individuals usually have not been 
seen by MHCS early in their careers, We — 
cture of manipulative — 
initially involving MHCS would be — 


te important to determine the percent- 
T of other referrals eventually separated 
administratively, and whether any of these 


patients had attempted to gain a 
consultation with us. 


963 January — 
From Au 28, 1 to Jan y 
1964, eS ovalosted 63 soldiers, exe 
ing the three categories above. OF, 
9 (14 percent) were “manipulators. 
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Eight patients were 17-24 years of age; 
one was 45. Eight patients were Caucasian ; 
one was Negro. Six patients were single, 3 
were married. Two patients were corporals, 
7 held a rank of PFC or below. Six had 7 
months or less of duty; 3 had served 2 to 5 
years. 

The parents of 2 patients were divorced. 
There was a history of social deviancy, 

alcoholism, or other mental illness in the 
immediate families of 5 cases, Five patients 
had histories of alcoholism, difficulties with 
_ the law, and/or other psychopathology in 
q civilian life, 

Six patients had character disorders of 
the passive-aggressive or passive-dependent 
type. Three patients were diagnosed as 
paranoid personality, neurotic depression, 
and acute situational reaction. On the basis 
of severity of symptoms, and/or social de- 
= viancy stemming from an aberrant person- 

ality structure, impairment was severe in 
_ 4 cases, moderate in 4 cases, and mild 
in one case. 

Four patients were self-referred or came 
from one other source. Four were referred 
pointy by 2 sage sources (e.g., chaplain 

ary), One patient involved 3 
<i in his difficulties. 
_ Four patients were thought to be mal- 
ingering physical or psychological symp- 

. Three patients presented with phys- 

ical complaints which were found to have 
little or no justification. While these men 
often wanted more than one change in their 
environment to be effected, transfer to a 
point closer to home was the most common 
pet aad by medical or adminis- 
ve arge [4], chan; j 
ehte duts a i ge of job [3], and 

Follow-up. Eight patients were followed 
_ for two or more interviews after the initial 
_ evaluation. MHCS supported 5 patients by 

recommending one hardship separation, 2 
"job changes, and 2 compassionate transfers, 
i Command approved the discharge and job 
changes but did not grant the transfers. 
~ Command asked MHCS to support admin- 

istrative separation, under AR 635-209, of 
fa. ge who Haa previously tried to 

manipulate easier duty, i 
for om ity, but not discharge 
= Six patients received tran uilizers, and 
2 all 8 in the follow-up group had some form 


s m 


X 
; 
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of psychotherapy, usually short-term. Of 
these, 3 showed moderate to marked im- 
provement in symptoms and social adjust- 
ment, while the remainder were essentially 
unchanged after treatment. We treated 
soldiers who were malingering on the as- 
sumption that these men were sicker, at 
least characterologically, than they them- 
selves realized. 


CASE HISTORY 


A 45-year-old married corporal, who pre- 
viously had been an Air Force non-commis- 
sioned officer, was seen at his own request. He 
had impulsively changed services to make 
more rank in the Army. Despite considerable 
experience in public relations, he was assigned 
to a menial job with little chance for advance- 
ment. His wife suffered from rheumatic heart 
disease, and his mother was terminally ill with 
cancer, In this setting, he developed marked 
depression and anxiety. When first evaluated, 
he presented many somatic complaints, but 
was relatively unaware of the extent of his 
depression, He wished either a change of job 
or discharge from the service. He was diag- 
nosed as a severe neurotic depressive, and was 
started on imipramine (Tofranil). His physical 
complaints were interpreted to him as depres- 
sive equivalents, and his condition gradually 
improved thereafter. He was able to arrange 
a transfer to a reporting job on the post news- 
paper. He eventually concluded that his en- 
listment had been ill-timed, and applied for 
a compassionate discharge, which was granted. 
a was supported by MHCS in this “manipula- 

ion. 


DISCUSSION 


On the basis of this small series, we 
cannot confirm Ungerleider’s assumption 
that most soldiers come to the MHCS 
purely for manipulative purposes. Fourteen 
percent of our patients, nevertheless, could 
be classified as “manipulators,” still an ap- 
preciable figure. Our series was also some- 
what weighted in favor of young men from 
disordered family backgrounds, with pre- 
Vious civilian difficulties, who had been in 
service for a short time, and carried a 
diagnosis of personality disorder, 

However, it would be a serious error to 
write off all “manipulators” as just so much 
Psychological trash. Most of these men 
were moderately to severely impaired by 
Symptom or character structure, and at 


X 


-should not automatically lead the 


a 


era a ae 
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3 of them deserved and profited from 
psychiatric care. Although most “manipula- 
tors” may well be psychopathically-oriented 

malities who are drawn to MHCS pre- 
ly because it is readily available, and 


whose main aim is exploitation of the 


therapeutic relationship, the military psy- 
 chiatrist should be alert to the possibility 
that manipulative demands may be super- 
imposed upon the serious psychopathology 
of desperate or merely psychologically 


~ naive patients (see case history ). 


In a rebuttal of Ungerleider’s paper, 


Hudson suggests that requests for environ- 


mental change may stem from a genuine 
desire for relief of symptoms(2). A manipu- 
lative demand is not necessarily sinister, and 
psychia- 
tist to question his patient's good faith. 
During therapy, whether analytic or super- 
ficial, people continually quote reality to 
illuminate or justify their inner conflicts. 
be most interested 
in exploring the analysand’s unconscious 


In the cases of the 
the mental hygienist 
gated and intervened in the l 
extra-military environment of the soldier. 
In selected cases, even intensive therapy 
was instituted, with remarkably little diti- 
culty. Only 4 men (7%) went on to adminis- 
trative separation. q 

By and large, the professional duties of 
the Army psychiatrist do not seem to 
observer as frustrating and onerous as 
Ungerleider obviously implies, as long as 
“careful attention to the therapeutic agree- 


ment, to the conditions and setting of the 
work” is paid(2) and as long as perfor- 
mance of intensive psychotherapy alone is 
not made the raison d'être for a stimulating — 
practice, In view of his previous subtle 
and somewhat ill-considered criticisms of 
Army life, Ungerleider’s final statements 
about the value of field psychiatry seem — 
to us damning with faint praise. 
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COMMENT BY DR. UNGERLEIDER 

I think it is unfortunate that Captain Green- 
berg excluded from his study those men sent 
to the MHCS by command for consideration 
for administrative separation from the service. 
Not only would his sample have been much 
larger than 63 soldiers in a four-and-one-half- 
month period but I think he would then have 
found a much larger percentage of manipula- 
tors. For the soldier knows that a psychiatric 


certificate alone will never separate him from 
in his unit must 


mand initiate separation proceedings, including 
MECS referral for oranan; rA 


sent by command neglects 
what I consider to be the most important ad- 
vance in military psychiatry in the past dec- 
ade, This is the concept of the field program — 
where command consults with an MHCS rep- 
resentative about the potentially unsuitable 
soldier early in his military career. MHCS — 
sees the soldier, his first sergeant and his — 
commanding officer in their unit and in terms 
of the company as a social group (not in 
terms of the soldier's individual psychopathol- 
ogy). Asa result of this concept, many manip- | 
ulators with histories of gross psychiatric 
abnormalities have gone on to serve effectively 
and complete their tours of duty without: 


culty. 


The Veterans Administration has recent- 
ly completed a nationwide study of the 
employment outcome of 3609 schizophrenic 
patients evaluated over a 6-month post- 
hospital follow-up period. A full report will 
be forthcoming shortly but it can be stated 
here that most ex-patients have substantial 
problems in obtaining and holding regular 
employment. Only 15%-20% (depending on 
definitions of work) were employed on 
an essentially full-time basis during their 
_ Stay in the community. 
It has been our clinical experience at 
_ this hospital, however, that most patients 
engage in work-like activities during at 
least part of their hospital stay, Many hold 
_ Individual Industrial Therapy (IIT) as- 
signments (such as laundry worker, dietetic 


Since clinica) 
full considera 


naturally omit 
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factors as diagnosis, age, service-connech 
ed status and the like, a more systematic 
exploration of our hypothesis seemed indi- 
cated, A ready source of material for com- 
paring in-hospital with posthospital activity 
was the sample of schizophrenics on whom 
data had been collected for the previously 
mentioned Phase II of PEP 


PROCEDURE 
From the total sample of 315 PEP II 
project patients at this hospital, information 


as to in-hospital activity and as to post- 
hospital employment was available on 225, 
Almost all the missing data (88% of the 
Cases categorized “in-hospital information 
absent”) was due to the destruction of in 
hospital records by reason of an administra- 
tive decision unrelated to the present $ 
study.* Follow-up information was unavail 
able on 14 of the 225 patients, resulting in 
ausable N of 211 cases. 

The subjects of the study were all male 
veterans who had been diagnosed and 
treated for a Schizophrenic reaction and 
who Were under the age of 60 at the time 
of release to the community. Ages ranged 
from 21 to 59 with a median of 37 years 
The median length of hospital stay was 7 
months (range: less than one to 101 
months). Eighty-nine patients were (of 
had been) married and 122 were single at 
the time of release, 

Without knowledge as to posthospital 
outcome, each patient’s hospital activity 
was categorized into either active—IIT; 


or CHIRP—or inactive (none of the | 
above) during his hospital stay. To be ac 7 
ceptable, the activity had to consist of at 7 
a walt-day assignment which last 

= minimum of 30 of the 60 days pre 
ceding hospital discharge, Classification in- 


~ 2 Recently val 
: Y Teorganized into the Program Eval: 
ation Staff of the Psychiatry, Neurology and Psy- 
sion still fe in the VA, but for ease of expres 
Treat a Ted to as PEP. i 
hab; tment files S Physical Medicine and a 
ce (PMRS) activities are 
patents ete hospital registrar two years aftet 41 
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to active or inactive was done by review 
of routine hospital records.* It was as- 
sumed that the most recent PMRS entry 
prior to the patient's discharge described 
his status during the relevant period. We 


letter follow-up results. We have assumed, 
therefore, that our present findings, includ- 
ing the PEP II sample followed by letter 
only, are sufficiently accurate for our pur- 
poses. 


f TABLE 1 
In-Hospital Activity Compared with Posthospital Employment 


COMMUNITY EMPLOYMENT * 


REGULAR LESS N Xx p 
a ACTIVE 29 83 21 954 = 
In-hospital INACTIVE 20 79 i 
COMMUNITY EMPLOYMENT * * 
ANY EMPLOYMENT NO EMPLOYMENT N x p 
; ACTIVE 57 55 211 1513 a 
In-hospital INACTIVE 42 57 


2 Regular employment = working (or in VITA) 80% of the time in the community. 
* Any employment = working (or in VITA) at any time during the 6 months following release. 


realize that in any particular case this in- 
formation could be in error. For example, 
assignment changes late in the patient's 
hospitalization may occasionally have gone 
unrecorded. However, this appears unlike- 
ly to have occurred very often and pre- 
sumably was as likely to happen to the 
patient subsequently employed as to the 
one who failed to hold employment on re- 
lease. 

Classification as to in-community em- 
ployment was obtained from the PEP Il 
6-month follow-up. This was a survey by 
letter with an extraordinarily high rate of 
response (more than 90% of the patients 
contacted answered the questionnaire). A 
comparison of the employment outcome of 
a subsample of 72 PEP II patients inter- 
viewed personally by a social worker 9 
months after discharge indicated very high 
agreement (94%) between patient report 
as to employment at 6 months with the 


Theresa Blain, secretary to the 
pital for their assistance in this phase of d 
In virtually all cases, final categorization of in- 
hospital activity could be made by the authors 
without knowledge of the patient's posthospital 
employment outcome. In the few instances where 
personal knowledge could not be avoided (as in 
the case of a compensated therapy ‘employee’ 
known by one or both of us to have obtained and 
held a job for at least 6 months following release), 
the data went against our main hypothesis : that 
schizophrenic patients tend to be more active in 
hospital than in the community following release. 


RESULTS 


As indicated in Table 1, 112 or 53% of 
the hospitalized patients were classified 
active during at least the terminal part of 
their hospital stay. Only 49 or 23% of the | 
total sample, on the other hand, were em- 
ployed during their stay in the community - 
following release. In a 1 X 2 chi-square, 
assuming a 50/50 proportion of employ- 
ment/unemployment (based on the in-hos- 
pital experience), the observed frequencies 
are highly significant (P=<.001), indi- 
cating that as measured our hypothesis is 
confirmed, Discharged schizophrenic pa- 
tients are less productively engaged in the’ 
community than they are during at least 
part of their hospitalization. Even when 
posthospital outcome is drastically re- 
defined to include any work at all (as 
little as one hour of paid employment) 
over the 6 months, most patients fail to 
qualify. With such a definition, less than 
half the patients (99 or 47%) were gain- | 
fully employed during the 6 months. To 
restate this finding, despite a very liberal 
definition of work, the majority of patients 
(112 or 53%) did not qualify as holding — 
employment during the entire half-year pe- 
riod they were followed. 

If involvement in IIT, CTP and/or — 
CHIRP during hospitalization is considered’ 
roughly comparable to employment in the — 
community, then there clearly is compara- k 
tively greater underemployment among dis- 
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charges on their return to the community 
than during their hospitalization. This is 
especially so in view of the fact that ap- 
proximately 10% of the sample was classi- 
fied as productively engaged when on the 
VITA Program a posthospital volunteer 
program jointly sponsored by the Social 
Work and PMRS Services at this hospital. 
Although many VITA patients spend full 
time on the program, reporting to work 
regularly 5 days a week, they are not paid 
for their efforts and thus by usual stand- 
ards would be considered unemployed. In 
any case, their number in the present study 
is small and does not materially alter our 
finding that most schizophrenic patients 
appear to be more productively engaged 
while hospitalized in such a setting as 
Brockton than after release to the com- 
munity. 

While it was expected that more patients 
would “work” in the hospital than in the 
community, it was not expected that differ- 
ent patients would be involved. Many pa- 
tients who were active in the hospital 
would, we thought, fail to find or hold em- 

loyment in the community, but those 

working” in the hospital we expected 
would be employed in the community. To 
our surprise, however, there appeared to be 
an almost complete lack of association be- 
tween work activity in the hospital and sub- 
sequent employment status in the commun- 
~ ity, As can be seen in Table 1, 26% of the 
patients considered active in the hospital 
held essentially regular employment during 
the 26th week after discharge. But so did 
20% of the inactive group, a difference 
well within chance limits. 

Presumably the inactive group consists 
of a combination of acutely ill patients 
who work prior to hospitalization and who 
work on release; and chronically ill pa- 
tients who have not held regular employ- 
ment for many years and who remain un- 
employed on release. Similarly, we might 
speculate that the active group is also a 
mixed group. In addition to including the 

person who works well whether a patient 


ö Nine (12%) of the 78 patients followed in- 
tensively classified as VITA “employees.” It is as- 
sumed that in the larger sample followed by mail 
only essentially the same proportion of patients 
were active in the VITA Program. 
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in-hospital or an “ex-patient” in the com- 
munity, the active group may include — 
cases like the chronic paranoid who works 
very well cleaning hospital corridors but 
who is completely unable to find and hold — 
a regular job outside the hospital. In my 
case, work-like activity during hospital E 
among such a heterogeneous sample of 
acute and chronic schizophrenic patieni 
fails to predict employment in the co 
munity following release. 
One variable which is felt by many clini 
cians to be related to subsequent work oui 
come of the hospitalized veteran is service- 
connected status. Such status within : 
Veterans Administration entitles the recip re 
ent to compensation which can amount, ~ 
with dependencies, to incomes betweet 
$300 and $400 per month. Table 2 reveals 
that service-connected status at the time ~ 
of hospital release was not related to sus- _ 
tained work over the 6 months follow-up © 
period, Approximately the same percent- — 
age of service-connected veterans worked 
(26 of 130, or 20%) as did the nonservice- 
connected (23 of 81, or 28%).° In-hospital = 
work activity also appeared to be unrelat- 
ed to service-connected status on release 
(see Table 2), 


DISCUSSION 


As expected, the productive effort of this — 
group of schizophrenic patients proved to 
be greater during the time they were hos- — 
pitalized than after release to the com- 
munity. The present survey of in-hospital — 
and posthospital employment is subject to ~ 
a number of limitations, however. As in- ` 
dicated earlier, the data on in-hospital ac- — 
tivity were obtained from a search of files _ 
after the patient had left the hospital, and — 
were not recorded initially for either the ` 
main PEP project or for the present study. 


®In a study being completed by one of us 
(R.W.) and on the basis of preliminary reports 
from the Program Evaluation Staff in Washington, 
it appears that service-connected status may be a 
factor in posthospital employment outcome. The 
telationship between compensation status and em- 
ployment is not strong, however, and sample sizes 
in both studies are much larger than in the present _ 
investigation. The implications are that even if 
compensation does play some part in the posthos- 
pital employment experience of ex-patients, it is 
considerably less influential than generally sup- — 
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TABLE 2 

Service Connection Compared with In-Hospital Activity and with Posthospital Employment 
IN-MOSPITAL STATUS * 
active 


ROBERT WALKEN AND JAMES MOCOURT 


* Active = 1.4.T., C.T.P, and/or CHIRP for at least 30 of last 60 in-hospital days. 


** Regular Employment = working 80% of time im the community. 
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NURSING HOMES: A DIM BAND IN THE MENTAL E 
HEALTH SPECTRUM 


JAMES W. DYKENS, M.D. 


munity forces which work toward the bet- 
ter use of all health facilities as well as the 
development of new ones. Strengthening 
of existing community facilities will be 
necessary in order to give su to the 
treatment efforts of the men cen- 
ters, The nursing home as such a commun- 
ity resource for mental health requires fur- 
ther attention by psychiatrists and other 


4 
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lems, and proposed solutions. From the 
overview, however, there appear to be 3 
major areas of interest for the psychiatrist 
and his colleagues. These are: the histori- 
cal and descriptive aspects of nursing 
homes, their broad social aspects, and their 
group and individual psychodynamic as- 


pects. 
Historical and descriptive aspects. The 


Social Security Act passed in 1935 im- | $ 
proved the economic status of the elderly 
in the country and appears to have led to ~ 


the setting up of boarding homes for the 
aged, not uncommonly by widows and — 
nurses. The presence of physical disease 
in the boarders, as well as the referral of 
chronically ill patients from general hos- 


pitals, apparently changed the “boarding” ~ 


homes into “nursing” homes. Through the — 
years, however, Old Age Assistance pay- 
ments, upon which the nursing homes de- 
pended in part for support, did not rise 
along with inflation. The quality of nursing 
home care tended to decrease because of 
overcrowding, the latter being partially 
due to the fact that medical treatment, 

of pneumonia, helped the pa- 
tients to live longer. It is estimated that at 
the present time, about 60% to 70% of pa- 
tients in nursing homes in the United 
States are supported there through some 
form of public assistance. 

In 1957, the United States Public Health 
Service published a statistical study(1) 
which helped to define the numbers and 
kinds of patients in nursing homes. In the 


study, a national inventory found a total ~~ 


of about 25,000 homes with approximately 
450,000 beds. Detailed studies of proprie- 
tary nursing homes in 13 states revealed 
that the average patient was 80 years of 
age. Two-thirds of all patients were wom- 
en. Only 1/10 of the patients were married 
with the spouse living. About 55% were 
unable to walk without help, and 20% were 
totally bedridden. More than half were 
disoriented at least part of the time, and 
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and his new caretakers do not really “care” 
enough to communicate about him. 

A lack of consensus among mental hos- 
pital personnel as to a patient's placement 
in a nursing home may also have a delete- 
rious effect on the placement. An interest- 

phenomenon for example, may take 
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cursing home patients are kept too 
in bed and are overtranquilized. 
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However, instead of facing personnel with 
their possible shortcomings, the psychia- 
trist and his colleagues are often oriented 
toward understanding better the meaning 
of some of these problems. If patients are 
overtranquilized, this may be for fear of 
patients’ aggressive behavior or a wish to 
have the patient “quiet and cooperative,” 
If many patients are bedridden, it may be 
because there are insufficient numbers of 
staff at the nursing home to help and to 
keep the patients out of bed. Just simply 
taking an interest in the problems of the 
nursing home and giving positive support 
to their personnel can in themselves be 
important steps in upgrading their mental 
health qualities. 

The role of dynamic psychiatry. Those 
nursing home staff members who are sen- 
sitive to the needs of their patients are 
likely to be aware of various emotional 
problems in their patients. A practical 
nurse, for example, might notice that Mrs. 
X has been cross or hasn’t eaten’ or has 
been depressed since the death of Mrs, Y 
who had shared the room with her. The 
practical nurse may, however, not be 
aware of the importance of the psycho- 
logical effect of this loss nor would she 
often be equipped with the knowledge or 
skill to constructively handle such a situa- 
tion. Once the psychiatrist can get within 
the nursing home and build up relation- 
ships with the personnel, his consultative 
skills can be used in a number of ways, 
These include the giving of information on 
such matters as the psychological aspect of 

f, loss, separation, concern about death, 
ve reactions to the loss of sensory 
experience, the psychological reactions to 
somatic illness, and the reawakening of a 
variety of unresolved conflicts from the 
earlier year . The reawakening of sibling 
rivalries precipitated by current losses 
may underlie the hostile behavior of a pa- 
tient with whom nobody can get along. 
Such a focus of emotional tension may 
into collective disturbances which 
in tum contribute to an over-all nursing 
home milieu unconducive to mental 
health. Dynamic sociological, administra- 
tive, and individual consultation could be 
made available to nursing homes if, and 
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INTERVENTION AGAINST POVERTY: 
A FIELDER’S CHOICE FOR THE PSYCHIATRIST 


= m © For the poor man, poverty is a stark fact. 
For the statesman, poverty is a political concept. 
For the psychiatrist, poverty is a condition of the mind. 
The man who is himself poor either rebels against the acute anguish of his 
poverty and improves his economic lot through creative drive or sinks into the 


statesman who concerns himself—through power, compassion or a com- 
bination of both—with methods of vitalizing the potential of all poor men must 
concern himself with the means of sharing the potential of all men, rich and poor, 


good. 

Tho psychiatrist is aware that a man’s mind, assaulted by poverty in either its 
acute or chronic form, is susceptible to mental disturbance, disorder or disease. 
know, without debating the position of the needle in the haystack or the 

of prayers that can be inscribed on the head of a pin Ours is a medical 
in the behavior of man and the reasons underlying 
of poverty, since they constitute a breeding ground 

require the professional involvement of the modern psy- 


and specialists in other professions, we, as 
ve skills and knowledge which can help 
poor man himself to intervene in this con- 
the fiber and style of a man’s thoughts and 
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And now we also have the opportunity to (pand the parameter of our pro- 
new art, its transmittal has been usually 
considered a personal communication between one physician and one patient, We 
can, however, apply the traditional techniques of clinical psychiatry to a much 
larger number of patients by adapting our practice to the emerging concepts of 
social and community psychiatry, 
In so doing, we need not distort the importance of poverty as a condition 
's behavior. based gat Meg are many other conditions of the 
bringing our scientific training to bear 
on the study of individuals as aoe” adjust to a wide variety of 
biological and psychosocial forces, nei should we ignore the condition 


of poverty as we the ability to recognize potential danger signals and develop 
a preventive that will aid man in achieving the highest levels of crea- 
tivity of he is capable. 

I 


t is quite possible that in the years remainin to each of us, we psychiatrists 
a of community intervention 
to prevent some mental illness and establish mentally healthy environments for 


These are big words; this is a large concept. But words and concepts come 
men. This is not new. What is new is our opportunity, 

as psychiatrists, to ide our share of community leadership in establishing a 
services available to everyone who needs them. 

By proposing and adopting the Community Mental Health Centers Construc- 
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and patient care actually permits greater staff time for these professional duties, 
The organization of routines, niques and information that is required by the 
very nature of electronic data processing 
securacy and sophistication in description of patient behavior and changes in 
behavior, Since these records are so well organized and immediately available 
for review and personnel doing less than adequate jobs are rapidly 
ies in their performance. While this ma discourage 
A few individuals, for tho most part it seems to serve as a e 
to close patient observation, with more accurate knowledge and interpretation of 
the observed behavior, This admittedly is a long first step in the direction of 


pore patient care. 
electronic technological revolution presents us with an almost limitless 
—, for an equally significant revolution in the entire range of care of the 
mentally fll and troubled individuals in our midst. Our horizons are limited only 
by our imagination and the energies we wish to expend upon this task. 
Bernard C. GLUECK, Jr., M.D. 
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is now recognized as a phenothiazine side re- 

satel by slowly progressive pigmentation of light-exposed skin, 
conjunctiva and/or by granular deposits in the lens and cornea, First 
the syndrome by Greiner and Berry a little over a year ago created 
about possible loss of vision. But it is reassuring to 

of cases with eye changes have now had 
date no clearly documented cases of sig- 
attributable to this phenomenon have been 
other phenothiazine complications 
At present, it is believed that the 
i arrested when the offending drug is 
withdrawn. They are virtually confined to patients on long-continued, large doses. 
This question has ere re as well as psychiatric aspects, and 
for this reason three of us have joined in Preparation of this communication, 
which ts based on special experience in each of the two fields, The ophthalmolo- 
D.) have been carrying on active investigations on 

these eye findings, some of which are already published and others still in process. 
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The third member (H. B.) has been interested in this question for several years 
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CLINICAL NOTES 


(The Clinical Notes merely report findings by investigators; the 
Journal assumes no responsibility for the validity of these findings.) 


TRENDS IN POSTPARTUM ILLNESSES 
JANE E. OLTMAN, M.D., ann SAMUEL FRIEDMAN, M.D. 


In recent years certain trends have ap- 
peared in admissions to psychiatric insti- 
tutions. For example, the number of al- 
coholic and drug-addicted patients(1) has 
increased prominently, although this may 
be attributable in part to changing admin- 
istrative policies. A recent article(2) re- 
ported a decline in manic patients, al- 
though this observation may be due to 
diagnostic bias. On the other hand, there 
is general agreement that classical cases 
of catatonia have decreased markedly, 

Casual clinical observation led us to be- 
lieve that “postpartum” conditions have 
also declined in the past decade or so, 
This seemed particularly true of the acute, 
confusional, regressive type of postpartum 
illness. To test this impression, we reviewed 
all admissions to this hospital of women 
aged 17 through 45—the practical limits 
of the female procreative period—during 
the years 1942 through 1963. It might be 
indicated that this institution was opened 
for direct admissions during 1941; the first 
complete year thereafter constituted the 
starting point of the investigation, Postpar- 
tum illnesses were defined as those in 
which significant temporal relationship had 
been noted in the original case study and 
diagnostic note, All diagnoses during these 
years were made by the authors, Psychiat- 
tic illnesses during pregnancy or following 
miscarriage were not included, 

During this period of 22 years, 438] 
individual female patients in the desig- 
nated age limits were admitted. The per- 
tinent data were recorded for biennial 
periods. The year 1956 appeared to con- 
stitute a well crystallized demarcation 
point. Summary of the data on this basis 
reveals the following contrast. Among 2218 


The authors are with the Fairfield Hills Hos- 
pital, Newtown, Conn. 
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females, 17 through 45 years of age, ad- 
mitted during 1942-55, there were 163 
postpartum cases, or 7.3%; the correspond- 
ing figures for 1956-63 were 2163 and 81, 
or 3.7%. Thus the overall incidence of post- 
partum illnesses in 1942-55 was practically — 
twice that of 1956-63. In the first period, 
schizophrenic and affective psychoses con- 
stituted 97% of all postpartum conditions; 
in the second era they comprised 83%, with 
neurotic illnesses constituting the remain- 
der. 

The highest concentration of postpartum 
states occurred, of course, in the group of 
married women, 20 to 39 years of age, 
with schizophrenic or affective psychoses, 
Analysis of this specific area revealed the 
following data. In 1942-55 there were 151 
postpartum illnesses among 670 married 
women, 20-39 years of age, with a diag- 
nosis of schizophrenia or affective psycho- 
sis, or 22.5%; in 1956-63 the corresponding 
figures were 62 cases among 544 subjects, 
or 11.4%, 

It has also been our clinical impression 
that the acutely disturbed, confusional type 
of postpartum illness has been declining 
in frequency in recent years. This matter 
is receiving more detailed study ; however, 
a preliminary analysis is presented here. 
All postpartum cases were divided into 
three categories—acute, subacute and in- 
sidious—according to type of onset, in 
terms of time and severity. In the 1949-55 
period, these data were: acute, 78 (48%) ; 
subacute, 26 (16%); and insidious, 59 
(36%). In the 1956-63 era the respective fig- 
ures were; acute, 24 (30%) ; subacute, 18 
(22%) ; and insidious, 39 (48%). There is an 
apparent trend away from the acute form 
of illness and toward the insidious type 
in the 1956-63 era, 

As might be expected from the above 
data, a parallel change is evident in the 
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frequency of acute or catatonic schizo- 
phrenia. In the 1942-55 period, the diag- 
nosis of catatonic (or de- 
mentia praecox) in 70 patients, 
and of schizophrenia, acute undifferentiated 
type in 24 cases, for a total of 94, or 58% of 
all postpartum conditions. In the 1956-63 
era, the respective figures were 5 and 27, 
for a total of 32 or 40%. According to chi- 
square formula, this difference is significan 
at 1% level of confidence, 


CONCLUSIONS 


It appears that the incidence of post- 
partum conditions has declined in recent 
years, Brew and Seidenberg(3) affirmed 
that this trend was apparent by 1946; 
however, this study the years 
1942 through 1963, that signifi- 
cant decrease began in 1956. A reduction 


in acute or catatonic schizophrenic ill- 
nesses took place concomitant with the 
over-all decline in um states, This 
parallels the general reduction in catatonic, 
and other acutely erupting forms of schizo- 
phrenia in recent years. The subject of 
alteration in some of the external symp- 
tomatology of schizophrenia merits further 


study, 
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ESTROGEN TREATMENT OF PATIENTS WITH CHRONIC BRAIN 
SYNDROME ASSOCIATED WITH CEREBRAL ATHEROSCLEROSIS 


KENNETH LIFSHITZ, M.D., ano NATHAN 8, KLINE, M.D. 


th of artery atheroscl 
rosis(38). There has also been pathologi 
the of cerebral 
pr favoral j ha the a 
have been disputed(4). better con 
trolled studies in estrogens 


Previously we zapora on the treat- 
ment of this type tient with estradiol- 
17-n-valerate iy hd yar | fe 
preparation ( trogen ) ; milligrams 
were given once every 2 weeks to 90 male 
patients which proved to be a feminizing 
dose in all cases. In this controlled, double- 
blind experiment, we found no benefit 
accruing to the patients, either psychically 
or physically over a period of 18 months, 
Subsequent to this study, results were 
sented by Marmorston et al.(3), wi 
indicated that in the treatment of coronary 
artery atherosclerosis low dosages of con- 
jugated equine estrogens (Premarin) were 

‘ective, while other estrogens were not 
Because of this, we felt that it would be 
worthwhile to re-investigate the problem, 
using the conjugated equine estrogens. 

The diagnosis of 37 male inpatients at — 
Rockland State Hospital who had pre 
viously been diagnosed as having ; 


it is impossible to establish this diagnosis 
with certainty and it is particularly difi- 
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cult to separate outpatients suffering from 
chronic brain syndrome associated with 
senile brain disease. The average duration 
of hospitalization was 26 months with a 
range of 5 to 102 months. Patients were 
scored numerically on the degree of their 
intellectual impairment by clinical estimate. 
They received a neurological examination 
and laboratory work-up consisting of rou- 
tine urinalysis, white blood cell count with 
differential, hemoglobin and blood urea 
nitrogen. Each patient was given the 
Wechsler Adult Intelligence Scale, the 
Wechsler Memory Scale, the first 60 months 
of the revised Stanford-Binet Intelligence 
Scale and a test of maximum tapping speed. 
In addition, a simple scored evaluation of 
the patients was filled out on each of the 
patients by an attendant or nurse from each 
of the three shifts on the patient’s ward. 
Each patient was then randomly assigned 
to either a treatment group or a placebo 
group. A research nurse administered 
daily either 1.25 milligrams orally of con- 


 jugated equine estrogen or an identical 


appearing placebo. The medications were 
handled in a double-blind manner. The 
1,25 milligram dosage level was elected 
on the basis of the work by Marmorston, 


_ etal. (3), and because of our own previous 


| 


results with estradiol-17-n-valerate, which 
indicated that an estrogenic effect at about 
two and a half times this level might in- 
crease mortality rates. From 10 to 14 
months after the start of medication the 
patients were again evaluated using all 
the techniques of the initial examination. 

Pharmacologic activity was indicated 
by the development of gynecomastia in ap- 
proximately 25% of the patients. During 
the course of the investigation there were 
9 deaths which occurred after the patients 
had been on medication at least one 
month. All deaths were compatible with 
the patient’s physical status and occurred 
in an unremarkable distribution. It is dif- 
ficult to be specific about the exact causes 
of death since autopsies were generally 


1 Since patient re-evaluation, medication has 
been continued and there have been three addi- 
tional deaths, at one year eight months, one year 
ten months, and one year ten months. The first 
two were in the placebo group and the last was in 
the estrogen group. 


not performed. Of the deaths, 5 occurred 
in the estrogen-treated group (average age 
68.3 years at the start of the study) and 
4 occurred in the placebo group (average 
age 67.9). This is, of course, a nonsignifi- 
cant difference. There was also no sig- 
nificant difference in the before and after 
neurological or psychological examinations 
between the estrogen and placebo groups. 
The only variable to show any significant 
change was the diastolic blood pressure 
which in the estrogen-treated group before 
treatment was 69.4 mm.Hg. and after treat- 
ment 75.4 mm.Hg. The diastolic mean pres- 
sure for the placebo group was 82.3 mm.Hg, 
before and 78.3 mm.Hg. after “treatment,” 
On ¢ test this is between the 0.01 and 0.02 
level of probability of being a chance oc- 
currence. It should be noted that the lower 
diastolic pressure of the estrogen group 
went up and the’higher diastolic pressure of 
the placebo group went down, with both 
final values being very similar. This is, in all 
probability, not related to treatment but 
the result of a common regression to the 
mean. 

It is interesting that during the period 
of approximately one year involved there 
was no downward progression in perform- 
ance noted in these patients. This finding 
reinforces the impression reported in our 
previous study and goes counter to the 
usually accepted conception of a contin- 
uous chronic deterioration in the psychic 
status of patients suffering from chronic 
brain syndrome associated with cerebral 
atherosclerosis. The only consistent decre- 
ment in performance generally occurred 
shortly before the demise of the patient. 

A further observation, which may be of 
interest to some, concerns the correlation 
coefficients between the initial and final 
patient evaluations. These ranged from 
over 0.8 for the psychiatric and ward per- 
sonnel evaluations, to 0.6 for the Wechsler 
Memory Scale. Our results, of course, do 
not give any indication as to the possible 
response of other populations or the ef- 
fects of different dosage levels. 


SUMMARY 


For this severely impaired population of 
37 patients suffering from chronic brain 
syndrome associated with cerebral athero- 
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sclerosis, treatment with 1.25 mg./day of 
conjugated equine estrogens over a period 
of about one year resulted in no measur- 
able effect on psychological functioning or 
on mortality as compared to placebo treat- 


ment. 
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LENS AND CORNEA CHANGES DURING PHENOTHIAZINE 
THERAPY: A PRELIMINARY REPORT 


JOSEPH A. BARSA, M.D., JAMES C. NEWTON, M.D., 
anp JOHN C. SAUNDERS, M.D. 


Lens and cornea opacities have recently 
been reported(1) in some patients showing 
skin photosensitivity reactions during chlor- 
promazine therapy. In the present study 
658 patients of the chronically disturbed fe- 
male service were evaluated in regard to 
the existence of current or past skin photo- 


talized continuously from a few months to 
more than 30 years. Of these patients, 650 
were receiving psychotropic drugs, the most 
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common being phenothiazine derivatives, 
Almost all had previously received several 
courses with different phenothiazines, par- 
ticularly chlorpromazine, 

At the time of the study none of the pa- 
tients showed evidence of skin photosensi- 
tivity. However, 103 patients had previously 
manifested an excessive tendency to sun- 
burn during phenothiazine therapy, 18 pa- 
tients had marked suntanning 
resulting in a true brown or bronze color, 
and 97 patients had acquired a grey or 
violaceous pigmentation. Of the latter 
group, 33 had a distinct purplegrey hue, 
whereas the remainder had varying shades 
of grey mixed with brown, giving the im- 
pression of a “dirty” complexion. y 

Slit-lamp examinations revealed opacities 
in the lens and cornea of 33 patients and 
in the lens alone of 145. Thus, more than 
25 percent of the patients had opacities. 
The findings were quite characteristic. The 
mildest, and presumably earliest, changes 
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occurred in the form of fine dot-like opac- 
ities in the anterior capsular and subcap- 
sular portion of the lens, As the pathology 
progressed, star-shaped opacities appeared 
in the anterior capsular area, Associated 
with the increased lens changes, corneal 
opacities were observed. The latter con- 
sisted of very fine stippling in the area 
of Descemet’s membrane and, in the more 
severe cases, in the area of Bowman’s mem- 
brane (subepithelial) as well as Desce- 
met’s membrane. Visual acuity was not 
impaired appreciably, as one might have ex- 
pected in view of the corneal and lentic- 
ular changes. 

In reviewing the treatment records of 
the patients with eye changes, the following 
facts were noted. Almost all the patients 
had received more than one phenothia- 
zine derivative during the course of drug 
therapy, and all the patients, with the ex- 
ception of two, had been treated with 
chlorpromazine at one time or another. The 
duration of chlorpromazine therapy ranged 
from 2 weeks to 10 years, and the 
maximum daily dose was between 95 mg. 

1500 mg. However, the vast ma- 
jority of patients had received chlorpro- 
mazine for more than 2 years with a daily 
dose of more than 400 mg. Eighty-seven 
patients were currently receiving chlor- 
promazine, and 89 had received the drug 
previously between 2 months and 10 years 
ago. 

One of the two patients who had never 
received chlorpromazine was treated with 
methotrimeprazine for 3 months and flu- 
phenazine for 4 years; the other was given 
trifluoperazine for 7 months 3 years ago, 
Another patient had 2 weeks of combined 
reserpine-chlorpromazine therapy 10 years 


PLAIN 


We shall exclude from our pages the semi 
adopt as its substitute plain English diction, 


ago with a maximum chlorpromazine dose 
of 25 mg. daily, and was then treated with 
several other phenothiazines, Three addi- 
tional patients received chlorpromazine for 
less than 3 months, From these and similar 
cases it can be concluded that, although 
chlorpromazine may be the drug most re- 
sponsible for the lens and cornea opacities, 
other phenothiazine derivatives also appear 
capable of producing these changes, but 
to a lesser extent. Furthermore, to cause 
these changes it is not necessary that the 
patient receive phenothiazines for long 
periods of time and in very high doses. 
There is also an indication that the lens 
and cornea opacities are not reversible 
(e.g., second case reported above). 

In order to explore the possibility that 
the eye changes were the result of photo- 
sensitivity, we compared the incidence of 
the eye changes with that of skin photo- 
sensitivity reactions. Of the 33 “purple 
people” 29 showed eye changes; and of 
the 64 patients with various shades of 
grey pigmentation 33 had eye changes. 
Seven of the 18 patients with accelerated 
suntanning and 42 of the 103 patients with 
accelerated sunburning also manifested 
ocular opacities. Sixty-seven patients with 
‘eye changes gave no evidence of skin 
photosensitivity, but of the latter group 32 
were Negro. These data would seem to 
indicate some association between photo- 
Sensitivity and the opacities of the lens and 
cornea. 
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_ PROCEEDINGS OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION 


SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE 


COMMITTEE, MAY 


The principal actions of the Council 
the Executive Committee at 


and 
held 


tions of Council, Annual Meeting, Member- 
ship Mi Presidential . 


mittees or individuals for study and recom. 


mendations are not included in this report. The 
minutes of each Council and Executive Com- 


that the APA sponsor a world conference 
human violence, It was referred by the 


APA Library (ExC., 
all expenses incurred by the 


competent person 
pei project in the 


June 64). 
3. Authorized 


1964 TO MAY 1965 


participants in the special meeting of Council 
at Airlie House to be charged to the Council 
Contingency Fund (C., Sept '64). 

4. Approved an Honorarium of $250 for 
Dr, Leo Simmons, Sociologist Consultant, for 
his participation in the special meeting of 
Council at Airlie House and sppored pon 


ment of his expenses from the Council 
tingency Fund (C., Sept '64), 

5. Approved establishment of ppd nea r of 
Comptroller as the principal face! cer of the 
RAA fed Opetoes Baak DIA 
sonnel Policy a ` 
Comptroller is authorized, effective immedi- 
ately, to sign checks on all accounts of the 
Association, upon proper authorization (C. 

‘C4 


6. Authorized the Deputy Medical Director 
to sign checks on all accounts of the As- 
sociation upon proper authorization, effective 
immediately (C., Sept '64). 

7. Approved revocation of Mr, Joseph Tur- 


the esta 


recommendation that the au- 
thorization of Mr. Austin Davies, Executive 
Assistant, to sign checks against various ac 
counts of the Association be on each 
account as it is transferred to the Washington 
Central Office (C., Sept 64). 
9, Approved recommendation that Council 
delegate its authority to the Treasurer to se 
lect and name banks, after consultation with 
the Medical Director, for the funds of the 
bo instruct» 


yment of expenses 
loc Committee on the 


cy Fund (C, Sept 64). 


12. Appropriated $700 from the G 
Contingency Fund to defray expentes 
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members of the APA Task Force to attend a 
meeting of the Joint APA-American College of 
Physicians Task Force on January 9, 1965, in 
New York City (C., Oct-Nov 64). 

13. Rescinded the action of Council of De- 
cember 1963 approving the appropriation of 
$50,000 for the architectural plans of the 
building to house the American Psychiatric 
Museum Association (C., Oct-Nov ’64). 

14. Rescinded the action of Council of May 
1964 authorizing the Treasurer to transfer 
$50,000 appropriated for the architectural 
planning for the museum building to a specifi- 
cally designated account of the American Psy- 
Ta Museum Association (C., Oct-Nov 
64). ` 

15. Approved the loan of $50,000 to the 
American Psychiatric Museum Association and 
requested that the President and Secretary of 
the Museum Association execute a demand 
promissory note as evidence of the indebtedness 
and deliver it to the American Psychiatric 
Association (C., Oct-Nov ’64). 

16. Approved the request of the History 
Committee for a second meeting to be held in 
January 1965 on the Oral History Project in 
Philadelphia, at a cost of $500, subject to the 
availability of funds within the Coordinating 
Chairmen’s budget (ExC., Dec 64). 

17, Approved the sum of $400 from the 
Psychiatric Research Reports Fund to pay for 
the preparation and indexing of the manu- 
script “Human Reactions to Impending Dis- 
aster” (ExC., Dec ’64). 

18. Approved the recommendation of the 
Budget Committee that an additional $7,200 
be authorized in fiscal year 1965-66 budget to 
defray travel and other authorized expenses of 
the Delegates to the Fall Assembly Meeting 
of the District Branches, with the understand- 
ing that continued consideration be given 
to other methods of financing this meeting 
(ExC., Dec ’64). 

19. Approved a $1,000 appropriation for 
secretarial salary in order that the trial period 
of the New York Regional Office be extended 
from April 1, 1965 to September 30, 1965 
(ExC., Dec ’64). 

20, Approved the recommendation that Mr. 
Austin Davies be granted the sum of $4,449, 
representing three months accumulated leave 
at the time of his retirement (ExC., Dec 64). 

21. Approved the recommendation that the 
starting salary for the Copy Editor of the 

American Journal of Psychiatry be increased 
by $1,000 (ExC., Dec ’64). 

22. Approved the APA’s sponsoring a Na- 
tional Conference on Comprehensive Com- 
munity Mental Health Programs in the month 


of February 1965, and authorized $1,000 from 
the Council Contingency Fund for the pre- 
liminary expenses for planning purposes, ma- 
jor expenses to be funded by outside sources 
(ExC., Dec ’64). 

23. Approved $3,000 as a promotion budget 
out of the assessment collections for the Build- 
ing Fund to cover the expenses of the Ad Hoc 
Committee on the Building Fund (ExC., Dec 
64). 

24. Authorized the sale of APA properties 
1807-1809-1811 R Street, N. W., Washington, 
D. C., at cost, to the American Psychiatric 
Museum Association, Inc. in accordance with 
their request to purchase these properties 
(ExC., Dec ’64). 

25. Authorized an additional $5,000 to the 
Council expense budget for 1964-65 to cover 
the costs of the unbudgeted extra meetings of 
Council, and to be taken from funds author- 
ized for transfer to the Building Fund (G,, 
Feb 65). 

26. Approved the attendance of one APA 
member to be designated by the Chairman of 
the Insurance Commission at the Final Work 
Conference of the Planning Group for the Pro- 
posed National Conference on Psychiatric In- 
surance and appropriated an amount not to 
exceed $150 from the Council Contingency 


Fund for expenses of the APA representative 


(C., Feb 65). ; 

27. Appropriated $395 from the Coun- 
cil Contingency Fund to cover the present 
deficit in the budget of the Commission on 
Insurance (C., Feb ’65). 

28. Approved the employment of Mr. Aus- 
tin Davies as a consultant for one year begin- 
ning on October 1, 1965, the total cost to be 
distributed over two fiscal years, prorating the 
amount to be charged to each year; that the 
sum be charged to the Journal account; that 
this agreement be subject to termination with- 
in a year by mutual consent of both parties 
(C., Feb ’65). This arrangement is to allow 
Mr. Davies to explore the possibility of secur- 
ing advertising of drugs and materials not now 
advertised in APA publications. It is intended 
to cover particularly the so-called nonpsychi- 
atric drugs, supplies and materials used in 
private practice and in hospital fields. 

29. Requested the Ad Hoc Committee on 
the U. S. Poverty Program to meet with the 
staff at least once prior to the May meeting and 
authorized a budget of $500 for such a meet- 
ing, and authorized the Ad Hoc Committee 
to take the necessary actions to prepare grant 
Proposals that were implied in their recom- 
mendations to Council (C., Feb ’65). wi 

30. Approved the recommendation: thai 
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$7,517.20 be returned to the Drs. Sackler 
through their attorneys, Millard and Greene, 
as requested (C., Feb ’65), 

31. Approved the request of the Committee 
on Standards and Policies to hold a special 
meeting during March 1965 and authorized 
up to $1,000 for the expenses of such a meet- 
ing from the Coordinating Committee Chair- 
men’s budget (C., Feb ’65). 

32. Approved the request of the Committee 
on History of Psychiatry for an exhibit at the 
Annual Meeting and authorized $300 for the 
exhibit from the Coordinating Committee 
Chairmen’s budget (C., Feb ’65). 

33. Authorized the Committee on Transcul- 
tural Psychiatry to spend $320 from the Coor- 
dinating Committee Chairmen’s budget for an 
exhibit available from the Peabody Museum of 
Harvard University at the Annual Meeting (C., 
Feb 65). (This exhibit concerns the use of 
cocoa, mushrooms, Caapi and peyote in differ- 
ent cultural groups.) 

34. Authorized the payment of the deficit 
in the budgets Me the eg ey om cea 
munity Aspects of Psychiatry an e Com- 
Dik on Professional Standards of Psychi- 
atry by transfer from the unexpended balance 
of the Committees on Technical Aspects of 
Psychiatry (C., Feb ’65). 

35. Authorized $550 from the Council Con- 
tingency Fund for a marker on the grave of 
Benjamin Rush (C., Feb 65). 

36. Appropriated an additional amount from 
the Journal account to pay the salary of an 
Assistant Editor of the American Journal of 
Psychiatry from May 1 to July 1, 1965 (C. 
Feb ’65). 

37. Approved the total budget for the fiscal 
year 1965-1966 as presented by the Chairman 
of the Budget Committee (C., May ’65). 

38. Authorized an amount not to exceed 
$2,000 from the Council Contingency Fund 
for the expenses of two meetings of the Special 
Task Force on the Airlie House propositions. 
(The task force to study these propositions 
was reconstituted after the approval of the 
1965-66 budget, therefore this action was nec- 


derstood that for the 10 months remaining in 
this fiscal year the amount that could be spent 
for the rental of properties would be prorated 
on the $14,000 per year maximum rental (C., 
May ’65). 

40. pone the recommendation of the 
House Committee that $2,000 be appropriated 
for essential renovations, urgent maintenance 
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and uncompleted painting of the Central Of- 
fice (C., May ’65). 

41, Approved the annual payment of a $20 
assessment ($10 per Council representative) 
to the American Association for the Advance- 
ment of Science for APA’s representatives 
(C., May ’65). 


COMMITTEE MATTERS 


The Council : } 

1. Approved the recommendation of the 
Publications Review Committee for publication 
of “Psychiatric Emergencies and the General 
Hospital” (ExC., June ’64). 

2. Approved the recommendation of the 
Committee on Public Health for establishment — 
of liaison with the American Public Health As- 
sociation (C., Oct-Nov ’64). F: 

3. Approved the expansion of the present 
Reference Committee and designated it as a 
Special Reference Committee Task Force to 
study and make recommendations to Council 
on the specific Airlie House propositions that 
will be referred to it out of the 30 proposi- 
tions before Council: membership to consist 
of the President, President-Elect, Secretary, 
Speaker, Speaker-Elect, three Coordinating 
Chairmen and the Medical Director, ex-officio 
(C., Oct-Nov ’64). 

4. Directed ‘that the recommendations of 
the Committee on Veterans be made known 
to the Chairman of the Advisory Committee 
to the Psychiatry and Neurology Services of 
the Veterans Administration by the Medical 
Director, This does not imply approval by the 
Council, These recommendations were: 1) 
that VA psychiatrists and other VA physicians 
be permitted to engage in community medical 
activities after hours for pay; and 2) that 
funds for psychiatric services in general hos- 
pitals be stipulated specifically for such psy- 
chiatric services. The Council expressed con- _ 
cern with the fact that 8 of 41 predominantly 
psychiatric VA hospitals are now being direct- 
ed by nonpsychiatrists, two of whom are lay- 
men (ExC., Dec '64). Council subsequently 
rescinded this action of the Executive Com- 
mittee and directed that the section dealing 
with after-hours work for pay be forwarded to 
the Medical Director of the Veterans Admin- 
istration with the approval of the Ci 
(C., Feb ’65). 

5. Directed that actions of committees, com- 
missions, etc., of the Association not be pub- 
lished as official actions of such committees 
except with the approval of the Council and 
that such sanctioned publications must indicate 
that approval (C., Feb ’65). ; 

6. Approved in principle the statement of 5 


i 
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the Committee on Religion and Psychiatry rel- 
ative to the pastoral counselor problem but 
directed that it be referred back to the com- 
mittee for rewording with editorial help from 
the staff (C., Feb ’65), 

7. Established the Robert T. Morse Me- 
morial Writers Award for excellence and ac- 
curacy in reporting on psychiatric develop- 
ments. The award will be presented annually 


a at the Annual Meeting of the Association. The 


Committee on Public Information is empow- 
ered to implement this motion including decid- 
ing on the type of award to be presented and 
selecting the awardee. The amount of the 
award shall not exceed $150 per year from this 
fund (ExC., June ’64). 

8. Approved the recommendation of the 
Committee on Public Information to include 
in the Mail Pouch a brochure pertaining to 
the Fact magazine article. The brochure would 
consist merely of photo-offset reproductions of 
representative press comments on the Fact 
magazine affair to be distributed to mem- 
bers for information (ExC., Dec ’64). 

9. Approved the recommendation of the 
Committee on Standards and Policies that the 
name of the committee be changed to the 
Committee on Standards and Policies for Psy- 


_ chiatric Facilities (ExC., Dec ’64). 


10. Approved the recommendation of the 
Committee on Psychiatric Social Work that a 
meeting be held with representatives of the 


_ National Association of Social Workers to con- 
_ tinue work on the drafting of an interdis- 


ciplinary statement between the two fields 
(ExC., Dec ’64), 
11. Did not support the resolution of the 


` Louisiana Psychiatric Association to establish 


a Legal Department in the Central Office until 
further study confirmed its importance to the 
Association (C., Feb ’65). 

12. Approved the change in name of the 
Committee on Private Practice to the Commit- 
tee on Private Practice in Psychiatry and en- 
couraged the committee to be concerned with 
the private psychiatrist’s role in his office and 
in the community (C., Feb ’65). 

13. Referred the statement on alcoholism 
presented by the Committee on Therapy to 
the Reference Committee for a report to the 
February Council (ExC., Dec 64). Council 
subsequently accepted the position statement 
on alcoholism as recommended by the Refer- 
ence Committee with the understanding that 
certain editorial changes as suggested by mem- 
bers of the Council would be made by the 

editorial staff in the Central Office prior to 
publication (C., Feb 65). 

14, Approved in principle the recommenda- 


tion of the Committee on Medical Education 
that a Conference on Undergraduate Teaching 
in Psychiatry be held some time in 1966, and 
directed that the chairman of the committee 
work with the Medical Director and staf in 
Preparing a proposed budget and plan for 
presentation to Council (ExC., Dec 64), 
Council subsequently approved in principle 
the plan as outlined by the Medical Director 
and co-sponsorship with the Association of 
American Medical Colleges of a proposed Con- 
ference on Undergraduate Teaching in Psy- 
chiatry and authorized the Medical Director 
to solicit funds from an outside source for ini- 
tial planning purposes and ultimately to solicit 
funds from the National Institute of Mental 
Health to finance the conference (C., Feb ’65). 

15. Approved the request of the History 
Committee for publication of the two named 
medical classics under the joint sponsorship 
of the American Psychiatric Association and 
the New York Academy of Medicine, at no 
cost to the Association (ExC., Dec ’64). 

16. Approved the recommendation of the 
Special Reference Committee Task Force that 
the Long-Term Policies Commission be abol- 
ished and its function be taken over by the 
Reference Committee (ExC., Dec ’64). 

17. Approved the recommendation that the 
Special Reference Committee Task Force be 
discontinued and that a special task force of 
the Council be appointed by the President to 
include members of Council who are not 
otherwise engaged in administrative duties of 
Council and that this reconstituted task force 
meet, if feasible, once prior to the May meet- 
ing of Council. This task force would inde- 
pendently address itself to coordinating and 
reviewing the reports of various committees on 
the propositions that emerged from the Airlie 
House Conference and make recommendations 
to Council (C., Feb ’65). 

18. Authorized the Board of Tellers to ana- 
lyze the voting pattern of APA membership 
ro report their findings to Council (C., May 
65). 


19. Authorized the Board of Tellers with 
the Central Office staff to draw up and for- 
ward to the Committee on Constitution and 
By-Laws suggested changes in procedural pat- 
terns that would better adapt the balloting 
to the uses of automation (C., May ’65). 

20. Approved the appointment of the Nom- 
inating Committee designated by President 
Rome : Dr, William Malamud, Chairman ; Drs. 
James N. Sussex of Alabama ; Harry A. Wilmer 
of California ; Moody C, Bettis of Texas; and 
John R. Saunders of Virginia (C., May ’65). 

21. Approved the recommendation that the 
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Ad Hoe Committees on the , 


Poverty Program, 
Convocation and Drug Safety be continued 
(C., May ’65). 


OTHER ACTIONS OF COUNCIL 


The Council : 

1. Accepted the invitation of the American 
Child Guidance Foundation to cosponsor an 
Institute on Prevention in Child Psychiatry 
without expense to the APA and designated 
Dr. Finch, Chairman, Committee on Child- 
hood and Adolescence, with Dr. Exie Welsch, 
the alternate, as APA resentative on the 
Planning Committee (ExC., June '64). 

2. Accepted the bequest of the estate of 
Marie Eldredge under such favorable circum- 
stances as can be worked out with the ex- 
ecutor, or as the will directs ($10,000 bequest 
for research purposes) (ExC., June ’64), Au- 
thorized the President to establish a board to 
administer the bequest of the estate of Marie 
H. Eldredge, and such board will include one 
member of the Grants and Awards Committee 
(ExC., June ’64). 

3. Directed that complimentary subscrip- 
tions of the Journal and Mental Hospitals be 
entered on the “Free Exchange List” of the 
Association for the Faculty of Medicine, Uni- 
versity of Mexico, as a token of our apprecia- 
tion for the courtesies extended during, the 
joint meeting held in Mexico (ExC., June '64). 

4, Directed that the constitutions of those 
District Branches in areas other than the 
United States shall Leet the policy pe a 

ivity sl recognized 
political activity reas a alaa 


Sek al Public Health Service (C., 


Sept ’64). 


8. Approved the : s 

in of North Carolina for t! e pas 

ie ae i legislation affecting the rights 
of the mentally ill (C., Oct-Nov ’64). 
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9. Reaffirmed the APA’s position in sup- 
port of the inclusion of initial operating ex- — 
penses in proposed Federal legislation for 
staffing community mental health centers on a 
predetermined pattern of diminishing Federal 
participation leading to ultimate withdrawal of 
Federal support (C., Oct-Nov '64), Council 
subsequently voted to amend its resolution of 
October 1964 concerning staffing, the amend- 
ed resolution to include staffing of both the 
mental health and mental retardation facilities 
(C., Feb ’65). 

10. Approved the resolution on the United 
Auto Workers insurance program and its ap- — 
propriate distribution. The resolution congratu- 
lated those leaders in management, labor and 
the voluntary agencies who were responsible 
for negotiating the recent agreements between 
the UAW and leading automobile manufac- 
turers in making adequate psychiatric care 
available to union members and their de- 
pendents, It would further pledge the co- 
operation of the profession of psychiatry in 
making the plan workable and successful in 
operation (C., Oct-Nov '64). 

11. Approved the recommendation of the 
board of the Isaac Ray Lectureship Award to 
extend recipients of the award to persons 
engaged in disciplines related to human be- 
havior, provided that this is in legal conformi- 
ty with the terms of the grant (ExC., Dec '64), 

12. Approved the recommendation of the 
board of the Isaac Ray Lectureship Award to 
substitute the word “board” for the word “com- 
mittee” on the certificate (ExC., Dec '64). 

13. Approved the recommendation of the 
World Psychiatric Association that individual 
members be admitted in the World Psychiat- 
ric Association with no voting privileges (ExC., 
Dec '64). 

14, Directed the Commission on _—— 
to prepare a long-range prospectus ol 
of insurance plans it believes the individal 
APA member requires, then recommend to 
Council the best available policy to cover 
these needs (C., Feb '65). 

15. Approved the recommendation of the 
Internal Management Commission that profits 
from the sale of JIS publications be shared by 
NAMH and APA this year (C., Feb 65). 

16. Authorized the Medical Director to ex- 
plore the feasibility of publishing the “News- 
letter” under second class mailing provisions if — 
postal regulations so require (C., Feb '65). 

17. Approved the request of Bowker As- 
sociates, Inc. to: 1) publish a cumulative 
index to the American Journal of Psychiatry; — 
2) publish a supplement to the National Li- 
brary of Medicine Catalog of Books 
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would include bibliographic data on only those 
works dealing with psychiatric subjects; 3) 


curring bibliography of psychiatric literature 

(C., Feb ’65). 

; 18. Approved the statement which recom- 
mended modification of Federal Government 

legislation in providing health care for the el- 

derly to remove any discrimination in hospi- 

tal benefits for the mentally ill (C., Feb ’65). 

19, Voted to endorse the proposed Federal 
legislation to provide for a program of grants 
to assist in meeting the need for adequate med- 
ical library services and facilities (S597; H.R. 
3142) (C., Feb 65), 

20. Approved the resolution commemorating 
the first anniversary of signing into law PL 
_ 88-164, the Mental Retardation Facilities and 
_ Community Mental Health Construction Act 
of 1963 (C., Oct-Nov ’64). 

21, Voted that the APA sponsor the pro- 
posed Joint Commission on Manpower and 
Training in Correction and authorized the 
President to name two trustees to the Board 
_ of Trustees of that Joint Commission (G; 
_ May ’65). 

; 22. Approved the recommendation of the 

_ board of the Isaac Ray Award that the award 
be renamed the Isaac Ray Award of the Amer- 
ican Psychiatric Association, sponsored by the 
Aquinas Fund (C., May 65). 

23. Approved the recommendation of the 
board of the Isaac Ray Award that the award 
be given at the discretion of the board in order 
_ to allow flexibility in the time of the selection 

of awardees (C., May ’65). 

_ 24. Approved the recommendation of the 
board of the Isaac Ray Award that the admin- 
istration of the award continue under the juris- 
diction of the American Psychiatric Association 

(C., May ’65). 

25. Approved the recommendation of the 
board of the Isaac Ray Award that the APA 
support the Federal Act to establish the Ros- 
coe Pound Academy for Criminal Justice. 
(This academy would provide education and 
training to raise the standards of police offi- 
cials, prosecutors, judges, correctional admin- 
istrators and all others concerned with criminal 
justice. Because the interrelated problems of 
law, medicine, psychology, psychiatry, sociol- 
ogy and other sciences relative to the admin- 
istration of criminal justice are spelled out in 
the proposal, this is of general interest to the 
profession of psychiatry.) (C., May 65). 

26. Voted to discontinue the financial sup- 
port to the New York Regional Office project 
as of October 1, 1965 (C., May 65). 

27. Approved the recommendation of the 


K 


in cooperation with MEDLARS, publish a re- 


Editorial Board of Mental Hospitals that the 
name of the magazine be changed to The 
Journal of Hospital and Community Psychi- 
atry (C., May ’65). 

28. Approved APA cosponsorship of a Con- 
ference on Aging, with no expense to the 
APA, to be held in Ann Arbor, Michigan, July 
26-28, 1965 (C., May ’65). 

29. Authorized the submission of a grant 
application to NIMH to provide for travel 
stipends for research fellows who will partici- 
pate in the Fourth World Congress of Psy- 
chiatry to be held in Madrid, Spain, Septem- 
ber, 1966 (C., May 65). 

30. Voted that a certificate be presented to 
all officers of the Association upon their retire- 
ment and that this action be retroactive (Ci 
May ’65). 

31. Approved the reappointment of Dr. 
Ewald W. Busse for a second term on the 
American Board of Psychiatry and Neurology 
beginning December, 1965 (C., May ’65). 

32. Approved the resolution presented by 
the Commission on Insurance which approved 
in principle the United Automobile Workers 
mental health benefits program (C., May ’65). 

33. Endorsed the proposed formation of an 
Inter-American Council of Psychiatric Associ- 
ations to include three members each from the 
American Psychiatric Association, the Canadi- 
an Psychiatric Association and the Association 
of Psychiatric Organizations in Latin America, 
with no financial obligations entailed; the 
President will appoint the three representa- 
tives (C., May ’65), 

34. Approved in principle the formation of a 
Joint Commission on Mental Health Services to 
Children and that APA become one of the in- 
corporators of this commission (C., May ’65). 

35. Approved the recommendation of the 
Assembly of District Branches that authorized 
the formation of the District Branch of Ala- 
bama (C., May 65). 

36. Created the “Logan Blain Revolving 
Fund” from funds to be donated by the Mod- 
ern Founders to be used for the travel expenses 
of the President’s wife when accompanying him 
on Association business (C., May ’65). 

37. Elected Dr. Rome as Moderator and 
Drs. Blain and Tarjan as members of the 
Executive Committee (C., May ’65). 


AMERICAN PSYCHIATRIC MUSEUM 
ASSOCIATION, INC. 

1. Council on recommendation of the Board 
of Directors of the American Psychiatric Mu- 
seum Association, Inc. approved the selection 
of Mr. Frank W. Cole as the architect for the 


toa us 
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museum building and approved the architect's 
fee as negotiated (C., Sept '64). 

2. The Board of Directors of the American 
Psychiatric Museum Association, Inc. approved 
the preliminary plans as presented E. the 
construction of the museum building (BD, 
Dec ’84). 

3. The Board of Directors approved the reo- 
ommendation to employ Elizabeth Stetson Ad- 
ams as interior decorator on contract at a cost 
plus 15 percent or less (BD, Feb '65). 

The Council ; 

4. Elected the following officers of the 
American Psychiatric Museum Association, 
Inc. : Dr. Howard Rome, President ; Dr. Frank 
Luton and Dr. Marion Kenworthy, Vice-Presi- 
dents; Dr. Dale C. Cameron, Treasurer; Dr. 
Robert Garber, Secretary ; and Dr, Walter Bar- 
ton and Dr. Bartholomew Hogan, Assistant 
Secretaries (C., May 65), 

5. Elected the following as members of the 
Board of Directors of the American Psychiatric 
Museum Association, Inc., to replace the three 
outgoing members; Dr. Jules Masserman, Dr, 
Henry Brill and Dr. Paul Lemkau (C., May 
65). 
f Designated the officers of the Board of 
Directors and Drs, Blain and Tarjan to serve 
as the Executive Committee of the American 
Psychiatric Museum Association, Inc. (C., May 
65). 


ANNUAL MEETING 
The Council ; eae 

1, Approved the request of the gram 
Conti that the Tuesday business session 
of the Association be scheduled for 1:30 p.m. 
at the 1965 Annual Meeting (C., Oct-Nov '64). 

2, Approved the establishment of a citation 
for highly meritorious service to American 
psychiatry, to be awarded at the Annual Meet- 
ing of the Association in those years when the 
Council believes such citation is merited (C., 
Oct-Nov 64), and approved the mechanism 44 
pte ee Committee Sayassed eens to 

No: g Comm! 

Conall a Fellow or General Member who has 
contributed excep meritorious service 
to the Association in furtherance of its 
objectives; (b) Council as a “committee-of- 
the-whole” to determine if the award is to be 
given in any year; (c) award to 
consist of a suitably and ousted 
certificate to be E during the Annual 
Ment Dee Sleotion of Dr. Karl Men- 
ninger to be awarded the Distinguished Service 
Award at the Annual Meeting in 1965 (C., 
Nov ’64). 
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4, Authorized the Program Committee to 
arrange special sessions at the Annual Meeting 
with invited organizations or authorities to par- 
ticipate in the topical areas formerly covered 
by the sections (C., Feb '65). 

5. Authorized the Program Committee to 
forward to the Editor of the American Journal 
of Psychiatry its evaluation of papers present- 
ed at the Annual Meeting (C., Feb '65). 

6. Approved the recommendation that a ci- 
tation be presented to Mayor Robert Wagner 
of New York City, in recognition of his out- 
standing interest and accomplishments in the 
area of mental health, the citation to be pre- 
pared by the APA staff and presented during 
the Annual Meeting (C., Feb 65). 

7. Authorized the Medical Director and the 
Convention Manager to establish a system of 
pre-registration for use at the Annual Meeting 
(C., May 65). 

8. Approved the recommendation of the 
Convention Manager that the 122nd Annual 
Meeting of the American Psychiatric Associa- 
tion be held in Atlantic City, N. J., May 8-12, 
1966 (C., May '65). 


AMERICAN JOURNAL OF PSYCHIATRY 


The Council : 

1, Approved the recommendation of the Ad 
Hoc Committee on Search for an Editor of the 
Journal that Dr, Francis Braceland be ap- 
pointed Editor of the American Journal of Psy- 
chiatry (C., Sept 64). 

2, Directed that the new Editor of the 
Journal be charged with the Hp perro 
recommending a new Board of Associate Edi- 
tors, that the number, terms of tenure and 
function of these persons be presented, if 
practicable, at the October 1964 meeting of 
Council; that the date of transfer of editorial 
duties be on or about July 1, 1965; that the 
Council through its moderator inform the 
present Editor and his associates of this ac- 
tion; that the present Editor, Dr. Clarence B, 
Farrar, be made Editor Emeritus on his retire- 
ment (C., Sept 64), 

3. Approved the amended recommendation 
of the Ad Hoc Committee on Search for an 
Editor of the Journal that the business affairs 
of the Journal be coordinated in the Washing- 
ton Office (C., Sept 64). y 
4. Approved the recommendation of Dr, 
Francis Braceland, Editor of the Journal, that 
the following be appointed Associate Editors 
of the American Journal of Psychiatry, the — 
terms of office to be determined at a later — 
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Alexander Leighton, Howard Rome and 
George Tarjan (C., May 65). 


MEMBERSHIP MATTERS 


The Council : 

1. Approved the removal from the member- 
ship rolls of 38 members “three years in ar- 
rears” upon recommendation of the Member- 
ship Committee (C., Sept ’64). 

2. Approved the recommendation of the 
Membership Committee that six members be 
removed from the membership rolls if payment 
had not been received by February 1, 1965 
and that three members be dropped if ad- 
dresses had not been located by February 
1, 1965 (ExC., Dec’64). 

3. Approved the recommendation of the 
Membership Committee to waive the dues 
and grant inactive status to those five mem- 
bers listed in its December 12, 1964 report 
under “Waiver of Dues and Inactive.” All were 
eligible for inactive status. Names are on file in 
the Central Office (ExC., Dec 64). 

4, Approved the recommendation of the 
Membership Committee to waive the back 
dues of one member. The member is 74 years 
old, was ill and not working and did not par- 
ticipate as a member during 1961-64. Name is 
on file in the Central Office (ExC., Dec ’64), 

5. Approved the recommendation of the 
Membership Committee that installment ar- 
rangements for paying their back dues be 
made for seven members listed in its Decem- 
ber 12, 1964 report. Names are on file in the 
Central Office (ExC., Dec ’64). 

6. Approved the recommendation of the 
Membership Committee to waive the dues and 
grant corresponding member status to three 
members listed in its December 12, 1964 re- 
port. The three are eligible for corresponding 
member status. Names are on file in the Cen. 
tral Office (ExC., Dec ’64), 

7. Approved the recommendation of the 
Membership Committee to suspend the taking 
of definitive action at this time on two members 
now in Cuba because of inability to pay dues 
(ExC., Dec ’64). 

8. Approved the recommendation of the 
Membership Committee that Council rescind 
earlier actions on members from whom full 
or partial payment had been received and 
that those three members be returned to active 
membership. Names are on file in the Central 
Office. (ExC., Dec *64). 

9. Adopted a resolution for a balanced re- 
tirement plan as the retirement program of the 
Association under the Keogh Act and ap- 

proved the appointment of three APA mem- 
bers to serve as the Board of Trustees for the 


administration of the program. Retirement, 
Inc., of Washington, D. C. was designated to 
perform the administrative, accounting and 
promotional services involved in the program 
(C., Sept 64). i 

10. Approved the Retirement, Inc. Tax- 
Sheltered Annuity Program for employees of 
eligible nonprofit organizations conditioned on- 
the criteria enumerated in the following res- 
olution (C., Oct-Nov ’64) : 

WHEREAS, the American Psychiatric As- 
sociation deems it advisable to establish a pro- 
gram of retirement benefits in which the mem- _ 
bers of this Association who are employed by — 
organizations which come within the scope of — 
Section 501 (c) (3) of the Internal Revenue — 
Code may participate. j 

NOW THEREFORE, be it resolved that the 
tax-deferred annuity program as set forth in 
the submission of Retirement, Inc. to this As- A 
sociation on behalf of the Prudential Insurance 
Company, is hereby adopted as the tax-de- j 
ferred annuity program of the American Psy- 
chiatric Association ; $ 

Be it further resolved that the President is 
hereby authorized to take such actions as are 4 
necessary and proper to the formal establish- 
ment of said retirement program, including 
the establishment of a trust and the appoint- 
ment of three Trustees ; 

Be it also resolved that Retirement, Inc. is 
hereby designated to perform the adminis- 
trative, accounting and promotional services 
necessary under said retirement program. 

Harvey J. Tompkins, M.D., Secretary of the 
American Psychiatric Association, hereby certi- 
fies that the foregoing resolutions were d 
and regularly adopted at a meeting of 
Council of the American Psychiatric Associ 
tion on October 31, 1964. g 

11. Approved the recommendation of th 
Membership Committee that Professor George 
Carstairs of the University of Edinburgh; Dr 
Alastair Macrae, the Physician Superinten 
of the Bangour Hospital in Broxburn; and D 
Thomas Munro, the Physician Superinten 


Membership Committee that Dr. James Skot 
towe, President of the RMPA, be elected a` 
Distinguished Fellow of the American Psy- 
chiatric Association (C., Feb 65). BY 

13. Adopted a policy of recruitment of resi- 
dents that would enable APA staff to prepare — 
membership information and send this to in- 
dividual residents who had completed one 
year of training. The membership applicatiot 
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would be processed the appropriate Dis- 
trict Branch (C., Feb oe), _ 

14. Approved the recommendation of the 
Committee on Constitution and By-Laws that 
no further amendment of the Constitution 
and By-Laws be made in regard to member- 
ship matters for the time being and that de- 
cisions of Council serve as guides in interpret- 
ing the Constitution and By-Laws relative to 
membership (C., Feb ’65), 

15. Accepted the following interpretation : 
If a member is dropped from the rolls of the 
APA for any reason, he is not qualified for 
membership in a District Branch. The Branches 
should be advised that on receiving such noti- 
fication from the APA, they must terminate 
ie individual’s Branch membership (C., Feb 


). 

16. Accepted the following interpretation : 
Any APA member, not presently affiliated, 
has a right to apply to become a member of 
the District Branch of jurisdiction, but the 
District Branch is not forced to accept the 
applicant (C., Feb ’65). 

17. Rejected the interpretation of the Com- 
mittee on Constitution and By-Laws that a 
member must become a member of the Dis- 
trict Branch to retain APA membership (C., 
. Feb 65). 

18. Accepted the following interpretation : 
If a member resigns from a District Branch 
subsequent to May 1963, he also forfeits mem- 
bership in the APA (C., Feb '65). 

19, The Committee on Constitution and 
the following interpreta- 
i osteopath has a restricted license 
(ie., not permitted to do = or prescribe 
drugs), he is not eligible Associate or 
Voting Membership h the reson If he ody 
valid non-provisional license practice medi- 
cine and surgery, he is eligible provided he 
meets other requirements.” Council rejected 


ty of osteopaths 
Feb 65). 


k indica‘ 
ti £ the term “physician” as it oc- 
pi) the Consti tution and By-Laws because 


osteopaths licensed as physicians who do not 
hold the degree of Doctor of j 


Great 
Cans Ean as it occurs in the Constitu- 


tion and By-Laws (Article III, Sections 6 and 


Membership Committee to Council, May 
1965, that those 75 members listed in its report 
three years in arrears be dropped if ent 
is not received by September 1, 1965 (C., May 


22. Approved the recommendation from the 
Committee on Membership to Council, May 
1965, that resignations of those 32 persons 
listed in its report be accepted (C., May '65). 

23. Approved the recommendation from the 
Committee on Membership to Council, May 
1965, that those 48 members listed in its re- 
port be transferred to inactive membership 
(C., May ’65). 

24, Approved the recommendation from the 
Committee on Membership to Council, May 
1, 1965, that the dues of seven members be 
waived due to special circumstances (C., 
May 65). 

25. Approved the recommendation from the 
Committee on Membership to Council, May 
1, 1965, that dues arrearage be waived for 
five individuals who were approved for transfer 
from regular membership to corresponding 
membership (C., May '65). 

26. Approved the recommendation of the 
Committee on Membership to Council, May 
1, 1965, that those 90 members two years in 
arrears be dropped from the Journal as of 
September 1, 1965 (C., May ’65). 

27. Approved the recommendation of the 
Committee on Membership to Council, May — 
1, 1965, that three individuals be granted a 
waiver of attendance for Convocation for rea- 
sons of personal hardship (C., May '65). 


PRESIDENTIAL APPOINTMENTS 


1. Dr. Frank Rafferty, APA representative 
to the meeting of the National Association for 
Retarded dren, New York City, June 3, 
1964 (ExC., June 64). 

2. Arrangements Committee for Joint Meet- 
ing with Royal Medico-Psychological Associa- 
tion: Drs. Harvey J. Tompkins, Chairman, 
Aldwyn Stokes, Robert Campbell, Jules Mas- 
serman, Alfred Auerback and Walter E. Bar- 
ton (ExC., June ’64). 

3. Ad Hoc Committee for the U. S. Poverty 
Program: Drs. Leonard Duhl, Chairman, Ger- 
ald Caplan, Reginald Lourie, Milton Green- 
blatt and Mildred Mitchell-Bateman (ExC., 
June 64). 

4. Dr. Jack vy 2 APA representative 
to the 17th Annual Conference on Aging, Ann 
Arbor, Michigan, June 29, 1964 (ExC., June 
"64 


5. Ad Hoc Committee on Achievement: 
Awards : Dr. I. H. MacKinnon, Chairman (un- 
til May 1965), Dr. John Houck (until May 
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1966) and Dr. Daniel Lieberman (until May 
1967) (ExC., June’64). 

6. McGavin Award Selection Board: Dr. 
George E. Gardner, Chairman, (until 1966), 
- Dr. William S. Langford (until 1967), Dr. 

Othilda Krug (until 1966), Dr. Sidney Ber- 
man (until 1965), Dr. Mabel Ross (until 

1965) and Dr. E. James Anthony (until 1967) 

(ExC., June ’64). 

7. Dr. Jules Masserman, APA representative 
while traveling in the following countries : 
South Africa, Kenya, Ethiopia and Egypt 
(ExC., June 64). 

8. Drs. Richard G. Lonsdorf and Marval 
E, Bristow, APA representatives, Arden House 
Conference on Manpower Shortages and Train- 
ing in the Field of Correction, Harriman, New 
York, June 24-26, 1964 (ExC., June 64). 

9. Delegation to the 17th Annual Meeting of 
the World Federation for Mental Health, 
Berne, Switzerland, August, 1964: Drs. Paul 
Lemkau, Chairman, Alan A. McLean, A. P. 
Solomon, Erich Lindemann and Jurgen Ruesch 
(ExC., June ’64), 

10. Ad Hoc Committee on Arrangements for 

_ World Congress in Madrid, 1966: Drs. John 
A. P. Millet, Lothar B, Kalinowsky, Jules Mas- 
serman, Francis J. Braceland and D. Ewen 
Cameron (ExC., June 64). 

11. Dr. Donovan Wright, APA representa- 
tive to the National Stroke Conference, Chica- 
By Illinois, October 29-30, 1964 (C., Sept 


12, Dr. Bernard Pacella, Chairman, APA 
Committee on Religion and Psychiatry, repre- 
sentative to the National Council of the 
' Churches of Christ in U. S. A., “Exploratory 
_ Consultation,” Princeton, New Jersey, October 
22-23, 1964 (C., Sept '64), 

13. Dr. Bartholomew W. Hogan, APA repre- 
sentative to the 19th annual National Confer- 
ence on Citizenship, Washin; D. C., Sep- 
tember 16-19, 1964 (C., Sept 64). 

14. Dr. Peter Neubauer, APA representative 
at the planning meeting for the National Con- 
ference on Day Care, Washington, D. C., May 
13-15, 1965 (C., Sept ’64). 

15. Drs. Roy Grinker and Hugh Carmichael, 
APA representatives to the AMA Forum of 
Medical Specialties, Drake Hotel, Chicago, 
Illinois, November 1, 1964 (C. Sept 64). 

16. Dr. Jay Shurley, APA representative to 
the National Association for Retarded Children 
Annual Convention, Oklahoma City, October 
7-10, 1964 (C., Sept 64). 

17. Drs. Gene Usdin and Philip Roche, APA 
representatives to a Symposium on “The Men- 
tally Disabled and the Criminal Process,” Al- 


lenberry Inn, Boiling 
19, 1964 (C., Sept 64) ’ 

18. Dr. Kenneth Appel, APA representative | 
to the American Association of Marriage Coun- 
selors Conference, Philadelphia, November 13, 
1964 (C., Sept 64). 

19. Dr. Ner Littner, Chairman, APA Com- 
mittee on Psychiatry and Social Work, repre- | 
sentative to the National Association of Social 
Workers Delegate Assembly, Palmer House, 
Chicago, Illinois, November 15-19, 1964 (C, 
Sept ’64). 

20. Dr. Bartholomew W. Hogan, APA rep- 
resentative to the Association of Military Sur- 
geons, Washington, D. C., October 21-22, 1964 
(C., Sept ’64). 

21. Dr. William Schonfeld, APA representa- 
tive to the planning conference of the Ameri- 
can Board of Pediatrics on training the resi- 
dent in psychiatry (C., Oct-Nov 64). 

22. Board of Trustees of the American 
Hospital Association appointed the following 
representatives to the joint committee with the 
APA for the current association year: Dr, 
Howard W. Baker, Philadelphia, Pa.; Dr. 
Jarvis Gould, Portland, Ore.; Dr. John W. 
Kauffman, Princeton, N. J.; Dr. James I. Mc- 
Guire, Pittsburgh, Pa.; Dr. F. Lloyd Mussels, 
Boston, Mass.; and Dr. Leonard S. Rosenfeld, 
Detroit, Mich. (C., Oct-Nov 64). 

23. Royal Medico-Psychological Association 
Council appointed the following Arrangements 
Committee: Professor T. Ferguson Rodger, 
Glasgow, Scotland; Dr. A. K. M. Macrae, 
West Lothian, Scotland ; Dr. J. S. I. Scottowe, 
Hampshire, England ; Dr. A. B, Monro, Surrey, 
England; Dr. W. Warren, Kent, England; 
Dr. M. M. Whittet, Iverness, Scotland; Dr. 
J. W. Affleck, Edinburgh, Scotland ; Professor 
G. M. Carstairs, Edinburgh, Scotland; Dr. 
W. G. Burrows, London, England; Dr. W. 
Linford Rees, Surrey, England; Dr. T. A. 
Munro, Edinburgh, Scotland; and Dr. Wil- 
278 Sargent, London, England (C., Oct-Nov 
*64). 


Springs, September 17- 


24. Ad Hoc Committee to Formulate Plans 
and Supervise Fund Raising Campaign for 
the APA Museum Building: Drs. John Lam- 

» Chairman, William Terhune, John Saun- 
ders, Jack Lomas, Duncan Whitehead and Mr. 
Robert L. Robinson (C., Oct-Nov ’64). 

25, Insurance Commission, Subcommittee on 
Hospitalization Insurance : Drs. Perry Talking- 
ton, Chairman, Ralph Green, John Cotton and 
Benjamin Jeffries (C., Feb ’65). 

26. Dr. John Donnelly, Joint Information 
Service Advisory Council Representative for 
three years from March 1965 (C., Feb ’65). 

27. Drs. Perry Ottenberg and Eugene Bro- 
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dy, APA delegates to the 69th Annual Meet- 
ing of the American Academy of Political and 
Social Science, the Benjamin Franklin Hotel, 
Philadelphia, April 9-10, 1965 (C., Feb ’65). 

28. Change in Board of Tellers: Drop 
James Goyne (M), replace with Joseph J. Pe- 
ters, Associate Member, to comply with Chap- 
ter 4, 6B which requires that one member of 
the Board of Tellers shall not be a Member 
or Fellow. Frances Davis and Robert Lock- 
man have been designated as Custodians of 
the Ballot by the President (C., Feb ’65). 

29. Drs, Daniel Blain and William Sheeley 
of the APA staff, APA representatives to the 
American Academy of General Practice 1965 
Family Health Conference, San Francisco, 
April 9, 1965 (C., Feb ’65). 

30. Dr. B. W. Hogan, APA representative 
to the National Conference on Title VI, Civil 
Rights Act of 1964, under sponsorship of U. S. 
Commission on Civil Rights, January 28, 1965 
(C., Feb 65). 

31. Dr. B. W. Hogan, APA representative 
to the 175th Anniversary Memorial Convo- 
cation and Inauguration of the 44th President 
of Georgetown University, Washington, D. C., 
December 3, 1964 (C., Feb ’65). 

32. Dr. Frank Rafferty, APA representative 
to the 89th Annual Meeting, American Associ- 
ation on Mental Deficiency, Miami Beach, Fla., 
June 8-12, 1965 (C., Feb ’65). 

33. Dr. William B. Terhune (to peer Dr. 
Overholser) and Dr, Daniel Blain, official liai- 
son representatives for 1965 to the World Psy- 
chiatric Association (C., Feb ’65). 

34. Dr. Daniel Blain, APA representative to 
the Citizens Crusade Against Poverty, Wash- 
ington, D. C., February 10, 1965 (C., Feb’65). 

35. Dr. Harry Kozol and Mr. Austin Davies, 
APA representatives to the Subcommittee on 
Malpractice on the Insurance Commission (C., 


REPORT OF THE TREASURER 


|. Council adopted a budget for 
oon oo bg ending March 31, 1965 that 
anticipated expenditures of $1,033,858 and in- 
come of $1,141,930. à 
Actual expenditures and income were $L- 
081,102 and $1,249,790 respectively, resulting 
in a gain of of $168,688 (see Table 1). 
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Rome, Eugene Brody, and Lindbergh Sata, 
APA representatives at a conference with the 
Mexican Society of Psychiatry and Neurology 
and the Psychiatric Association of Latin Amer- 
ica on April 16-17, 1965 (C., May ’65). be 

38. Dr. T. J. Boag of Vermont, APA liaison 
representative to the dedication of Wroxton 
College in England on June 29-July 1, 1965 
(C., May ’65). q 

39. Dr. Aldwyn Stokes, APA liaison repre- — 
sentative to the 50th Anniversary of the ` 
American College of Physicians, Conrad Hilton ~ 
Hotel, Chicago, March 25, 1965 (C., May 65). 

40. Dr. Donald Coleman to represent the 
APA Committee on Medical Education at a 
Conference on Medical Schools and Teaching ` 
Hospitals Curriculum, Programming and Plan- 
ning, The New York Academy of Sciences 
Section of Biological and Medical Sciences, 
New York City, March 17, 1965 (C., May ` 
65 


41. Dr. G. Wilse Robinson served as offi- 
cial APA representative at the Inaugural Cere- 
mony of the Fifth President of Southwest Mis- 
souri State College (Dr. Arthur L. Mallory), 
March 26, 1965 (C., May 65). 

42, Dr. Arnold Kallen, APA representative — 
to the IRCOPPS Conference on Elementary 
School Guidance at the Office of Education, — 
HEW, March 31-April 2, 1965 (C., May '65). 

43, Drs. Daniel Blain and William Sheeley, 
APA representatives to the 1965 Family 
Health Conference sponsored by the American 
Academy of General Practice Foundation in 
San Francisco, April 9, 1965 (C., May '65). 

44. Dr. B. W. Hogan, APA representative to — 
the National Association of Student Personnel 
Administrators Conference in Washington, D. 
C., April 4-7, 1965 (C., May ’65). ' 

I conclude my tenure as Secretary of this 
great Association with a sincere acknowledge- 
ment of my indebtedness to the officers, mem- 
bership and staff for their cooperation and gen- 
erous assistance in making my task a very 
pleasant and fruitful one. 

Hanvey J. Tompxws, M.D. 
Si 


The General Fund of the Association began 
the fiscal year with assets of $729,673 and 
ended with $937,729, an increase of $208,056 
(see Table 2). 

Annual Meeting Account. Council adopte 
a budget that anticipated expenditures 
$40,000 for the May 1965 New York meeti 
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TABLE 1 
General Fund Operations, Fiscal Year Ended March 31, 1965 
EXPENSES INCOME FUND GAIN OR LOSS * 
Council 30,304 30,304 * 
Committees 53,604 52,454 * 
Housekeeping 14,652 
Special Groups 5,325 1,150 
Technical Aspects 10,225 
Professional Standards 12,453 
Community Aspects 10,949 
Assembly of District Branches 11,999 11,999 * 
Medical Director's Office 99,412 99,412 * 
Publications Section 58,106 120,747 62,641 
Newsletter-Mail Pouch 33,871 58,776 24,905 
Public Information Office 25,760 25,760 * 
Membership-Statistics Offices 55,257 §21,356 466,099 
Dues 549,062 
Less Transfer to American 
Journal of Psychiatry 27,706 
Joint Information Service 27,272 12,471 14,801 * 
American Journal of Psychiatry 211,074 274,017 62,943 
Mental Hospital Service 218,501 214,302 4,199 
Personal Services 83,054 
Publications & Miscellaneous 98,940 182,472 
Institute 28,868 31,830 
Film Service 7,639 
Business Offices—New York and 86,310 3,231 83,079 * 
Washington 
Library and Records 19,969 19,969 * 
Office Operations & Services 44,252 1,036 43,216 * 
+ Miscellaneous 105,411 42,704 62,707 * 
Securities—Long Term 1,472 9,731 8,259 
Interest—Short Term 15,613 15,613 
Expense Reimbursements from 
Special Restricted Funds 12,295 12,295 
“R” Street Properties 5,412 5,065 347 * 
Valuation Reserve 75,000 75,000 * 
Pension and Insurance Plan 23,527 23,527 * 
Total “1,081,102 1,249,790 168,688 


* Indicates Expenses Exceeded Income, if any. 


The Annual Meeting in St. Louis 
resulted in income of $2,888 more 
penses of $50,563, while the Annual Meeting 
in Los Angeles (1964) resulted in income of 
$5,917 less than expenses of $54,562. These 
figures ignore the cost of Mr. Davies and Mrs. 
Woodward's time devoted to these activities 
(included in General Fund). The balance in 
this account was $9,984 as of September 30, 
1964, the date of the latest audit. 


(1963) 
than ex- 


Special Purpose and Restricted Funds, These 
funds were, as usual, rather stable this year 
(see Table 2). The balance in the Special 
Purpose Funds increased by $2,421 while that 
of the Restricted Funds decreased by $1,256. 

Despite the small change in the balance, 
the Restricted Funds had expenses of $156,082 
and income of $154,826. 

Date C. Cameron, M.D. 
Treasurer. 
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TABLE 2 
Comparison Assets, Fiscal Year End 1964 and 1965 


GENERAL FUND 
Cash 
Checking Account 
Custodian Account 
Savings Account 
Accounts Receivable 
Marketable Securities 
Stocks and Bonds Cost 
U. S. A. Treasury Obligations 
Notes Receivable 
Washington Properties 
Note : 
Cost 
Less-Accum. Depreciation 
` Valuation Reserve 
Deduct—Cash and Marketable Securi- 
ties Allocated to Special Pur- 
pose and Restricted Funds 
Total General Fund 


SPECIAL PURPOSE FUNDS 
Cash and Marketable Securities Al- 
located from General Fund 
(above) 


RESTRICTED FUNDS 

Cash—Savings Accounts 

Cash and Marketable Securities Al- 
located from General Fund 
(above) 

Marketable Securities for Awards (at 
Donated Value) 

Total Restricted Funds 


125,105 


53,560 
150,000 


1964 
397,865 466,626 
10,276 69,943 
13,384 21,435 
374,205 375,248 
5,949 42,158 
206,575 345,269 
206,575 91,422 206,689 
135,733 138,580 
50,000 
194,311 110,456 
397,871 397,871 
62,415 
203,560 225,000 287,415 
804,700 1,014,509 
75,027 76,780 
729,673 937,729 
11,353 13,774 
48,136 53,481 
63,674 63,006 
5, 
117,743 116,487 


REPORT OF COORDINATING 


COMMITTEE ON TECHNICAL 


ASPECTS OF PSYCHIATRY 


this possibility. 

Po aE on Tubio Health (Dr Paul 
Lemkau, Chairman) has drawn attention to 
the state planning activities throughout the 
nation and has recommended that the psy- 


farb, Chairman) has 
related to aging with suggestion: 
study is warranted in a) the use of nursing 


homes as alternates to mental hospitals in 
management of the older patients an b) the 
modes of supervision, inspection and control of 
nursing personnel, emphasizing geriatric prob- 
lems. The committee has drawn attention to 
the fact that one of the most important public 
health and psychiatric problems is now in 
relation to the older age group. 

The Committee on Psychiatry of Childhood 
and Adolescence (Dr. Stuart Finch, Chair- 
man) emphasized the need for 
for both child psychiatrists and general psy- 
chiatrists in relation to this age group. 

The Committee on the History of Psychi- 
atry (Dr. Thaddeus P. Krush, Chairman) re- i 


table during the 1965 meeting to emphasize 
the need of education and training at all levels 
of medical education in this field, 

The Committee on Rehabilitation (Dr. Rob- 
ert McKnight, Chairman) recommended that 
the APA should offer to assist the Vocational 
_ Rehabilitation Administration in regard to Sen- 
_ ate Bill 968 Section 3 for services to determine 
__ rehabilitation of potential recipients. 

(Dr. Leon Ep- 
Research Re- 


and Jonathan Cole, 
able, Research Report No. 19, Recent Research 
in Schizophrenia, 
_ M.D. and Bernard 

become available 


_ Tepresentatives in a Regional Research Confer- 
ence. Dr, Ignacio Matte-Blanco, Professor and 
_ Head of the Department of Psychiatry, Uni- 

versity of Chile, 
lection of the committee for the Adolf Meyer 


Lectureship. They request a sum of $400 from 
the Psychiatric 


participation in the AAAS Symposium in Phil- 
_adelphia in 1969, Royalty payments would be 
a to repay this sum accepted by the Coun- 


__ The Committee on Therapy (Dr. Elvin 
‘Semrad, Chairman) discussed the AMA and 
the National Academy of Sciences-National Re- 
_ search Council’s Committee Teport on Drug 

Addiction and Narcotics Statement, “The Use 
of Narcotic Drugs in Medical Practice and the 
Medical Management of Narcotic Addicts,” 
and suggested that although the committee 
members agreed in the constructive intent and 
many statements in this report, they felt it was 


4 
i 


Coordinating Chairman. — 

PSEA. eae ; 

REPORT OF COORDINATING COMMITTEE ON COMMUNITY me 
ASPECTS OF PSYCHIATRY Bi: 


The distinct pleasure to be derived as Co- Community Aspects of Psychiatry is due in E 
ordinating Chairman of the Committees on great measure to the responsible leadership of a 
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quested a second meeting in Philadelphia. The too limiting and did not allow sufficient flexi- 
request for $300 for an exhibit at the Annual bility. Other aspects of the report were dis- 
Meeting was granted. cussed. a 
The Committee on Mental Retardation (Dr. The Committee on Therapy's Sub-Commit- 
Frank Rafferty, Chairman) decided on a round tee on Alcoholism submitted a Position 


state- 
ment for consideration which emphasized that 
any substance which causes or results in a dis- — 
turbed metabolic and/or psychologic state is 
the concern of the medical-psychiatric com- 
munity, and included the following state- . 
ments : j3 
1. The word “alcoholic” connotes a stereo- 
type and is self-limiting. This committee's 
view holds that in the total range of the gen- 
eral psychiatric population, acute and chronic 
alcohol problems may be merely one other 
manifestation of the disturbance. 4 

2. There is need for increased instruction 
and experience in the diagnosis, treatment and | 
understanding of social implications of persons 
with acute and chronic problems as a part of — 
general medical education, residency and post- 
graduate training programs in psychiatry and 
internal medicine. i 

3. Community mental health facilities and 
psychiatric and general hospitals should admit, 
provide treatment facilities and make their to- 
tal resources available for patients with alcohol 
problems. 

4. Health insurance plans should include 
Provision for care of persons with alcohol if 
problems. 

5. All patients with alcohol problems ref 
quire a comprehensive diagnostic study in- 
cluding careful assessment of general physical 
health, psychological and emotional problems 
and social adjustment prior to treatment plan- 
ning. ; 

6. All treatment efforts should contain a 
built-in evaluation of treatment methods and 
results. 


lems are referred to nonmedical resources fo 
assistance with their difficulties, the patient 
with an alcohol problem must remain under 
medical responsibility and observation through- 
out treatment. 

8. We encourage increased research in the 
wide range of medical-psychiatric problems in- 
volving alcohol and its use. 

M. Rarrs Kaurman, M.D. 


¥ i 


1965 ] 


the several committees and their fine member- 
ship. Their solid performance is the backbone 
of the APA, and although we are allotted little 
time now for a summarization of their year's 
work, I hope the full extent of their efforts can 
be appreciated. 

The Committee on Academie Education 
(Daniel H. Funkenstein, M.D., Chairman), 
and representatives of the Committees on Pre- 
ventive Psychiatry and Childhood and Ad- 
olescent Psychiatry have met with several 
members of the U, S, Office of Education. 
New funds in the National Defense Education 
Act provide for counseling services to schools, 
and the Office of Education would like a num- 
ber of these to be psychiatric. District Branch- 
es are being urged to help secure these funds 
for their states, 

The American Personnel and Guidance As- 
sociation is interested in increasing communi- 
cation between their personnel and psychia- 
trists and eager to facilitate use of psychiatrists 
in schools, The committee accepted an invita- 
tion to have a round table at the Association's 
meeting in 1966 and proposed a similar meet- 
ing in connection with the 1966 APA Annual 
Meeting. 

The Committee on Disaster and Civil De- 
fense (Perry Talkington, M.D., Chairman) to- 
gether with consultants interested in civil 
defense, reviewed the 1960 publication, APA- 
OCDM Joint Study on the Utilization of Men- 
tal Hospitals in Civil Defense, and unani- 
mously concluded that it should be revised at 
no expense to the APA, Representatives of the 
Office of Civil Defense and Division of Health 
Mobilization will assist by providing current 
information. 

The new edition of First Aid for Psychologi- 
cal Reactions in Disaster has had a sale of 
25,000 copies. 

The Committee on Leisure Time and Its 
Uses (Peter A. Martin, M.D., Chairman) has 
reported that a great deal of time had been 
devoted to development of an “Annotated Bib- 
liography on Leisure” with little of value being 
unearthed of a psychiatric nature on the sub- 
ject of leisure. This confirmed the committee's 
opinion on the necessity for a definitive pub- 
lication, in keeping with the committee’s other 
project of writing a monograph on leisure. 

The committee will meet on May 5, 1965 for 
the purpose of putting together in publication 
form its monograph entitled Leisure Time and 
Its Uses: An Aspect of Community Psychi- 


ihe Committee on National Defense (John 


. Caldwell, M.D., Chairman thet all 
me ve are having increasing dif- 
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ficulty in retaining psychiatrists beyond periods 
of required or pay-back time, Establishment 
of a Federal medical school was discussed as 
one means of obtaining and keeping needed 

professional personnel. $ 

The Air Force's Human Reliability Program 
was discussed and the committee recommends 
that it be reevaluated because execution of the 
plan in all of the services is tending to have 
undesirable results, i 

The Committee on Occupational Psychiatry 
(Alan A. McLean, M.D., Chairman) has re- 
ported that more than 200,000 copies of 
Troubled People on the Job have been pub- 
lished, Hoeber will publish The Mentally II 
Employee as a hardcover book, 

The committee is cosponsoring a joint meet- 
ing with the occupational psychiatry group at — 
the time of the 1965 APA Annual Meeting. 

The Committee on Preventive Psychiatry 
(Henry H. Work, M.D., Chairman) noted that 
a major topic of committee discussions is the 
population explosion and its implications for 
the field of mental health. The committee has 
also discussed the role of the psychiatrist in 
his relationship to the pre-school child and 
feels it might very well elaborate a series of 
papers concerned with this problem, entitling 
them “Preventive Opportunity: The Psychi- 
atrist in the School Entry Activity,” directing 
them to PTA’s, psychiatrists and others inter- 
ested in school mental health services. 

The' Committee on Public Information (Zig- 
mond M. Lebensohn, M.D., Chairman) has re- 
ported that the Psychiatric Glossary is selling 
at the rate of about 1,000 copies per month. A 
library-bound issue with royalties to the APA 
pai E published by Basic Books, 

As a result of a recommendation to Council 
on the aftermath of the controversial Fact 
magazine article, a brochure was included in 
the Mail Pouch, containing a statement by the 
committee and including some of the com- 
ments which appeared in the press. 

The Committee on Religion and Psychiatry 
(Bernard L, Pacella, M.D., Chairman) is spon- 
soring a round table, “Dialogue Between 
Theology and Psychiatry,” at the 1965 APA 


annual meeting. t 
by the committee 
Association of 


Considerable discussion 
has centered on the American f 
Pastoral Counselors, an organization of clergy 
from the three major faiths, whose major 
poses include establishment of standards in 
practice of, and training in, pastoral counsel- 


ing. 
; for publication 


The committee is preparin; 
a position statement on past sd, 
The Committee on Transcultural Ps 
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(Alexander H. Leighton, M.D., Chairman) has 
sponsored an exhibit for the 1965 APA annual 
meeting made available by the Peabody Mu- 
seum of Harvard University and will join in a 
session focused on the future of psychiatry in 
a changing world. 

Inasmuch as the committee might usefully 
function as a clearing house for those interest- 
ed in research in transcultural psychiatry, the 
chairman will begin preparation of a descrip- 
tive list of such research activities. 

The Committee on Veterans (Seymour Ro- 
senberg, M.D., Chairman) was visited at its 
October meetings by the Director of the 


VA’s Department of Psychiatry, Neurology and 
Psychology, who discussed some of his prob- 
lems and answered committee questions. The 
committee notes that salaries of VA psychi- 
atrists have increased but are still competitive- 
ly low and feels there is a definite downgrad- 
ing of psychiatric services in many of the VA 
general hospitals, chiefly because of the budget- 
ary demands by other services. The committee 
was greatly disturbed to note that eight of the 
4l mainly psychiatric VA hospitals are being 
directed by nonpsychiatrists. 
MILTON GREENBLATT, M.D. 
Coordinating Chairman. 


REPORT OF COORDINATING COMMITTEE ON PROFESSIONAL 
STANDARDS 


It is my pleasure to bring you currently 
abreast with the functions, ongoing actions and 
planning for the future of the 11 committees 
concerned with the Professional Standards of 
Psychiatry. While the primary aim of this 
group of committees is that of recommending 
policies and procedures pertaining to the pro- 

_ fessional life of the Association and its mem- 
bers, you may be unaware of certain other 
_ efforts of our committee chairmen and com- 
_ mittee members in terms of their liaison work 
carried out through meetings with ‘various 
medical and professional groups allied with our 
_ Association in our effort to improve mental 
| health. These ongoing meetings with other pro- 
fessionals which have grown up over the years 
go far beyond the collection of information 
valuable to the committee deliberations. They 
serve now as means of educational interchange, 
the clarification of areas of function and re- 
sponsibility, methods of fostering understanding 
and good will. 

As examples of such committee work, I 
mention for your information the meetings held 
between our Committee in Liaison with the 
American Hospital Association, chaired by 
Dr. R. Waggoner; those held over the past 
several years with representatives of the World 
Health Organization with the Committee on 
Nomenclature and Statistics, chaired by Dr. 
Henry Brill; those held by the Committee on 
Psychiatry and Medical Practice, chaired by 
Dr. Philip Solomon, with the American Acad- 
emy of General Practice ; those with represen- 

tatives of the National Association of Social 
Workers by the Committee on Psychiatry and 
Social Work, under the leadership of Dr. Ner 
Littner ; and those with representatives of the 


National Nursing Organization by the Commit- 
tee on Psychiatric Nursing, chaired by Dr. 
William Hall. 

One of the most important areas of discussion 
in the meetings held with the American Hos- 
pital Association has been the need to clarify 
the position of the Joint Commission on Ac- 
creditation of Hospitals in regard to the ac- 
ceptance of psychologists as members of the 
medical staff of hospitals. Working together, 
the representatives of the associations have de- 
veloped guidelines for evaluating the qualifi- 
cations of psychologists who are considered 
for hospital affiliation and privileges. This is 
now under consideration by Council. 

This committee also developed a statement, 
still under study in our Association, on the 
utilization of hospital psychiatric services as a 
nucleus for community mental health centers. 

Those ongoing meetings of the Committee 
on Nomenclature and Statistics with represen- 
tatives of WHO have led to a draft of an inter- 


national classification of psychiatric illnesses ~ 


which shortly will be offered to the memberi- 
ship as an informational item. 

The meetings of the Committee on Psychie 
atry and Medical Practice with the Committee- 
on Mental Health of the American Academy 
of General Practice have been concerned with 
the planning of workshops on mental health, 
Several workshops have been held. The com 
mittee is now planning its fourth colloquiur 
for teachers of psychiatry to nonpsychiatr 
physicians. To this committee goes the cred 
for developing the “Recent Advances Progra’ 
of our annual meeting wherein we are p in 
ileged to learn from our invited colleap of 
from other medical specialties, 
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Working in liaison with NASW, the Com- vate sector of psychiatry. A decision was made 


Council on Social Work Education. tee proposal springs from the conviction that 
: The recommendation of the Committee on such a department is of importance as a re 
| Standards and Policies for Psychiatric Facili- source for legal information as well as for the 
position statements significant 


i 
š 
I 


‘The history of this association is the history of the care of the insano in America. 
has it by slow stages from mere custodial care, through the infirmary 
and to the modern da: hospital with its splendid household and medical 

its laboratories, Sivisions, occupations, re-educational and training 
CF eelonization, voluntary commitment, aftercare and anything and every- 
thing facilitating diagnosis and treatment with a view to the amelioration of the 


Sanur. E. Surm, M.D. 
APA President 1914-1915 


MACROPSIA AND MICROPSIA 
_ Editor, Taz AMERICAN JOURNAL oF Psy- 
_ CHIATRY : 
= Sm: In his letter “Macropsia” pub- 
lished in the July issue, Dr. Chester M. 
Raphael comments on my paper with that 
title (Amer. J. Psychiat. 121;1193-1197, 
_ 1965) and data in it from my earlier report 
on “Micropsia” (Amer. J. Psychiat, 118: 
232-234, 1961). He says, “Thus, in such 
acute and transitory states, it is not that 
_ the micropsia reflects the patient’s ‘expan- 
_ sive needs counter-acting a closed-in feel- 
ing’ or that it is a way of ‘symbolically 
manipulating people identified as objects,’ 
It is rather an immediate appreciation of 
a truly somatic process that is taking 
_ place within the organism, i.e. a biophys- 
_ iological expansion, Similarly, in macropsia, 
_ there is, in the perception of surrounding 
_ objects as being much larger, an imme- 
_ diate appreciation of a biophysiological 
_ contraction.” 
I have no objection to Dr, Raphael’s 
_ theorizing but wish to point out that he 
_ offers no data to support his view for 
= micropsia and macropsia. My statements, 
on the other hand, as quoted briefly by 
im and given at length in my reports, 
are supported by clinical material gath- 
_ ered in the course of intensive psychiatric 
_ study of my patients. 
Even if Dr, Raphael were correct in 
his conjectures, his somatic occurrences, I 
might add, need not invalidate the psy- 
chological features I discovered in my 
cases. The two can go hand in hand with- 
out inconsistency. He speaks of an over- 
zealous attempt to “psychologize the so- 
matic.” Such an attempt runs counter to 
my inclinations, and one must remember 
that there are overzealous attempts by 
some to somaticize the psychological, T 
choose to make no distinction between the 
somatic and the psychological in terms of 
a basis for human behavior. For me, the 
core of such functioning is unitary and 
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CORRESPONDENCE 


Letters to the Editor are welcomed and will be published, if found suitable, as 
space permits. Please submit two copies (typewritten, double spaced), ve 
if possible, not to exceed 300 words. Letters will be subject to the usual editing. 


the length, 


holistic even though we continue to falter 

in our words and communications when 

describing events and causes(!) as “so- 

matic” or(!) psychological. 5 
Jerome M. Scunecx, M.D., 

New York, N. Y. 


THE EPAMINANDOS PHENOMENON 
Editor, Taz AMERICAN JOURNAL or Psy- 
CHIATRY : 

Sm: “The Epaminandos Phenomenon,” 4 
so well described by Dr. James Titchener 
in the July issue should be brought to 
the attention of all beginning residents and — 
their supervisors. But the Brothers Grimm 
antedated Epaminandos considerably, and 
the tale they call “Clever Hans” has ex- 
actly the same theme, if not all the charm. 
For eponymic justice ‘and mnemonic ease, j 
should it not be called “The Clever Hans 
Phenomenon?” f 

E. James LizperMan, M.D., 
Washington, D. C. 


PSYCHIATRIC RHETORIC 
Editor, THE AMERICAN JouRNAaL or PsY- 
CHIATRY : 

Sm: The June issue of the Journal con- 
tains an article entitled “A Note on Psy- 
chiatric Rhetoric” by Thomas S. Szasz, 
M.D. which impels me to write you this — 
letter, 4 

(Dr. Szasz protested efforts to deduct 
the cost of personal analysis as a medical ` 
expense, while the analysand asserted that 
it was really a tuition fee but that he was 
claiming it as a medical expense because 
that was the only way he could get the 
deduction. ) : 

First of all, psychoanalysis has been ac- — 
knowledged for decades to have some of 
the qualities of a treatment for a disease 
and others of an educational process. . » + 
This has-been discussed in articles by Dr. 
Szasz, Dr. Franz Alexander and others, in- 
cluding Freud himself(1, 2, 3), The second 
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CORRESPONDENCE 


and third paragraphs from the end of Dr. 
Szasz? article actually state this point 
“. . . Claiming that he was mentally ill, In 
contrast, most persons who have had an 
analysis do not acknowledge having been 
mentally ill. .. . they maintain that analysis 
is a means of solving personal problems, not 
) a medical treatment for mental illness, (Of 
course, credible arguments can be ad- 

vanced to support either position. )” 
Secondly, the situations of which we are 
reminded in the article involve men en- 
gaged in litigation with to their in- 
come-tax return. It is self-evident that a 
person in such a situation will set out to 
' present his case in the best light possible. 
Dr, Szasz seems to feel that more is in- 
volved than a tax dispute. If the point 
which he intends to make is that psycho- 
analysis fits poorly under the gm of 
treatment for disease and equally poorly 
under that for education but possesses 
some of the qualities of each, then he 
should say so as he and others have 
% said before, if he feels it merits restatement. 
If not, he should refrain from submitting 
redundant material for publication. At the 
same time he should acknowledge that 
current tax law compels Drs. Namrow, Star- 
rett and others in similar situations to use 
the terminology of psychiatric disease in 


presenting their cases, even though we all 
agree that it is not fully clear or applicable — 
in this context. 

In the interest of clarity I submit that — 
the semantic confusion is the responsibility 
of the law and not of psychiatry, It is a well 
known fact that psychoanalysis is a rather — 
special case as treatment methods in med- 
icine go. It is also a rather special case as 
educational techniques go. It is this which — 
has opened the entire area to tax litigation. 

In summary, the stated conclusion of the 
article is unobjectionable, but pedestrian. It 
is the implication, not explicitly stated, 
that all this reflects on the validity of psy- — 
choanalytic thinking, which is false, mis- 
leading and highly objectionable. 

The specific references are : 

1, Arieti, S., ed.: American Handbook of — 
Psychiatry. New York: Basic Books, 1959, — 
Part 7—Language, Speech, Communica- 
tions, pp. 895-999. 

2. Freud, S.: “Recommendations for 
Physicians on the Psychoanalytic Method 
of Treatment,” in Collected Papers, New 
York: Basic Books, 1959, vol. II, pp. 312- 
322, 
3. Szasz, T.: The Myth of Mental Ill- 
ness, New York: Harper and Row, 1961. 

Rozent J. Josern, M.D., 
Philadelphia, Pa, 


PHILOSOPHER'S LIFE 
I never wished to lead anyone myself, The only trouble has been that I never found 


. The living have never shown me how to live, so I have been 


al i s life, Solitude has been my natural state, I have tried to think about things 
and help a few others to think about them. I won't say that I have found the truth, for 
in philosophy there are no facts... . Am I pessimistic about the future of the world? 
Not at all! All we are going through now will make absolutely no difference 10,000 


—SANTAYANA 
(In his last interview shortly 
before his death in 1952) 


BOOK REVIEWS 


Mentat Heatta Tarouca Caristian ComM- 
munity. By H. J. Clinebell. (New York: 
Abington Press, 1965, pp. 300. $4.75.) 
The book is directed to ministers and laymen 
who seek to make the church’s ministry more 
effective in the field of mental health by apply- 
ing the insights from pastoral psychology to 
the church program. It is the author’s view that 
the local church has an unprecedented oppor- 
tunity to renew its own life as it multiplies its 
contributions to the preventive and therapeutic 
aspects of mental health, The author says, “It’s 
my conviction that the local church works for 
mental health best when it is true to its mis- 
sion as a church, not when it attempts to 
become a quasi-mental health agency.” 

The author gives four reasons why mental 
health is an essential part of the church’s mis- 
sion : 1) it is directly linked to the fundamental 
purposes of the church by enhancing the abil- 
ity of persons to love God and neighbor ; 
2) spiritual health and mental health are in- 
separably related; 3) mental health has been 
a central concern of the Christian community 
throughout the centuries ; 4) mental health is 
a central concern of the church because of the 
tragic toll of human agony caused by its 
absence. 

Among the many areas covered by this book 
are the worship service and mental health, the 
positive effects of preaching on mental health, 
the creation of a mental health committee to 

ı assist in the development of mental health ser- 
vices, recruitment and training of persons for 
the mental health professions, inactive support 
of legislative efforts, increase in mental health 
education, research and treatment services. The 
author also discusses the church schools’ con- 
tributions to mental health and creative church 
administration, the fostering of mental health 
by strengthening family life, education for 
parenthood and pastoral counseling. Four yari- 
eties of supportive counseling are discussed : 
crisis, stop-gap, sustaining and suj ive 
growth action counseling. j PERRI 

The book clearly outlines the guidelines for 
referral of patients to psychiatrists and stresses 
the importance of consultation. There is a help- 
ful chapter on finding local treatment resources 

for the mentally ill. 

Some of the ways a parish clergyman can 
sharpen his interpersonal skills, according to 
the author, are through clinical training, super- 
vision of one’s counseling, personal psycho- 
therapy, seminary extension courses or graduate 
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programs in pastoral care and counseling, 

The Methodist Church, through its wide- 
flung organization, plans to designate 1966 as its 
Mental Health Year. Professor Clinebell’s book 
is an admirable choice as the principal text and 
guide to local churches in that project. It will 
serve both lay readers and pastors in the devel- 
opment of their active interest and participa- 
tion in mental health activities in their com- 
munity. 

The book is well designed for this task. It is 
the layman’s guide and the pastor's text, While 
the book is relatively free from jargon, it has 
enough to impair easy acceptance among the 
mental health professionals. It was not in- 
tended for their use, but I believe psychiatrists 
and the associated professions will approve the 
orientation of the author and the philosophical 
basis from which he writes. 

It is a sound book on which to base a na- 
tional mental health program in local churches. 
It is highly recommended as a source book 
for that purpose. 

Water E. Banton, M.D., 
Washington, D. C. 


Tue Turear or Impenpinc Disaster. By 
George H. Grosser, Henry Wechsler and 
Milton Greenblatt. (Cambridge: M.LT. 
Press, 1964, pp. 335. $8.75.) 

This excellent, readable volume assembles 
the viewpoints of a highly select group of sci- 
entists gathered at the 1962 Symposium of the 
American Association for the Advancement of 
Science to study human response to the threat 
of impending disaster. These scientists repre- 
sent different disciplines joined together to 
search for scientific and conceptual themes 
that might be common to a great variety of 
situations of abnormal stress. Both individual 
and group responses to stress were elaborated. 

Since World War I there has been a growing 
national interest in the phenomenology of dis- 
aster. Since the advent of the atomic bomb, 
Scientists have been challenging traditional be- 
liefs, theories and myths about human be- 
havior during disasters. George W. Baker sur- 
veys research efforts made in the past ten years, 
particularly those undertaken by the National 
Research Council of the National Academy of 
Sciences. He urges further interdisciplinary re- 
search that would combine findings from the 
fields of anthropology, economics, psychology; 
psychiatry, political science and sociology. He 
indicates that this would conserve natural re- 
sources, both human and material, and that 
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the effort would be well worth the estimated tronauts was the result of their capacity to 
cost of at least half a million dollars, control emotions arising from the threat of 


In one of a group of theoretical papers, 
James G. Miller Jaaba and io detail 
how living systems—single individuals and so- 
cial groups—at different levels share interest- 
ing similarities in their subsystems. He ap- 
proaches his subject through general systems 
behavior theory. This paper is good reading for 
the beginner interested in personality theory. 
Other theoretical papers deal with experimen- 
tal analogues of stress and theories of collec- 
tive behavior. 

Another group of papers is centered on the 
theme of reaction patterns to the signal of dis- 
aster. Harry B. Williams discusses how basi- 
cally inadequate present warning systems are 
and how variable are human responses to warn- 
ing messages. He demonstrates that different 
persons may react differently to the same 
warning message and that the same person 
may react differently to two different messages 
in the same physical and social circumstances. 
Any warning message, of course, may have a 
meaning that is ambiguous, contradictory, too 
general or incomplete. To cope with such diff- 
culties Williams makes an urgent plea for fur- 
ther research, and also offers practical recom- 
mendations for correcting these problems, 

Roy W. Menninger, in a clinical paper on 
the attitudes of psychiatric patients toward in- 
ternational crisis (the Cuban crisis), brings 
out that the style of an individual's responses 
appears to be consistent with and characteris- 
tic of his underlying personality structure, The 
important role of unconscious conflict in the 
determination of attitudes about international 
affairs is demonstrated by case material drawn 
from a small group of hospitalized patients. 

Robert J. Lifton’s paper on the psychologi- 
cal effects of the atom bomb on the citizens 
of Hiroshima involves the reader in an emo- 
tional experience. Lifton’s descriptions of the 
emotional reactions of the people of Hiroshima 
during and after the disaster a to be 
accurate and unbiased. The reader will find 
himself trying to deny the emotions associated 
with the event, just as the 
the bape denied es 
count of cl inflicted 
another highlights feelings of shame and guilt 


unwit- 


external danger. They apparently gained this 
capacity through past experience in the mas- 
tery of stress and through confidence in their 
training and technical readiness. 

The book ends with some sociological stud- 
ies. In one of these, John P. Spiegel com- 
pares and contrasts American middle-class and 
Italian-American working-class patterns of re- 
activity to stress in sundry roles—health, sick- — 
ness, dying and death. Spiegel warns against — 
cultural stereotyping, pointing out that no set 
of cultural values can be perfectly integrated — 
with the multifarious contingencies of life and — 
death, of social necessity and of personality — 
variability, 

Thomas P. Hackett and Avery B. Weisman — 
discuss the reactions of terminal carcinomatous — 
and cardiac patients to the imminence of 
death. They add nothing particularly new to — 
existing clinical knowledge about the emotion- 
al problems of the dying patient, but the ma- 
terial is well handled and descriptions of the 
defense mechanism of denial are enlightening. 

The editors of this volume deserve credit for 
their selection and arrangement of this group of 
thought-provoking papers. The book should be 
of special interest to those concerned with 
public safety and disaster planning. 

Warm W. ZeLLen, M.D., 
’ Hartford, Conn. 


Cup PsycnoLocy: Benavion anD DEvEL- 
opment, By Ronald C. Johnson, and Gene 
R. Medinnus. (New York: John Wiley and 
Sons, Inc., 1965, pp. 556. $6.95.) 


This app 
some serious defects. Johnson and 
present excellent reviews of research on 
effects of family, community, peer group 
children’s needs, 


velopment emphasize the primary role of the 
parent in shaping the child. The authors point 
out other sources of influence: the child's 
genetic endowment and the peer group. In the 
area of intellectual functioning, the authors 
use data gathered on identical twins reared 
apart to assert that intellectual functioning is 

imarily an inherited . The 
Yewmnan, Freeman and Holzinger research 
(Twins: A Study of Heredity and Environ- 
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the general content sections are written 


much less clarity and precision than some 
the better introductory psychology texts, 
authors omit coverage of perception e 
and fail to relate many of the concepts in 
field to knowledge of children’s behavior, N 
over, the book shifts level of discourse m 
edly from rather simplified discussion of 
sues and concepts to knowledgeable y 
of research findings. 

As a consequence, despite the autl 
forays into general psychology, the book is 
most useful for the expert who wants a 

course in child development re 


for the theoretically minded. It is unfo 
nate that the authors present more material 
critiques of Piaget’s theory of animism than 
the description of his stages of cog 
growth and more time on distinguishing 


agnostic categories, All these defects arise fi 
trying to cover too much in too little space 
perhaps a poor choice of emphasis within 
space allotted. 


Hear anb Tue Communrry: Reapincs 
THE PmiLosormy anD Science or P 
Hearn. Edited by Alfred H. 
D.S.W. and Jean Spencer Felton, M. 
(New York: The Free Press of Glen 
1965, pp. 877. $9.95.) 


Psychiatrists interested in the field of 
health, and particularly in its growing co 
with social and behavioral aspects of dise 
reaction and health practice, will find here 4 
well-organized and highly relevant selection 
readings, Both psychiatry and public 
have a broad-based ecological orientation 
are concerned with the wide range of 


or illness, 
The book considers changing social 


disciplines of public health (including p! 
atry and the behavioral sciences), some chat 
ing emphases in public health services ane 
finally, goals and priorities in a changing woi 
The book may offer valuable insights to 
psychiatrist looking for the social meaning @ 
his professional activities and for the place 
tric illness in the framework of 
practices. 
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These formal papers occupy a relatively in- 
significant part of the publication; approxi- 
mately two-thirds of the book is occupied by 
discussion, The list of participants and guests 
who contributed to the discussion is quite im- 
pressive, as they are individuals who have 
established themselves as experts in the field. 
Unfortunately, the wealth of their knowledge 
is not apparent in their remarks. 

It is my impression that the editors of this 
volume were faced with a serious and under- 
standable problem of omitting or reducing the 
discussions of various contributors. In fact, 
the editors indicate that the total volume of 
the proceedings was reduced to about half 
its initial size, When one undertakes a task of 
eliminating the nonessentials, the effort, al- 
though great, is not the most serious problem ; 
rather, it is the reaction of the participants to 
the implied criticism by the alteration or 
deletion of their remarks. In addition, the edi- 
tors apparently were struggling with the com- 
plexities of group processes. 

In the opinion of this reviewer, the time- 
limited reader of this particular publication 
would do well to first read the excellent feature 
articles and survey rapidly the discussion in 
the hopes of picking up certain pearls of knowl- 
edge which are buried in the discussion. The 
reader with leisure time will find value in cer- 
tain remarks, for example, Shanas (p. 18) and 
Lieberman (p. 107). 

Ewatp W. Busse, M.D., 
Durham, N. C. 


Personauiry Cuance, Edited by Philip 
Worchel and Donn Byrne. (New York: 
Wiley, 1964, pp. xii + 616. $13.95.) 


This book, edited by two psychologists, is 
the product of a “Symposium on Personality 
Change” held at the University of Texas in 
1961-62. The coverage is extremely broad, 
and the theoretical positions of the contribu- 
tors are quite diverse, but almost all share the 
general, empirical orientation of modern psy- 
chology. The problem that readers will not be 
acquainted with all of the theoretical positions 
employed is usually handled quite well by in- 
troductory statements to each chapter. 

The book is divided into four sections. Part 
I offers a general theoretical and methodologi- 
cal orientation. Part II presents five different 
theoretical approaches to the problem of per- 
sonality change: psychoanalytic, self, learn- 
ing, role and cognitive dissonance. Part II 

considers situations of planned personality 
change in dealing with psychotherapy patients, 
the military, industrial organizations, physio- 


logical processes and international relations. 
Part IV consists of chapters on personality 
change caused by unplanned factors such as 
isolation, value conflicts, family dynamics and 
aging. If one grants the assumption that per- 
sonality can change in adulthood,’ and the 
various authors offer convincing theoretical 
and empirical arguments for this assumption, 
then the various paths of interest or theory 
which can lead to that assumption are almost 
certainly covered in this book. There is prob- 
ably something here for everyone with an in- 
terest in personality. 

A problem which the book has is that not 
all of the chapters are equally centered on the 
presumed aim of the book—to discuss person- 
ality change. Farber, for example, offers the 
most lucid presentation this reviewer has seen 
of the epistemological position of modern be- 
havior theory—highly recommended for all 
who have wondered what modern behavior 
theory is attempting—but it is difficult to see 
why specifically it is included in a book on 
“personality change.” Perhaps the book’s title 
is somewhat misleading. If the word “person- 
ality” denotes any sort of relatively enduring 
processes, then several of the chapters are 
seen not to be about such processes but rather 
about behavioral changes of a much shorter 
duration, or about changes in social phenom- 
ena. However, the possible misappelation of 
the book should not detract from the generally 
high level of excellence which the individual 
contributors have achieved. 

In general, the publication of such a book 
implicitly raises the question, “What do we 
mean by the word ‘personality’ ?” Probably the 
various contributors would not agree on a def- 
inition, even if they could resolve their theo- 
retical differences, for the level of analysis 
they employ varies considerably. Some con- 
sider personality to have changed if any so- 
cially or personally significant aspect of the 
individual's behavior has changed. Others are 
concerned with relatively enduring changes in 
such “depth” variables as self-concept. One of 
the advantages of this book is to force the 
reader to realize that there are several levels 
at which one can discuss the idea of personal- 
ity change, and that one of the major differ- 
ences between theoretical positions is not so 
much the observations they point to but the 
level of discourse they employ to describe the 
observations which are made. 

Yet no matter what level of discourse is 
chosen, the problem remains of gathering evi- 
dence relevant to the variables which represent 
that level and, in the case of the topic of this 
book, of gathering evidence concerning wheth- 
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er personality change has occurred. Not only 
researchers, but those engaged in treating psy- 
chopathological states are, of course, essen- 
tially concerned with changing personality, 
and for them this book, with its emphasis on 
the analysis of behavioral change, should be 
quite interesting. The book would -also serve 
as an excellent introduction to the study of 
personality as it is practised by research psy- 
chologists. 
Dav Watson, Pu.D., 
University of Toronto. 


Grats ar Vocationat Hic. By Henry J. 
Meyer, et al. (New York: Russell Sage 
Foundation, 1965, pp. 217. $5.00.) 


This book describes a research project car- 
ried on at a vocational high school in New 
York to study the possible benefits of social 
work intervention to potentially deviant ado- 
lescent girls. The purpose was to determine 
whether or not professional social workers are 
successful in their efforts and how their work 
could be improved. Girls whose records in- 
dicated potential problems were selected at 
random from a general pool for referral for 
casework or group treatment. A control group 
was selected in the same manner. Criteria for 
appropriate behavior both in and out of school 
were worked out, In order to qualify, the girls 
in the experimental group had to accept refer- 
ral to a social agency and obtain parental per- 
mission for using the service. The agency used 
was the Youth Consultation Service. 

The social and economic character of girls 
with potential problems as well as the girls 
own emotional attitudes, intelligence and gen- 
eral personality structure were measured by 
appropriate tests. It was determined that group 
therapy was the treatment of choice in 95 per- 
cent of the cases. Referral of 72 girls for in- 
dividual casework treatment was made toward 
the end of the project. 

The study clarified goals and methods of 
treatment for adolescent girls. It showed the 
need to help the girls by supporting their 
healthy but inadequate strivings rather than 
attempting. corrective measures. In the first 
therapy groups, the permissive, passive role of 
the therapist seemed to create anxiety on the 
part of the girls. The technique of using a 
mental health education approach until suffi- 
cient diagnostic understanding of the group 
made a more intensive approach possible. In 
groups of immature, impulsive girls a more 
directive approach was needed while groups 
of girls with more ego strength could take 
more responsibility for the group and wanted 
more from it in terms of relationships. 


Although the study did not reveal dramatic 
success as a result of casework treatment, it 
is encouraging to all who are interested in 
treatment of adolescent girls to have certain 
factors delineated and some direction for 
future treatment plans set forth. As a result 
of the study it was concluded that future 
planning should include a multi-faceted pro- 
gram operating at various levels from psycho- 
logical influences through manipulations of 
interpersonal and environmental conditions. 
This indeed is a contribution to an understand- 
ing of how to offer help on a broad scale to 
deviant adolescent girls. 

Mrs. Exizasetu F. Hewrrr, PSW, 
Hartford, Conn. 
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Tue Famiry anp THe Law: Problems for 
Decision in the Family Law Process. By 
Joseph Goldstein and Jay Katz. New York: 
The Free Press (McMillan Co.), 1965, pp. 
229. $7.50. 


Literally a tome, written by a Professor of 
Law at Yale who is a political scientist with a 
knowledge of psychoanalysis, and a psychiatrist 
and psychoanalyst who is an Associate Pro- 
fessor of Law at Yale and an Associate Clinical 
Professor of Psychiatry. 

It would be hard to find a better combination 
or a more complete exposition of the family and 
the law. Material is drawn from transcripts of 
hearings, case studies, decisions, legislative rec- 
ords plus conciliations proceedings, etc. A first- 
class reference and definitive work on the sub- 
ject. Excellent for counselors who deal with 
family problems. 


Towarp SELF Unperstanpinc—Grovur TECH- 
NIQUES IN SELF Conrrontation. By Daniel 
I. Malamud, Ph.D. and Solomon Machover, 
Ph.D. Springfield, Ill. : Charles ŒC Thomas, 
1965, pp. 269. $8.50. (A monograph in 
the American Lectures in Psychology series, 
edited by Molly Harrower, Ph.D.) 


Report of Workshops in Self Understanding, 
which are group courses which stimulate per- 
sonal emotional involvement and are based 
upon need for mental health education which 
can reach large numbers of people. Workshops 
have been undergoing development since 1950, 
and groups are now much larger than formerly. 
They make use of some principles of dynamic 
psychotherapy, lean somewhat upon Rogerian 
views and are predicated upon assumption that 
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self-understanding is an essential ingredient of 

_ “positive mental health.” Book contains numer- 

ous interpretive commentaries on varied ses- 
sions of workshop. 


a _ Druc Appiction 1N Yours. Edited by Ernest 
K Harms. New York: Pergamon Press, 1965, 
pp. 210. $9.50. 


Fourteen knowledgeable contributors. Sub- 
jects include drug addiction in New York, 
psychopathology of narcotic addiction, psy- 
chological characteristics of the adolescent ad- 
dict, institutional treatment of narcotic users, 
withdrawal treatment of adolescent drug ad- 
dicts (by Marie Nyswander), aftercare and 
_ rehabilitation. Book is timely in view of present 

interest in addicts and addiction and the dawn 
of intelligent approach to the handling of ad- 
_ diction by some of the higher courts, 

Editor has been concerned with subject since 
end of World War I. Had once collected data 
on ether drinking in Estonia and suma stills 

in Finland, etc. Book is well done, readable and 
interesting. Too bad its high price may prevent 
the wide distribution it deserves. 


_ Sex Researcu—New Deve.opments. Edited 
by John Money. New York : Holt, Rinehart 
and Winston, 1965, pp. 260. $3.50. 


Report of symposium held at 3rd annual 
meeting of New England Psychological Asso- 
ciation in Boston, Nov. 1963. Contributors are 
Frank Beach, Harry Harlow, Margaret Harlow, 
Paul MacLean, Evelyn Hooker, William H. 
Masters, William C. Young and others. Caliber 
of contributors insures quality of each section ; 
_ Money's editing and the expansion of the 
_ monograph to include review of background 
material add to value of the work. 


Tue Divwep Sekr. By W. S. Stewart. Intro- 
duction by Sir Cyril Burt. New York: Hil- 
lary House Publishers, 1965, pp. 243. 
$6.75. 


Case history of healing a “nervous disorder” 
written by a “highly intelligent patient.” Ex- 
tracts from the diary of a Cambridge graduate 
“who has exceptional ability to describe his 
experiences in readable, interesting language.” 
Poetically inclined and widely read in psycho- 
logical literature, he often turns to vers libre 
to express himself. Said to throw unexpected 
light upon psychology of poets of the romantic 
movement and to partially confirm and “par- 
tially correct formulas and psychoanalytic in- 
terpretations of psychologists not blessed by 


poetic temperament.” Cyril Burt suggests read- 
ing these pages “might help and comfort many 
who suffer from similar types of chronic de- 
pression.” 


New Inrropucrory LECTURES on Psycuo- 
ANALysIs. By Sigmund Freud. New York : 
W. W. Norton, 1965, pp. 202. $4.50. 


Newly translated version of work published 
in 1932, translated and edited by James Stra- 
chey. Published now in authorized standard 
edition. Publication is a supplement and ex- 
tension of earlier concepts, plus introduction of 
some new ideas to earlier introductory lectures 
1915-17. Lectures not intended for delivery 
but addressed to “multitude of educated peo- 
ple who might have benevolent though cau- 
tious interest in a new and young science.” 


TRANSFERENCE AND TRIAL ADAPTATION, By 
Joost A. M. Meerloo, M.D. and Marie Cole- 
man Nelson. Springfield, Ill.: Charles C 
Thomas, 1965, pp. 155. $6.50. 


Thesis is that every encounter contains repe- 
tition of former encounter; every human re- 
lationship is partial repetition of a former re- 
lationship. Concept of transference and trial 
adaptation describes how history and time- 
binding principles are conserved in man’s new 
adaptations and in his repeated attempts at 
mutual contact. Fascinating concept that in 
every thought and feeling about one’s fellow 
being, every approach to others a host of 
genetic and historical conditions exert a mold- 
ing influence. Well done! i 


THEORIES oF Personatity: Primary Sources 
and Research. Edited by Gardner Lindsey 
and Galvin S. Hall. New York : John Wiley 
& Sons, 1965, pp. 543. $6.95. 


Companion volume to volume published sev- 
en years ago—this a selection of primary source 
material and pertinent empirical research de- 
signed to be used with first volume. Seeks to 
put reader in direct contact with thinking and 
writing of many of major personality theorists. 
Material carefully selected and edited, Section 
I concerns Freud’s psychoanalytic theory, Sec- 
tion II Jung’s analytic theory, Section III 
Social Psychological Theories, Adler, Fromm, 
Horney and Sullivan, IV Murray's Personology, 
V Lewin’s Field Theory, VI Allport’s Psycholo- 
gy of the Individual, VII Organismic Theory, 
VIII Sheldon’s Constitutional Psychology, IX 
Factor Theories, X Stimulus Response Theory, 
XI Rogers Self Theory, XII Murphy's Bio- 
sen Theory. Work is particularly worth- 
while, 
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BOOKS RECEIVED 


The following books have been received; 
the courtesy of the sender is acknowledged by 
this listing. Books of particular interest to the 
readers of this journal will be reviewed as 
space permits. Readers desiring additional in- 
formation on any book listed are invited to 
communicate with the Editor. 


Roots or Mopern Psycutatry. By Mark 
Altschule, M.D. New York: Grune & Strat- 
ton, 1965, pp. 204. $6.50. 


Music ror THE Hanpicarren Crito. By Juli- 
ette Alvin. New York: Oxford University 
Press, 1965, pp. 148. $3.40. 


New DIRECTIONS IN STUTTERING. By Dominick 
A. Barbara, M.D. Springfield, Ill. : Charles 
C Thomas, 1965, pp. 188. $7.25. 


PsycHoLocican Processes IN THE SCHIZO- 
purenic Apaptation. By Samuel J. Beck, 
Ph.D. New York: Grune & Stratton, 1965, 
pp. 402. $10.75. 


In Case or EmMercENcY : What to do until the 
Doctor Arrives. By Bry Benjamin and An- 
nette Francis Benjamin. New York: Dou- 
bleday, 1965, pp. 224. $4.50. 


PusLıc Provision FOR THE MENTALLY Re- 
TARDED IN THE Unirep States. By Harry 
Best. Worcester, Mass. : Hefferman Press, 

1965, pp. 379. $10.00. 


Crvstan Gazinc. By Theodore Besterman. 
New Hyde Park, N. Y.: University Books, 
1965, pp. 188. $5.00. 


PSYCHOLOGICAL EVALUATION IN PSYCHOTHERA- 
py, Ten Case Histories. By Leonard Blank. 
Chicago: Aldine, 1965, pp. 361. $8.95. 


Brert’s History OF PSYCHOLOGY. Edited and 
Abridged by R. S. Peters. Cambridge, 
Mass. : M.L.T. Press, 1965, pp. 778. $3.95. 


Forensic PSYCHIATRY AND CHILD PSYCHIATRY. 
Edited by D. Ewen Cameron, M.D. Bos- 
ton; Little, Brown, 1965, pp. 212. (First 
issue of the International Clinics, vol II. 
Price is $18.50 for four issues a year.) 


NOSIS IN ANESTHESIOLOGY. By 
Paacriee OC polino, M.D. New York : Grune 
& Stratton, 1965, pp. 191. $6.50. 
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Forensic Psycuratry. By Henry A. Davidson, ~ 
M.D. New York: Ronald Press, 1965, pp, © 
463. $10.00. H 


Nor tae Critic. By H. B. Dearman, M.D. 
Kingsport, Tenn. : Kingsport Press, 1965, 
pp. 400. $4.95. ) 


NEUROLOGICAL AND NEUROSURGICAL NURSING. 
By C. G. de Gutierrez-Mahoney, M.D., and 
Esta Carini, M.D. St. Louis : C. V. Mosby, 
1965, pp. 424. $7.85. 


Frænpsmr’s Opyssex. By Francoise Delisle. 
London : Delisle, 1964, pp. 324. 30s. 


A Cup Goes TO THE HOSPITAL. By Harold i 
Geist. Springfield, Ill. : Charles C Thomas, © 
1965, pp. 112. $5.75. i 


Haase and P. A. J. Janssen. Chicago: Year — 
Book Medical Publishers, 1965, pp. 174. — 
$7.75. a 


Mosuiry anp Menrat Hearta. Edited by à 
Mildred B. Kantor. Springfield, Ill. : Charles 
C Thomas, 1965, pp. 247. $10.50. n 


Research In Benaviorn Moprrication. By 
Leonard Krasner and Leonard P. Ullmann. 
New York: Holt, Rinehart, and Winston, 
1965, pp. 403. $8.95. | 

P 


Tue Moves anD MORALS OF PSYCHOTHERAPY. 
By Perry London. New York : Holt, Rine- — 
hart and Winston, 1964, pp. 278. $5.50. — 


PRINCIPLES or PSYCHOPATHOLOGY. By Robert É 
W. Lundin, Ph.D. Columbus, Ohio ; Charles ~ 


E. Merrill, 1965, pp. 521. $7.75. i) 
N 


Communication anp Communiry. Vol. VI 
in Science and Psychoanalysis. Edited by 
Jules Masserman, M.D. New York: Grune 
& Stratton, 1965, pp. 295. $10.75. 


Current Psycuataic Taenartes. Edited by 
Jules H. Masserman, M.D. New York: 
Grune & Stratton, 1965, pp. 306. $10.7 


Benavion Drsorpers: Perspectives 
Trends. Edited by Ohmer Milton. New 
York: J. B. Lippincott, 1965, pp. 342. 
$3.50. wth 


PROFESSIONAL COUNSELING ON Human Be 
navior. By Douglass W. Orr, M.D. 
York: Franklin Watts, 1965, pp: 
$5.95. re 
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_ Psyonrarric Care: Psychiatry Simplified for 
Therapeutic Action. By Jurgen Ruesch, 
M.D., Carroll M. Brodsky, Ph.D., M.D. 
and Ames Fischer, M.D. New York: Grune 
& Stratton, 1964, pp. 238. $8.75. 


Love anD Psycuornerary. By Carlos A. 
Seguin, M.D. New York: Libra Publishers, 
1965, pp. 131. $4.95. 


DIMENSIONS or PSYCHOTHERAPY: An Experi- 
_ mental and Clinical Approach. By D. Stei- 
per and D. Wiener. Chicago : Aldine, 1965, 
pp. 164, $5.95. 


ASIC ANALYsis or INNER PSYCHOLOGICAL 
_ Fonctions. By Endre Szekely, Ph.D. New 
York: Cambridge University Press, 1965, 
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CONCEPTUAL AND COGNITIVE PSYCHIATRY 


SILVANO ARIETI, M.D. 


In the last decade or so psychiatry has 
expanded in at least three directions. The 
first is the field of drug therapy, where 
enormous progress has been made. The 
second direction is toward community psy- 
chiatry, which has enlarged the scope of 
our discipline from the clinical level to a 
body. of preventive efforts and social con- 
cerns. 

The third direction and the subject of this 
paper—conceptual and cognitive psychiatry 
—has not yet received adequate attention. 
As in the case of community psychiatry, 
conceptual and/or cognitive psychiatry is 
difficult to define, as all its different 
branches or trends have not yet been in- 
tegrated. Integration has not occurred in 
spite of the fact that precursors of these 
trends have existed since the inception of 
psychiatry as a medical science. In this 
paper the three major aspects of cognitive 
or conceptual psychiatry will be illustrated. 

Conceptual life as a force in psychody- 
namic psychiatry has so far been unduly 
underestimated, Under the influence of 
early Freudian psychoanalysis, the em- 
phasis has been on the primitive, on bodily 
needs, instinctual behavior and primitive 
emotions which can exist without a cog- 
nitive counterpart or with a very limited 
one. As I have already had an opportunity 
to say(10), physiological or simple emo- 
tional states, such as hunger, thirst, fatigue, 
cold, sexual urges, fear about one’s physi- 
cal survival, are powe ul dynamic forces 
and lead to conflicts and psychological 
unrest, but by no means do they include 
all the emotional factors affecting man 
favorably or unfavorably. In the middle 
of the twentieth century, fewer men than 
ever before starve for food or sex, yet psy- 
chological malaise and mental illness have 


increased, not decreased. 
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In addition to these physiological stai 
and primitive emotions, powerful dynamic 
forces exist in man which are brought about 
by his conceptual life. This is one of 
reasons why studies with experimental 
mals have a limited value in the understand- 
ing of human psychology and psychopa' hol- 
ogy. Such studies should by no mean 
disapproved. They have their justifici 
because of their attempt to elucidate 
basic mechanisms occurring in living sp 
endowed with a central nervous system. 
However, they do not throw light the 
meeting of man with the symbolic-co 
tual world. Nor can they illustrate the 
counter of the individual with other m 
in the very complicated, symbol-ri 
area of interpersonal relations. And Eas 
is obvious that these meetings and en yun 
ters have the greatest importance in hum 
psychology and psychopathology. 

Concepts and organizations of clusters o 
concepts become depositories of emoti 
or originators of new emotions. They h 4 
a great deal to do with the conflicts o 
man, his achievements and his frustrati 
his states of happiness or despair, of ar 
iety or of security. The concept-feclings 
personal significance, of self-identity, 
one’s role in life, of self-esteem, of be 
acceptable or nonacceptable, lovab 
unlovable, could not exist without 
cated cognitive constructs. We could 
sider these conceptual constructs onl} 
the point of view of the emotions ' 
accompany them, but we must rem em 
that such emotions would not exist 
highly cognitive processes. Although the 
concept-feelings may have some anc sto 
in the primitive feelings and cogn 
lower animal forms or human bab 
acquire a life of their own. They 
sponsible for the glory of man 
downfall and, to a large extent, if 
state of mental health or illness. 
should not be considered only as 
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ert hostility, inconsistency of the environ- 
ly engender se- ment, excessive anxiety and untimely sexual 

mental pain. stimulation, etc., are very important and 


nd symbols of determine the quality of the encounter 
symbols are continuously created in strange that the patient will have later with the 


combinations which reflect the cultural conceptual world, We must stress, however, 
and interpersonal factors to which the per- that a conceptual, or at least a preconcep- 
son is exposed, as well as his own individ- tual, world starts to be built up much ear- 
ualis ic outlook on himself and on the lier than suspected : around the end of the 


wo! second and the beginning of the third year 
n this paper, rather than stress the in- of life. 


ustible enrichment of conceptual life, Children living in an atmosphere of in- 
shall take into consideration how this security, anxiety, hostility, inconsistency, 
conceptual life may lead to psychological etc., will either have some difficulties in 
lisorders, Concepts may be in conflict and their conceptual appraisal of the world or 

lead to “psychological dissonance,” as will retain preconceptual forms of thinking 
Inger (19 ) has illustrated : that is, lack which will increase their difficulties, How- 
er mental consistency. They may also ever, it is especially at the time of puberty 
d to much more serious conditions. In and afterwards that crises may occur. At 
opinion of the writer, the psychodynam- that time the encounter with a much more 
expanded conceptual world, which goes far 
beyond the restricted circle of the family, 
may reveal for the first time the inner dif- 
ficulties of the individual. There may be 
too many discrepancies between what the 
allenges arising from the com- conceptual world would suggest for the 
nceptual world of man, when individual and the state in which he sees 
life of the individual has not himself, ‘ 


Whereas up to now emphasis has been 
on the analysis of the early childhood of 
the patient, conceptual psychiatry suggests 

portant than lack of gratification is that late childhood and adolescence be ¢ 
given equal consideration, To be even cat 


more exact, the study of the patient's 
ther because he sees himself in the image early childhood will facilitate the under- 
of a sexually inadequate person, or a homo- standing of the discrepancy and dishar- 


mony between the early experiences and 
the conceptual world which is rapidly un- 
folding in late childhood and adolescence, ‘a 
ti It may also reveal the cumulative effect ce 
which is devastating. A devastating self- A 


of the early Preconceptual experiences 
d state of anxiety and of the late 


adult life has ps 
behavior, just as own. 


For instance, involutional disorders are 
Precipitated by what we may call crises of 


meanings. The patient feels that the prom- 
_ sonal. experiences, Nothing would be fur- ise of life has not come true: he has 


ther from the truth. Early experiences “lost the battle ;” he sees himself as an in- 
“characterized by lack of approval, tender- dividual who is approaching the last part 
ness, love, proper mothering, overt or co- of life with the belief that most w: Jost, — 


2 
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possibilities were wasted an 
trieved. Leet ae BRA 
Many a woman, during the menopausal 
crisis, feels that she has lost not only the 
possibility of procreation but also the capac- 
ity to attract sexually even her own spouse. 
People who formerly reassured her by 
showing her consideration seem to ignore 
her now that her sexual desirability is 
vanishing(34). A sense of irreparable loss 
triggers a feeling of deep melancholia. Un- 
doubtedly early experiences have prepared 
the ground for this unfortunate outcome. 
If the woman has not sustained traumatic 
losses in her childhood(5), if she has main- 
x tained faith in herself and a sense of inner 
worth, independently of her attractiveness, 
if she expects to be loved independently of 
| her looks, she is not likely to develop in- 
volutional melancholia. However, when an 
involutional disorder develops it is because 
conscious or unconscious cognitive con- 
structs have permitted her to evaluate ad- 
versely her past, present and future life. 
» Beck has also illustrated the importance of 
thinking in depressions(13, 14). 

Another important aspect of conceptual 
life is the ability to conceive and visualize 
the future(1, 3). Subhuman animals live 
only in the present and for the present. 
If some instinctive patterns can be inter- 

~ preted as preparations for next season, 
there is no awareness of such preparation 
on the part of the animal. Animals cannot 
visualize a tomorrow. Man is able to con- 
ceive the future only because his sym- 
= bolic-conceptual capacities provide him 
= with symbols for things, events and rela- 
tions which are not present or have not 
~ yet materialized. Man’s visualization of 
the future consists of constellations of cog- 
ye nitive constructs. The visualization of the 
future also elicits emotions which cannot be 
considered primitive: for instance, a kind 
of long-cireuited anxiety, which is dissimi- 
lar from fears evoked by the immediacy of 
danger, and a state of hope which becomes 
mixed with promise, faith and fulfillment 

n of distant goals. 

Now we may say that prior to the psy- 
the psychiatric patient 
in cross-section, that is, 
o his present condition. With 
of th psychobiological and 


bi, 
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be studied longitudinally: that is, the im- 
portance of the past as a dynamic forty 
operating in the present was fully recog- AN 
nized. What instead is still being undere: 
timated is the importance of the future, or, 
to be exact, of the patient’s anticipation of 
his own future life. 

Conceptions of the future, of course, are 
experienced in the present, Any experience 
has only one psychological tense : present, — 
It is only because of our cognitive pros 
cesses that we can reevoke the past’ a 
anticipate the future. By virtue of co 
nitive processes the individual can proj 
himself and his world into the future and 
be at present emotionally affected by thi 
projection and anticipation. Mi 

It seems to me that at least in the mos 
severe mental disorders, like schizophrenia 
and psychotic depressions, the visualization — 
of the future is a very important factor. 
schizophrenic outbreak is often prei 
tated by the conclusion (often unconscio 
or dimly conscious) that the future holds — 
no hope for the patient; as a matter o 
fact, it may be even worse than the presen 
or past. If the patient projects himself int 
a horrifying vision of the future, his self- 
image undergoes a most injurious attack, 
The schizophrenic’s concern about his o 
future is not easy to detect because | 
manifest symptomatology seems to be re 
lated only to the present : for instance, he is 
persecuted now; some kinesthetic distor- 
tions occur now; certain signs or even 
are now referring to him. MN 

This apparent exclusive concern wil 
the present is determined by the schizo- — 
phrenic process which substitutes mor 
primitive, shorter and more concrete mê 
tal representations for others which m 
be even more anxiety-provoking(3, 4, 6). 
The problem of the future becomes a 
present problem in a specific and concre 
form. 

We must stress that the self-image : 
self-esteem of the normal adolescent: 
young adult are always connected with | he 
anticipation of the future. In order 
his present self-esteem, the young ind 
has, so to say, to borrow from his 
tations and hopes for the future 
married and close to another hu 


achieving an important role in fe, being 
loved, doing important work), It is when 
the individual eventually realizes he cannot 
pay back such a psychological mortgage 
that he may develop a devastating self- 
image. To repeat, had he had a childhood 
characterized by security and normal de- 
velopment of self-esteem and self-identity, 
he would not be so vulnerable. Thus it is 
the intermingling of the past and the pres- 
ent with a projected future which is im- 
portant. ' 
The neo- 
have the 
Freudian s 


Freudian psychoanalytic schools 
advantage over the orthodox 
chool of taking more fully into 


_ consideration these nonprimitive psycho- 


dynamic processes. They, too, however, 

have considered these psychological con- 

structs only in their emotional impact, ne- 

_ glecting to point out that these high types 

_ of emotions could not exist without a con- 

ceptual life, 

y In this brief paper we must omit refer- 
ence to the acquisition of concept from 
the external world [the Whorf-Sapir theory 
(42)] or to the formation of concepts (10, 
12, 18). 


COGNITION 


| _ So far we have considered concepts only 


in relation to their content, that is as car- 
riers or originators of dynamically perti- 
= nent material. The study of cognition, 
_ however, must consider also the * formal 
mechanisms and the forms by which con- 
cepts as well as preconceptual constructs 
are mediated, For different reasons, dis- 
cussed elsewhere(8), psychiatry and psy- 
chology have not given enough consid- 
eration to the study of thinking processes, 
Psychologists have concentrated their re- 
search on such phenomena as overt be- 
havior in the SR formula, simple forms of 
motivation, physiological needs and simple 
emotions. Recently, however, a ence 
of studies on thinking is noticeable in the 
field of psychology, as demonstrated by the 
works of Vinacke(36), Johnson( 26), Bruner 
(18), Werner and Kaplan(41) and Berlyne 
(15). Even Piaget's works, practically ig- 
nored in the United States for decades, have 
recently acquired the consideration they 
deserve( 20). 
As I have expressed elsewhere(10), “cog- 
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nition is or has been, up to now, the Cin- 
derella of psychiatry and psychoanalysis,” 
This relative neglect has occurred in spite 
of the fact that some prominent psychia- 
trists of all eras have recognized the im- p 
portant role played by cognition in mental 
conditions. One of them is Bleuler(16, 17), 
who recognized the role that thinking dis- 
orders play in schizophrenia. Other impor- 
tant contributors have been Storch (33), 
Vigotsky (35), Kasanin(29) and Von Do- 
marus (39), 

Although in the seventh chapter of his 
book on dreams, Freud(22) described the 
primary and secondary processes, which 
have a great deal to do with pathological 
and normal cognition, he did not pursue 
the study of these two processes from the 
point of view of thought disorders, He saw 
these two processes mainly as carriers of 
unconscious motivation and as consumers 
of energy. Even the “ego psychologists” of 
the orthodox Freudian school have not 
dealt with thinking per se, but as a trans- 
former of energy, 

The present author, by attempting to 
integrate the findings of other authors 
[prominent among them Freud(22), Von 
Domarus(39) and Werner(40)], has stud- 
ied the cognitive organization of the primary 
Process as it occurs in unconscious mecha- 
nisms, in dreams and in psychopathologic 
conditions, especially schizophrenia, He 
has tried to demonstrate how the schizo- 
phrenic patient, when he thinks or talks 
in a typically schizophrenic way, adopts 
forms of thinking which are different from 
those generally used by healthy persons. 

e forms of thinking have a structure 
and organization of their own, which fol- 
low laws and principles different from those 
ruling the secondary process, The reader 
is referred to previous writings for a de- 
tailed illustration of these abnormal cogni- 
tive processes(2, 3, 4, 6,7, 8). 

This stress on the thinking disorders of 
the schizophrenic patient does not imply a 

ease of interest in the psychodynamics 
of his life history. On the contrary, for an 
adequate understanding of the disorder we 
must observe how dynamic conflicts bring 
about regressive and Testitutional cognitive 
forms. Vice versa, we must also observe 
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how cognitive disorders in their turn alter 
the psychodynamie factors. ji 

Contrary to what some authors believe, 
thought disorders in are re- 
versible. Moreover, in the ini- 
tial stages, they may occur only when the 
patient is concerned with his own anxiety- 
loaded complexes. Goldman(23), Kaplan 
(27) and Forrest(21) have in diferent 
ways applied the present authors views 
on this subject. 

Recently the recognition that schizo- 
phrenic thinking deserves special study has 
come from other sources, In Chile, Matte- 
Blanco(30, 31) has studied schizophrenic 
thinking from the point of view of symbolic 
logic. He believes that think- 
ing “treats relations as if they were sym- 
metrical.” According to the writer, 
Matte-Blanco’s principle of is not 
accurate. It attributes a rather elevated 
mechanism, which is hardly reconcilable 
with the way of operating of the primary 
process. However, such tentative interpre- 
tations as those of Matte-Blanco are to be 
welcomed, as they are representative of a 
renewed interest in cognition. 

There is, finally, a third way in which 
conceptual psychiatry can be considered : 
as offering a body of , 
models and abstractions drawn from clini- 
cal, experimental and theoretical data which 
transcends mi science and is appli- 
cable to vaster aspects of man and 
universe. It may yield levels of generaliza- 
tion which are valid for other we 
In other words, psychiatry may be included 


in and become & to general 
system theory(37, 38). Grinker(24) ge 
collaborators have as one o 
the sciences leading Bard unified 
rerun pela may be applied 
Con may PP 
also to more specific fields. Prominent 
among them are the studies of language 
Language can be studied from a develop 


processes and, vice versa, some studies of 
thinking processes may stimulate new de- 
velopments in computers, 

Finally, conceptual psychiatry may great- 
ly contribute to the study of creativity. It 
may show how some immature or patholog- 
ical cognitive forms may reappear as inno- 
vating forces in the creative process(9, 11), 


SUMMARY 


Conceptual (or cognitive) psychiatry— 
a field which has so far been relatively 
neglected—is described in three of its ma- 
jor branches. 

The importance of conceptual life in the 
psychodynamics of the human being has 
been reaffirmed. Man is not motivated only 
by physiological needs and primitive wishes. 
The con tion of one’s self, his 
family and the world at large may become 
powerful psychodynamic forces. 

Cognitive psychiatry studies all forms of 
cognition, especially thinking disorders 
which occur in psychiatric conditions and 
their relation to psychodynamic factors, 

Finally, conceptual psychiatry is viewed 
as a science which may offer levels of 
generalization applicable to other disci- 
plines, such as general system theory, lan- 
guage and creativity. 
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THE SCIENCES OF PSYCHIATRY : FIELDS, FENCES AND RIDERS 


ROY R. GRINKER, Sr., M.D. 


INTRODUCTION 


In our time there are signs of increasing 
conflict between the sciences and the 
humanities, frequently alluded to as dis- 
tinct cultures. ‘Scientists are becoming more 
restless, and a stringent sense of respon- 
sibility now pervades the apparently serene 
atmosphere of the research laboratories. 

It is correctly stated that science is a 
social enterprise, not only because it 
involves cooperation and sharing among its 
devotees but also because the Zeitgeist in- 
fluences the problems chosen for solution 
and the methods used by investigators. In 
addition, the nature of contemporary cul- 
ture and society and its ways of viewing 
the world contribute to the acceptance of 
men of greatness and their interacting 
colleagues. 

Years ago scientists were caricatured 
as absent-minded, introverted individuals 
who relished quiet retreat into ivory 
towers where they could work unmolested 
by problems of reality. They were poorly 
paid but “dedicated” individuals operating 
with inadequate equipment and working 
with little help. Even then the conflicts 


and problems of contemporary man filtered 
however, 


grams” developed 


during the war, leading to technological 
bomb, are used 
as examples of how large amounts of 
money. and enough people can facilitate 
achievement of a p 


anything can be achieved with sufficient 
funds; research is not distinguished from 
development, nor is bi 
tiated from applied science. 


Read at the 121st annual meeting of the Ameri- 
can Psychiatric ‘Association, New York, N. Y., 
May 3-7, 1965. z 
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Many scientists are using language whose 
radical characteristics seem to pass un- 
noticed. For example, we hear about 
scientific “revolutions,” information “ex 
plosions,” “breakthroughs,” etc. Scientists 
are deluged with appeals to fulfill their 
social responsibilities and challenged to 
expiate their responsibility for the develop- 
ment of destructive instruments, danger- 
ous for the entire human species, as if 
they were responsible for their use by pro- 
ducing “good knowledge.” Scientists’ par- 
ticipation in political pressures and propa- 
ganda devices indicates that their way of 
viewing the world has changed greatly. 

Tremendous pressures on scientific 
fields and scientists are being applied; — 
science is expected to solve the problems 
of outer space, communication, crippling 
diseases and social unrest through the in- 
tensification of effort in specially se- 
lected fields, Pressures and expectations 
from the public to discover cures for — 
diseases have resulted from the confusion — 
of research with technology. Knowledge — 
is not equated with power; instead, action 
and practicality are increasingly becom- 
ing the significant ideals. 

Along with this pressure there has been 
greater organization of scientists, with les- 
sening of individual effort or the pursuit — 
of research as an independent enterprise. i 
Many scientists have been influenced by — 
the expectations of others so that the 
methods of painstaking, well-planned 
vestigations characteristic of normal scien 
have been vitiated by striving for th 
“great discovery.” Doubt exists among 
many scientists as to their place in a world 
so concerned with survival. a 

General science augments or transcends — 
common sense by developing hypotheses 
of more or less generality from which par- 
ticular consequences are indue 
which can be tested by observa 
and/or experimentation. Lower l : 
generalities can be used to induce hypo: 
theses at higher levels so that generati 
increases until finally theoretical concepts 
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(such as metapsychology) cease to be 
direct properties of things observable. 
_ Such theoretical concepts are then con- 
nected to even higher levels of logical re- 
_ lationships, expressed sometimes in mathe- 
_ matical terms. Science is an enterprise to 
__ investigate behaviors under controlled con- 
ditions and draws conclusions from 
_ which prediction of events not yet known 
may be made. Included in the criteria of 
science are methods of control, replication, 
reliability and validity testing, and statisti- 
cal soundness, 

-= With greater frequency philosophers of 
_ Science are pointing such critical remarks 
_ at those behavioral scientists who have yet 
_ to understand how to test alternative hypo- 
theses and how to make clear-cut experi- 
ments and observations subsequent to in- 
duced inferences. In the behavioral sciences 
| there seems to be greater reluctance to 
endanger “valued” theory and to utilize 
methods to fit individual problems, Since 
"psychiatry is in essence a collection of be- 
= havioral sciences (as well as techniques), 
reiteration of scientific principles is of 

_ pressing importance. 


| PSYCHIATRY AND THE SCIENTIFIC METHOD 


Manifestations of unrest are peculiarly 
intense in the field of psychiatry, in its 
practitioners and investigators. Mad Tides, 
frenetic social planning and isolated threats 
of withdrawal from the general field are 
indications of some sort of “identity dif- 
fusion.” “Where is modern psychiatry go- 

ing?” is an often-repeated question. It 

_ seems fitting, therefore, at this time to give 

_ thought to the current state of psychiatry 
and its sciences in order to attempt to 
bring some order into the ways we think 
about our activities and purposes. 

Psychiatry in our day has been subjected 
to the same forces applied to science in 
general. It has been the recipient of great 
financial support in furthering care of pa- 
tients, training and research and at the 

same time has been subjected to massive 
pressures of expectations and responsibility. 
Mental illness, as one of several great 
scourges of mankind, is expected to be 
solved by some dramatic breakthrough. Un- 
fortunately, public expectations have been 
reinforced by extravagant promises by psy- 


chiatrists themselves in their search for 
support, reminiscent of what occurred in 
the 1920's during the height of the mental 
hygiene movement, But worse than public 
expectations have been the extravagant 
promises of cure through the use of drugs, 
and of organized schools of therapy to 
which psychiatrists have been attracted 
with great hope, only to be disillusioned 
later. 

As a result of these external and internal 
pressures, psychiatrists are searching for 
new methods, some of which have been 
termed “revolutions” by people concerned 
in their origin or development. Thus we 
read that community psychiatry constitutes 
the third revolution; we also read from 
its founder that psychodrama, which in- 
volved a shift from individual to group 
therapy, constitutes the third revolution, 
There is a ferment to displace attention 
from the individual to larger groups and 
even to the world in an effort to prevent 
war and to facilitate social and cultural 
change. Unfortunately, extension of activity 
is not a substitute for knowledge or re- 
search, 

After a long period of gestation, psy- 
chiatry gradually moved from philosophy 
to become a medical specialty, but even- 
tually it penetrated into the entire domain 
of medicine and the psychological and 
social sciences. It evolved into a general 
field of science concerned with the think- 
ing, feeling and behavior of persons, 
whether the behavior be real or fantasied. 
Everything related to man is considered 
significant in this context, including his 
biological and developmental background, 
his social and group life and ultimately his 
involyements with things made or used by 
him. Early in this century psychiatry was 
forced to develop its own motivational psy- 
chology and social theory. With its tre- 
mendous range of interests (as the mental 
health field), it has, however, maintained 
interpersonal behavioral processes among 
men as its central focus, 

The psychiatrist as a person is not apart 
from such studies since the act of obsery- 
ing others also involves the observer's own 
experiences and feelings. Our own identi- 
ties and the processes of development into 
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our individual selves influence the way 
we observe, organize and categorize infor- 
mation. All psychological activities of psy- 
chiatrists related to people in distress in- 
volve a personal situation, hence our 
attitudes are of great importance. 

Because psychiatry has transcended its 
medical role as a discipline concerned only 
with diagnosing and treating the sick, it 
has become deeply involved with consid- 
erations of health, development and adapta- 
tion. Paradoxically, its medical (therapeu- 
tic) roots have interfered with the scientific 
training and the development of research 
interests in psychiatrists. Rather than being 
humble about their therapeutic results and 
more concerned with investigating, psy- 
chiatrists have attempted to extend their in- 
fluence to many levels of larger and larger 
group behaviors. 

Psychiatry in its role as a branch of 
medicine or as an applied science is con- 
cerned with diagnosis and various forms 
of therapy. This field is and has been 
extremely confused ever since man began 
to function as a medicine-man healer. It is 
only lately that scientific methods have 
been applied in an attempt to understand 
the rationale, methods and results of psy- 
chotherapy. 

In dynamic psychiatry, which includes 
psychoanalysis, there has always been an 
aversion to diagnosis. It is frequently stated 
that it is not the label but the problem that 
concerns the therapist, This dodges the 
issue that there are categories of mental 
disturbances with specific prognosis, there- 
by maintaining therapeutic enthusiasm. 
There can be no scientific therapy without 
categories as guide-lines to- facilitate the 
study of the life history of specific dis- 
turbances, their spontaneous course and the 
interrelationships among causative factors, 
Studies of the various treatments for men- 
tally ill patients require the establishing of 
diagnostic categories, defining the methods 
applicable to each and developing criteria 
for results. 

As a matter of fact, psychotherapy today 
seems to include anything which involves 
an exchange of words with special atti- 
tudes, in which one person assumes the role 
of supplicant for help and the other the 
role of helper. There is increasing concern 
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that all kinds of people are engaged in — 
psychotherapy. Today the training, ex- 
perience and discipline involved in the 
customary preparation for the role of thera- 
pist, based on the medical model, are as- — 
sumed not to be important since nurses, — 
social workers, psychologists, ministers, as 
well as psychiatrists, do some kind of psy- 
chotherapy. What one accomplishes and 
how one does it are now more important — 
than one’s professional discipline. 7 

Scientific methods for understanding 
the therapies are only just now being ap- 
plied. However, it is necessary to keep in 
mind that every therapeutic method re- 
quires validation in the form’ of follow-up 
studies. No treatment situation which is 
private can be used for a scientific stud 
of mental operations. These are “revealed” — 
intuitions, personal understanding through 
feelings using the self as a tool, justifiable 
on the basis of hypothesis-finding. But all 
such speculations need to be subjected to” 
proof, As a matter of fact, if the double- 
blind experiment is necessary for the study 
of potent drugs to avoid the effects of i 
suggestion, how much more necessity is 
there for objective observers when only 
words and attitudes are used and a psy- — 
chiatrist himself is the drug ! 

Treatment processes are not utilizable as 
the source of ultimate validation of hypo- 
theses. When any school of psychiatry 
contends that research can only be carried 
on during the process of therapy, then 
validation will be a long time coming. It — 
seems to me that we should recognize that 
the feeling of satisfaction within a therapist 
which he derives from a so-called correct 
interpretation has no relationship to its 
correctness or to the effectiveness of ther- 
apy or end-results. i 

As the guardian of the sanctity and 
dignity of the individual who requires treat- 
ment, psychiatrists guard access to the 
essential material for human research 


lems of research to those of practice. It 
unfortunate, although understandable, 
psychiatrists" who are trained basically 4 
therapists have an aversion for art 
so that in the field of psychiatry most 
the current research is being conducted 
Ph.D.’s from the psychological and soc 
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logical disciplines. There are even forces 


at work which undermine tentative deci- 
sions on the part of some young psychia- 
trists to conduct research, Decisions which 
could be strengthened and fortified are sub- 
jected to deterrent influences by special 


forms of training, 


Psychiatry has much to learn about how 
repeat and to re-emphasize the principles 
and methods in 
first place, it may be valuable to discuss 
_ briefly the disturbing biases which often 
_ crop up in psychiatric investigations. These 
include linearity 
either/or concept 


© nature versus nurture or inner-dynamic- 


functional versus 
or between humanism and 
= scientism. Twentieth-century man has 
: and security within 
his mental Operations by extending his 
various sizes and by 
and temporal relation- 


f In the recent past there has been a 
great pressure to think in holistic terms, 
but these concepts are operationally impos- 
_ sible and lead to existential models. 


© of the whole to 
carefully defines a frame of reference and a 
focus, choosing a part of the world of man 
to study, 
__ For some time the technique of observa- 
tion and description has been depreciated 
in favor of uncontrolled inferences utilized 
for the purpose of confirming a theory, Psy- 
chiatry as a behavioral science requires 
data, and these Consist of acts, both verbal 
and nonverbal. All acts have meaning, and 
all actors are motivated by internal 
activities which are meaningful; every 
problem, has an internal and external 
aspect. The data derived from observation 
of either aspect require recording, organ- 
ization and the development of working 
hypotheses. 

As we improve behavioral observations 
from several frames of reference, we recog- 
nize that they must be integrated and that 


none can remain in isolation. Acts are 
primary aspects of development and are 
determined by environments and feedbacks 
at all levels. Just as determinants of 
personality in behavior are derived from 
constitutional, social and situational fac- 
tors, so in adaptation, organism and envi- 
ronment are closely integrated. The state- 
ments that we make regarding the data 
obtained from observations require objec- 
tive verification in replicate observations 
of behavior or by data obtained through 
other forms of inquiry. Because our in- 
vestigatory operations reveal evidence from 
different levels of awareness occurring 
simultaneously, there is need for the devel- 
opment of intervening variables to be used 
as temporary explanatory expedients. 

esearch on human perception has re- 
vealed not only how man has become 
increasingly specialized on the receptor 
side, which has increased his Possibilities 
of restraint, but it also has demonstrated 
the large source of 


are required for 
developing data which are derived from 
their basic theories, But science demands 


public and sub- 


by judgments 
validi 


CONSEQUENCES OF 
PSYCHOANALYTIC APPROACH 


that thinking 
is tied to action and that knowledge of 
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behavior is a necessary condition for 
understanding mental processes. “Behavior- 
ism” in this sense means that every act or 
organization is a transaction which has a 
goal-directed quality related to values of 
survival or to progressive change. Carefully 
described behavior, understanding of moti- 
vation and a detailed description of inter- 
vening bodily processes contribute to such 
behaviorism. Unfortunately in the United 
States “behaviorism” is spoken of as a 
school of psychology which denies the 
validity of mentation as a process capable 
of filling the gap between inner and 
terminal actions. In the language of com- 
mon sense behaviorism includes verbal, 
motor and total organismic behavior, which 
includes the mental. 

In this country “phenomenology” is ap- 
plied to the method of observing and 
describing behavior, although its original 
meaning designated a psychological school 
using introspections of experiences to 
which meanings were ascribed. Psychology 
is surfeited with schools overlapping and 
in opposition to each other, as are anthro- 
pology and sociology to an equal degree. 
Although divergencies seem to be irrecon- 
cilable and continuously induce debate, 
there are no withdrawals or exclusions. 
Gradually there is a dawning recognition 
of the futility of polarization of theories 
such as “phenomenology” and “behavior- 
ism. 

Perhaps the basic speculative nature of 
psychoanalytic psychology has best been 
expressed by Freud, who stated that his 
life had been aimed at one goal alone : 
to infer or guess how the mental apparatus 
is constructed and what forces interplay 
and counteract it. Although the mental 
“structures” are legitimate scientific con- 
structs expressed in metaphoric language, 
they have been treated as real entities 
unattached to operational concepts and 
devoid of behavioral referrents. Since 
Freud’s day we have experienced the 
monotony of restatements of assumptions 
rather than indications of research interests 
requiring the establishment of sharply de- 
fined testable and refutable hypotheses. 
Contrary to the statement of a leading 
psychoanalyst, there are no metapsycho- 


logical “facts.” 
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Psychoanalysis has indeed constituted’ 
a major revolution in psychiatry. It pointe: 
up the need for psychological investigation 
by psychological methods, and it developed 
concepts of human motivation as drives, 
Psychoanalysis invented the concepts of” 
dynamic unconscious and transference, re 
sistance and defense and finally an extreme: 
ly important structural theory, Psycho 
analysis, as contrasted with other fields o 
psychiatry, has always considered the in- 
dividual its focus. One must admire, respect 
and be grateful for the courage and toler- 
ance of the early psychoanalysts who 
dealt with the unknown complexities of” 
the human mind. 

For whatever reason, this brave outpost ~ 
has become a crumbling stockade o: 
proprietary dogmatism, to use Georg 
Kelly’s phrase, by maintaining itself aloof 
from the progress of behavioral science 
and looking askance at conceptions of 
rigor. Exceptions there are in plenty. The” 
core concept in modern ego psychology, 
were it not confused by “energetics” and 
words such as “neutralization” and “de 
neutralization,” is closely related to biologi 
cal theory. The basic concepts of identity. 
identity diffusion, adolescent turbulence i 
relation to epigenesis, influenced by society” 
and culture, provide an excellent example” 
of one psychoanalyst’s understanding of 
social sciences. And there are many other 
praiseworthy examples. à 

In general, however, official psychoanaly= 
sis indulges in rhetorical debates rathe 
than scientific discussions, for authority i 
easier to follow than engagement in in: 
dependent thinking, Hitches and discrep: 
ancies are easier to gloss over by using the 
concept of oyer-determinacy or by disi 
carding the discrepant. A recent compila 
tion by Rapaport of ten statements indicati 
ing variables significant for the struct 
of psychoanalytic theory, some of whic 
are contradictory, is an example of the nee 
to appreciate system relations among pa 
whole functions. There surely is need 
semantic clarification among analysts whe 
are in perpetual conflict over the meani 
of their own words. How otherwise, 
some have tried and failed, can spec 
hypotheses be extracted from psy¢ 
analytic theory for testing ? 
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With rare exceptions, psychoanalytic 
reporting confuses cause, content, mean- 
© ing and results, It is practically impossible 
_ to understand the differences in psycho- 
analytic theory among the terms : appara- 
tus, system, organization and agency. 
_ Causal relationships are inferred by simul- 
taneity in time of appearance so that un- 
"controlled reconstructions of childhood ex- 
| periences and maps of early mental 
development derived from analyses of 
í adults are being replaced by the methods 
of observation in the new field of child 
_ development, 

Theory gets its acid test by consonance 
with clinical findings, not alone by its 
internal consistency—although even then 
“psychoanalytic theory has many contradic- 
tions, One cannot accept the psycho- 
“analytic paradigm completely or be 
convinced that the whole theoretical organ- 
‘ization is so cohesive that its so-called 
unity would be destroyed by disavowing 
some of its parts. 

Objective observations of overt behavior 
are linked to patterns of conscious aware- 
ss with which introspections may lead to 
njerences regarding unconscious processes, 
Therefore intrapersonal processes cannot 
e studied apart from social organization 
in which verbal and nonverbal behaviors 
“are demonstrated, 
One of the difficulties in connecting the 
various sciences comprising the general 
field of psychiatry is the unfortunate carry- 
over of the language of 19th century 
physics into the modern psychologies, 
| especially psychoanalysis, It is still used in 

' Psychoanalysis as applicable to systems of 
| forces expressed as quantities and qualities 
derived from various locations. 

The most recently organized science of 
T molecular biology has developed a signifi- 
-cant prototype for biological processes, Its 
fundamental principle states that the DNA 
molecule is the structural chemical equiva- 
lent of the hereditary gene code; RNA is 
the messenger which transmits information 
from DNA to protein molecules according 
to exact specifications, Expressed more 

succinctly, information is coded, trans- 

mitted and encoded. But even at the molec- 
ular level there are cooperative, inhibitory 
and facilitatory processes and feed-back 
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systems insuring relatively effective control 
and regulation of information. Yet errors, 
disorders and recombinations insure muta- 
tions which are checked or facilitated 
through transactions with the environment, 
These identical functional characteristics 
are observable in the endocrine and nervous 
systems and in the mental as well. 

Information actually involves the devel- 
opment of organization and thereby fol- 
lows the basic physical law of negative 
entropy. Information is not energy, and 
even in the processes of its codification 
and transmission it utilizes a minimal 
amount of energy. As a matter of fact, 
the higher levels of organization of the 
central nervous system are not concerned 
with the continuation of action but with 
the crucial function of stopping or starting 
it. 

Many years ago a distinguished physiolo- 
gist stated that the mental was not ex- 
aminable as a form of energy. A gap 
separates physiology from psychiatry, and 
forms of energy do not cross this gap. The 
naturalists knew that there is no specific 
mental energy and that it is not quality 
or quantity of energy but patterns of per- 
formance which are significant. We can 
also view the instinctual Processes as com- 
munication systems involved in control 
rather than as chemical systems or hy- 
draulic-like streams of displaceable energy. 

There has been a great reluctance on the 
part of some psychoanalysts to give up the 
language of energy and cathexis because 
of its relationship to the original psycho- 
analytic concepts, Actually a shift in 
language denotes a shift in conceptual 
thinking, and I believe that it is important 
for psychoanalysts to learn how to think in 
terms of information and communication, 
without the use of energic or topological 
language. The predicted result will be a 
decrease in esoteric speculation and an in- 
creased commonality with other sciences, 
Their observations and their methods will 
be clearly viewed as parts of a larger sys- 
tem in which psychoanalysis is an important 
component. 

Such an experiment is unlikely with the 
present tenaciously-maintained, isolated 
“institute” training organization, defen- 
sively withdrawn from the mainstream of 
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science as the pı 
Education for 
or the use of 
methods by 
probably can only be facilitated through 
the development of academic departments 
of psychoanalysis, In such settings au- 
thoritative pronouncements and fuzzy 
formulations, isolation and inbreeding 
would at least be less possible, 


NEED FOR INTEGRATION AND A BROAD, 
SCIENTIFIC VIEW OF MAN 


It is a simple matter to enumerate the 
various sciences involved in 
understanding human behavior. These 
would in general include genetics, general 
biology, anatomy, physiology, biochemis- 
try, pathology, psychology and all the 
social sciences. Truly this is a vast array 
of disciplines, which today cannot be 
mastered 


and 
evaluations. Each from a specific frame of 


ferences may be, 

contributory sciences 

Autonomy of 

conflict with the 

each other, If plural inquiries are unre- 

lated, there is no science; and with- 

drawal for exclusion is deadly for the 

sorte oblem in the 20th century is how 
The problem e y y 

to relat sciences with each other and to 


1 This conglomeration, embracing practically the 
entire field of human interaction, is spoken of as 
“psychiatry” lack of an adequate term 
which expresses it, 
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(psyche, mind ; iatreia, healing). 
» 


develop a dynamic scientific language 
which can serve as a bridge. Thereby ~ 
polarities of rigid “scientism” on the one 
hand and pious “humanism” on the other 
and other avoidable sectarianism would — 
disappear. The advantage of interbreed- 
ing of ideas is clear enough, but inter- 
disciplinary socialization over the coffee pot 
or the luncheon table is not effective 
enough for this purpose. The problem is 
not only one of more communication but 
also how and what is communicated. Frac- 
turing and artificially isolating the total 
living system can be decreased only some- 
what by interdisciplinary theoretical discus- — 
sion and multidisciplinary operational re- 
search, 

One method of relating systems of vary- 
ing orders of complexity is through the 
use of analogies, The symbol in the human 
societal system is analogous with the gene 
in the genetic system; psychologically, — 
learning is analogous with physical growth, — 
Homeostatic mechanisms and variability 
may be analogized as a similar process — 
from cell to society; part-whole relation- 
ships are certainly capable of being — 
viewed as analogous throughout all sys- 
tems. Analogizing, however, is only a useful 
preliminary method; although very satis- 
fying it adds little to our knowledge of 
relationships among systems. Translating 
concepts from one living or life-derived 
system to another (biologizing psychology — 
or psychologizing sociology) is tautology 
rather than unification, 

The same criticism may be applied to ` 
the building of artificial machine -like 
models, Still another method is the con- — 
cept of “division of labor": for example, 
individual behavior serves for adjustment — 
to the environment, organs function in the 
services of regulation of the internal milieu, — 
the psychological ego regulates and con- 
trols the inner-outer axis, and instincts are 
concerned with motivation. 

The naturalists of the past were able 
to encompass many fields, perhaps be- 
cause the so-called “information explosion” 
had not yet occurred and the atomistic 
specialized attitudes and disciplines had 
not yet broken the concept of organizatio 
into small units. They were aware 
reciprocality or nonlinearity in cause and 
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effect. The concepts of wholeness, growth 
_ or change over time, differentiation, varia- 
_ tion and individualization without sacrific- 
_ ing integration and part-whole relation- 
_ ships were well known. They knew the 
_ importance of integrating biological, psy- 
_ chological, cultural and evolutionary stud- 
ies for a broad scientific view of man. 
Thomas Mann spoke these thoughts two 


| decades ago in his beautiful prose : 
g 


And yet, this is a time and a world where it 
_ makes almost no difference what we talk 
__ about—we always talk about one and the same 
thing. Categories crumble, the borderlines 
_ between the different spheres of human 
_ thought become unessential, Everything is 
< connected with everything else—and, in truth, 
it has always been so: only, we were not 
conscious of it.’ Once, it was possible to dis- 
_ tinguish between a “purely esthetic,” “purely 
_ philosophic,” “purely religious” sphere and 
the sphere of politics, of human society, of 
national and international community life, and 
_to declare that we are interested in the one 
but not in the other. This is no longer possible, 
We are interested in the whole, or we are 
interested in nothing. 


It is only recently that the term “system” 
has been emerging as the symbol for a key 
_ concept indicating a trend toward unified 
theory. To achieve such a step there are 
_ required at least three major advances: 1) 
to define organization, structural and 
_ functional wholeness and its relation to 
its parts and its environment; 2) to define 
__ basic principles applicable to the analysis 
_ of all systems of inquiry and 3) to define 
_ operations, in terms of procedures used, 
by which these definitions may be ac- 
quired, 

In any field defined by its frame of 
reference there are organized patterned 
processes, some more highly structured 
than others. In the temporal dimension 
those functions which move rapidly are 
= novel; others which move slowly form a 

relatively steady or structural background 

against which the novel may be discerned. 

Within the field, structures which are 

called foci or systems may be conceptual 

or empirical and defined according to the 
observer's interest or his position at the 
time. The important point is that all sys- 
tems, for example soma, psyche, group, 
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society, culture, etc., may be subjected to _ 

an analysis by a similar set of principles, — 

conceding of course that for each, special 
contingencies must be considered. 

Primarily, each system has a structure 
which is composed of integrated parts 
within permeable boundaries insuring 
openness. It has extent in time and space. 
Its form is derived from its past, its present 
has relative stability, and it has future 
potentiality. In and of itself, an organiza- 
tional system is a patterned process of ac- 
tion which has a purpose in the living 
economy, representing respectable teleol- 
ogy. 

Each system maintains its organization 
or wholeness by regulatory devices which 
are homeostatic or equilibratory by goal- 
seeking: for example, drive-reducing ac- 
tivity. In addition goal-changing activities 
such as exploratory behavior are actualiza- 
tions in response to external conditions 
impinging on the system's potentialities 
and which result in novelty or creativity. 

Each system resists disintegration by 
realignments of gradients, partial sacrifice 
of structure or function or by hardening 
its boundaries to decrease permeability and 
openness, Finally, each system is in pat- 
terned transactional processes with all 
others which constitute its environment, 
to a degree dependent upon intersystemic 
closeness, significance for viability and for 
stress responses. 

Transaction, rather than self-action or 
interaction, which is the effect of one 
system on another, is the relationship of 
two or more systems within a specified 
environment which includes both, not as 
specific entities, but only as they are in 
relatedness with each other within a 
specific space-time field. It is a reciprocal 
and reverberating process. Using such a 
conceptual scheme, we may view relation- 
ships of structures and functions fruit- 
fully. We may subject each system in the 
field to inquiry concerning a variety of 
Processes of communication, 

From these processes we can extrapolate 
principles which are clearly present in 
endocrinology, neurophysiology, psychol- 
ogy and sociology. Common to all, how- 
ever, are relationships which exist inde- 


pendent of source of and 


transmission or power structures. All sys- 
tems within themselves ‘and among each 


other are involved in pina 
earranging tion. 


pects of functional 
drives, conflicts, 
ego functions as the final 


way—in and out—of s 
states, Behavior rí dilemmas, liabilities, 
of the person in 


assets and 
action. 

I can imagine some trists stating 
that it seems inaj te for one who 
has advocated and struggled to conduct 
an eclectic training 
of confusion, identity 
rides i 
the eclectic is 
chooses from a wide 
an extended field that 
and appropriate for the study of any aspect 
of human behavior. not 
necessarily mean disorder, disunity or 
chaos, although it decries rigid organiza- 
tion, artificial unity or stratification. 

If we approach living haman ie trans 
they exist in a total of multiple trans- 
actions with other individuals, groups or 

internal 


repertoires), we can 

prejudge signi 

either conceptually 

havioral pacer in 

ee individualities and relationships 
among them. In this procedure eclecticism 


precedes and demands ordering of the” 
structures, functions and mentations in na- 
ture. 4 
An intelligent foreign visitor remarked 
to me that so many psychiatric directors 
talk proudly about their eclecticism, but 
he sees the psychoanalytic model every- 
where in the United States. What he could 
not understand is that the principle of 
gradualism is required to open up a pre- 
viously circumscribed approach and to 
formulate psychiatry as a collection of 
sciences in search of synthetic principles. 
Likewise he failed to recognize the grow- ` 
ing danger before us of a rapid shift in 
the opposite direction tending to make 4 
“social psychiatry” and “community psy- i 
chiatry” the havens for those who need 
certitude, isolation and the religious fervor 
of a “movement.” It is necessary to move — 
slowly lest we repeat the mistakes of the 
last several decades in reverse. We should 
by now have graduated from the level of — 
immaturity which requires illusions for 
the development of enthusiasm. s 


A PARABLE ABOUT THE LAND 
OF HUMAN BEHAVIOR 


Rather than recapitulate what I have said ; 
in a formal set of conclusions 1 shall 
summarize by way of a parable which 
refers to my title. 

A certain foreign country in a far-off | 
continent somewhere in the cosmos is 
called the Land of Human Behavior. In it 
there are large and small areas fenced 
for the growth and development of special 
crops by methods called disciplines. Most 
of these fences have variable-sized open- 

which neighbors from near 
ious directions. These 


sciences, Through communication in unde 
standable language an exchange of infor- 
mation is effected. 

Some le produce very little but 
carefully study the processes of 
development in their own and other fi 
They are very helpful to the 
population but are not appr d 
they seem to have no predilection í 
method or one crop. 
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FIELDS, FENCES AND RIDERS | * 


In some areas the inhabitants own many 
horses and they periodically ride madly in 
all directions, tarrying briefly in the com- 
munities called family, society and nations 
where they talk at length about mankind in 
general, prevention of war and social 


= change. They are serious and well-moti- 
~ vated but they neglect their own fields and 


grow very little. These people are called 
planners and they need not toil in the field 
because they are well supported by their 
rich Uncle Sam. 

Some areas are almost completely 
fenced off, and the inhabitants compulsive- 
ly tend to strengthen their fences at the 


_ slightest criticism from their neighbors. 


When people from other areas attempt to 
visit them they become unhappy and build 
another fence inside those already exist- 
ing, thereby restricting themselves more 
and more as they exclude the unanalyzed 
strangers. They teach their rituals to their 
young in an old-fashioned way, and those 
pupils who do not leam or remember 


_ properly are vigorously expelled. These in- 


habitants of Freudiana plant only a few 
seeds at a time but they nourish them care- 


_ fully for years, and if the results turn out 


to be some peculiar weed they start with 


other seeds but use exactly the same pro- 


—— 


cedure as before. These people communi- 
cate only in dyads, and because of many 
dialects they can hardly understand each 
other when they talk about inferences and 
intuition. 

Closely related to the Freudians are peo- 
ple who live at the opposite part of the 
country. These are called cosmologists, hu- 
manists, religionists and existentialists ; they 
barely talk to the others, and when they 
speak their language is largely unintelligi- 
ble. They grow very peculiar and exotic- 
looking crops which apparently have no 
use and about which they are very senti- 
mental. They abhor scientism and are very 
bitter about facing facts. 

Somewhere in the center of the country 
is a small group of individuals who have 
migrated from all parts, thus representing 
many fields and various kinds of farmers 
and riders. These people are engaged in 
formulating general rules applicable to all 
functions carried on in the Land of Human 
Behavior, They are called unifiers or sys- 
tems theorists. They constitute a small 
group ; they are accepted by few and their 
influence is minimal. Yet they can endure 
the studied neglect of most and even the 
name-calling by the isolates, for they have 
faith in science and the scientific method. 


Ricuarp Dewey, M.D. 
APA President 1895-1896 


PROGRESS IN THE NEW BIOLOGY OF DREAMING 
FREDERICK SNYDER, M.D. 


On several earlier occasions I have elab- 
orated the thesis that dreaming is the sub- 
jective concomitant of a pervasive and dis- 
tinctive physiological state, a third basic 
biological mode of existence, of the same 
order yet different from sleep or waking 
(127, 129). Over the past few years evi- 
dence relating to that contention has accu- 
mulated with ever-increasing rapidity, 
and the present review can merely hope 
to suggest the scope, diversity and depth 


years carry us still further from ordinary 
i that dreaming 
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and others implicitly sup- 
merone the same interpretation( 28, 42, 75, 87, 
102). i 


Six Papers on 


SLEEP AND DREAMING 


mation about that subjective experience is 
unavailable, or even where dreaming, as we 
know it, is inconceivable. 
Since Dement first found an almost iden- 
tical physiological event in the sleeping cai 
(26), knowledge of its incidence has 
quickly encompassed virtually the entire 
gamut of mammalian life, most lately in= 
cluding one of man’s nearest relatives, the 
chimpanzee(1); one of the most remote, 
the opossum( 129) ; and one of the smallest, 
the mouse(140). My age estimate for this 
phenomenon is based upon its unmistakable: 
occurrence in the opossum. Since it is un- 
likely to have arisen independently in the 
marsupial and placental branches of the 
mammalian tree, it must have existed long 
prior to their separation, which occurred 
at least 130 million years ago. Unfortunate- 
ly dreaming leaves no fossil record, but it 
may be much older. No comparable phys- 
iological event has been found in the tur- 
tle(72, 85), but there is a very transient 
change in the, sleep of birds(85, 86) which 
may be homologous. 
Under laboratory conditions opossums 
regularly spend more of cach 24-ho 
period in this state than does any oth 
species yet studied—as long as or long 
than their daily quota of waking. The to 
portion of existence taken up by it is at 
least three times greater in the opossun 
than in man and the percentage of slee] 
is about twice as great, but there is 
simple phylogenetic relationship, m thi 
monkey(141) or the rat(96), the reli 
percentage of sleep occupied is slight] 
than in man, and much less in the $ 
(67). There does appear to be a d 
correlation between the frequency 
which this pattern recurs and met 
rate( 140). v 
Whether or not ontogeny 


_ phylogeny in this instance, the physiolog- 
foal condition associated with dreaming is 
definitely most prominent at earlier stages 
of development, amounting to 50 percent 
of sleep in the newborn human(24, 107, 

8) and 90 percent in the newborn kitten 
(137). Studying premature infants, Parme- 
ee and associates(107) are now finding 
that it begins to emerge from an ill-defined 
undifferentiated sleep state at about 31 
weeks of gestational age, and by 37 weeks 
is well defined, taking up a larger portion 
‘of sleep than at term, 

In view of what we can never know 
about the inner experience of creatures so 
different from ourselves as premature in- 


j 


Jy occurs in the midst of sleep, in terms 
of almost any physiological measure thus 
studied the differences are as qualita- 
tive, marked and pervasive as they are be- 
een sleep and waking—in many instances 
much more so." 


DIFFERENCES BETWEEN REMS AND SLEEP 


__ There are phylogenetic and even individ- 
ual differences in the manifestations of 
REMS, but we are now aware of a sizable 
constellation of unique physiological con- 
comitants which distinguish it wherever it 
occurs, leaving little doubt that it is a basic 
and unitary biological process. Some of 
these can be seen by close and patient ob- 
_ servation: whereas in sleep the eyes are 
quiescent or roll slowly in their sockets, in 
REMS they display an intermittent, often 


2The number of terms used in various labora- 
tories to designate this entity continues to multi- 
ply: activated sleep, archi sleep, REM sleep, 
dreaming sleep, rapid sleep, desynchronized sleep, 
para sleep, emergent stage I, stage IV, stage AB 
(mo), SA stage, low-voltage fast sleep, paradoxical 
sleep, rhombencephalic sleep, deep sleep, light 
sleep, etc. 
_ 4 Whether REMS represents a particular depth 
of sleep, light or deep, has been exhaustively dis- 
cussed elsewhere (28, 75, 119, 129, 148). 
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frantic, darting activity; proverbially the 
breaching in sleep is slow, deep and regu- 
lar, but in REMS it is shallow, rapid and 
irregular ; in sleep the extremities and mus- 
cles are still except for occasional gross 
displacements, while in REMS there is a 
conspicuous play of diffuse, twitch-like 
muscular movements, especially about the 
face and hands. During this state in the 
newborn there is almost continual evidence 
of athetoid stretching, grimacing, brief 
vocalizations and sucking(118); in the 
opossum there are constant twitches of the 
ears, vibrissae, snout muscles and digits, as 
well as occasional gross movements of the 
extremities, licking and mouthing activities 
(129); in the rabbit are added genital 
licking, smelling and coprophagia(35), 
Fisher and associates have described anoth- 
er element visible in the human male, but 
not yet systematically studied in other 
species, i.e., penile erection( 44). 

The differences from sleep become still 
more decided when electrical recording 
methods are employed. From the earliest 
studies it has been observed that pulse, 
as well as respiratory rates, tend to increase 
during this state in man(5, 78), and the 
same has now been found of systolic blood 
pressure(130, 131). The fact that pulse 
rates and blood pressure tend to fall in the 
cat(21, 54, 119) has been cited as an im- 
portant distinction between REMS in ani- 
mals and humans and the suggestion made 
that increases in pulse rate might distin- 
guish whether or not dreaming accom- 
panies REMS(87), This now seems unlikely, 
since it has been found that average pulse 
rates are elevated during REMS both in 
human neonates(117) and in the primitive 
opossum(128). The striking and irregular 
fluctuations in such vegetative measures 
are a much more essential characteristic 
of REMS wherever it occurs( 117, 129, 131). 

The further the exploration of REMS is 
pursued, the more profound are the differ- 
ences from sleep. The low-voltage, de- 
synchronized EEG pattern originally de- 
scribed now appears to be one of the less 
distinctive characteristics, since similar 
rhythms are associated with waking or with 
sleep onset, but in a man a more discrete 
pattern of 2-3/second “saw-tooth”-shaped 
waves, preceding or overlapping the clus- 
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ters of eye movements, is never found out- 
side of REMS(73). Depth electrode j studies 
in animals have shown that REMS is 
marked by distinctive changes 
throughout the brain such as desynchro- 
nized activity in diencephalon and mesen- 
cephalic reticular formation and a striking 
hippocampal theta rhythm(18, 75, 126, 129) 
like that of alert much more 
regular and sustained. a similar hip- 
pocampal rhythm has been dur- 
ing this state in man(7), although in the 


chimpanzee a Noa a the hip. 


found in the amy 
pocampus( 1). 

One of the most provocative recent de- 
velopments is the elucidation in the cat of 
still another electrical wave form, highly 
specific to REMS, consisting of intermit- 
tent groups of 8/second ates spikes 
appearing simultaneously pontine 
reticular formation, lateral geniculate and 
oculomotor nucleus, while at the same time 
analogous patterns occur in the visual cor- 
tex and extraocular muscles( 14, 16, 95, 97, 
99). This is generally the first indication of 
REMS onset, and 
ments almost always take place 
such spike clusters, not all clusters are ac- 
companied by eye movements, It is clear 


that this pattern, called “deep waves,” 
is not the result of activity in visual 
cortex, the eyes, muscles or indeed 


any portion of the brain above the pons, 
since they continue unchanged within the 
pons even after all of these structures have 


ing sleep or a further illustration 
that the: or val expetestion of the 


brain is unique during this state. 

All of the manifestations thus far men- 
tioned clearly distinguish REMS from any 
stage of sleep or from quiet but 
they have a 


cep! 
lliculus(62), 
tibular eas) indicate that sleep itself 


is accom 


over-all level of neuronal discharge when 


or 
——T 


compared with quiet waking, but that dur- 
ing REMS average discharge frequencies 
are greatly increased, approaching those of 
active arousal. Measures of cortical blood 
flow(79), local cerebral impendance(13) 
and in two of three studies (probably de- 
pending upon methods employed) cortical 
direct current potentials(23, 82, 149) all 
emphasize the same similarity. While spon- 
taneous activity is maximal in the mid- 
brain reticular formation of the cat during 
REMS, evoked to clicks in that 
region are practically absent(61), suggest- 
ing that these incoming auditory signals are 
being occluded by the already high level 
of activity, as has been found in the dis- : 
tracted waking state, 
The same parallel is now indicated by ` 
the fact that thresholds for movements in- 
duced by direct stimulation of the motor 
cortex are almost as low as during 
waking(60), and recruiting responses pro- 
duced by stimulation of nonspecific hal. 
amic nuclei(150) are as much attenuated. 
The remarkable similarity to arousal is fur- 
ther emphasized by the form and ampli- 
tudes of cortical evoked responses in 
cat(148), rabbit(84), monkey(144) and 
chimpanzee(42), as well as adult and new- 
born human(142, 143, 147). Even the 
modulations of tone in the fine muscles of 
the middle ear show phasic and tonic 
changes during REMS, just as they do in 
animals responding attentively to waking 
events(9), . 
If ever we were tempted to assume that — 
the function of the brain during REMS is 
identical with that of waking, this is now 
discouraged by a spate of studies detailing 
complex and distinctive patterns of respon: 
siveness found in various brain structures 
during waking, sleep and REMS(2, 37, 105, 
139). All agree that in the aroused waking ~ 
state thalamic excitability is maximal while 
to be low, and 
that responsiveness in each structure moves 
in the te direction during 
There is agreement that during 
thalamic responsiveness is as high or 
than during waking. While t 
find that cortical excitability is increased 
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ing lowered(37). However this question of 
relative cortical excitability during REMS 
is resolved, the very high thalamic facilita- 
tion is of interest in the light of Hughlings 
Jackson’s speculations (63), later elaborated 
by Evarts(33), that both dreams and the 
hallucinations of madness must result from 
the release of inhibitory phenomena in 
those same cerebral centers which mediate 
normal waking perception. Although avail- 
able evidence has suggested that cortical 
excitability may actually be decreased 
in schizophrenics and manic depres- 
sives( 125), Jackson’s idea will be recalled 
later in this discussion in connection with 
new findings about the effects of REMS 
deprivation. 

The most striking differences from alert 
waking thus far delineated during REMS 
have to do with the motor functioning of 
the brain. It was first observed in the cat 
that REMS is attended by a marked reduc- 
tion in tonic muscle activity of the dorsal 
neck region(75), and a comparable change 
has since been found in humans(10, 64). 
Still more recent studies in both cat and 
human reveal that this change in postural 
tone is associated with dramatic reduction 
of certain spinal reflexes(50, 59, 134). Evi- 
dence from effects of various lesions in the 
spinal cord suggests that both result from 
an active inhibitory process originating in 
the brain stem(49), Although the average 
level of pyramidal activity during REMS is 
comparable to that of waking(3), single 
neuron studies reveal that this occurs in a 
pattern of intense bursts with intervening 
periods of slience, very different from that 
of waking(34). 


MECHANISM OF REMS 


Still the most crucial evidence for the 
differencé between REMS and either alert 
waking or sleep has to do with the nature 
of the mechanism which brings it about. 
The brilliant demonstration by Jouvet and 
his colleagues(75) that the periodic occur- 
rence of REMS is not dependent upon any 
portions of the higher brain, but rather up- 
on certain nuclei of the rhombencephalon, 
has been substantially confirmed by several 
laboratories(20, 108, 120). The previously 
mentioned one-way functional pathway for 
“deep sleep” waves leading from this same 


area(14) adds further, entirely unantici- — 
pated confirmation. There is now greater 
uncertainty, however, about the intermedi- 
ate pathways through which this pontine 
center affects the higher brain. Jouvet had 
earlier implicated a particular circuit link- 
ing the pontile reticular formation with the 
limbic system, but more recent studies in- 
dicate that this conduction system must 
be widely scattered throughout the mid- 
brain( 18, 22, 58). 

One of the newest findings to come from 7 
Jouvet’s laboratory is that within the com- ` 
paratively large region of the pons neces- 
sary for the periodic occurrence of REMS 
there is a much more discrete area, the 
locus coeruleus, without which the tonic 
motor inhibition of REMS fails to oc- 
cur(69). As Jouvet has dramatically dem- 
onstrated by means of motion pictures, the 
result of bilateral ablation of this tiny area 
is a cat in which the periodic occurrence of 
REMS is accompanied by an extraordinary 
display of rage-like motor behavior and 
grimacing, while otherwise it retains the 
appearance of sleep! 

It has been widely reported that REMS 
can be produced in animals by various 
forms of electrical stimulation of several 
brain structures(36, 51, 81, 106), but the 
hypothesis that a local neurohumoral mech- 
anism might be involved in its natural oc- 
currence was first put forward by Jouvet 
on the basis of the long refractory intervals 
between times when pontine stimulation 
has this effect(75). In keeping with this 
hypothesis was evidence that it could be 
reduced or abolished by large doses of 
atropine, while enhanced by eserine, sug- 
gesting a cholinergic mechanism. 

Subsequent studies indicated that intra- 
cerebral applications of cholinergic drugs 
produced sleep and that sometimes REMS 
occurred in the course of it(56), while it is 
now claimed that a state indistinguishable 
from REMS can be selectively produced 
in cats by microinjections of carbachol or 
oxotremorine into the pontomesencephalic 
reticular formation(48). On the other hand, 
there is a report that REMS is induced 
by injections of norepinephrine into the 
brain stem(91), implicating an adrenergic 
mechanism, and this is supported by new 
evidence from Jouvet’s laboratory that 


AEE 


1965 ]\ M e 
REMS is abolished for many days after 
a single large dose of reserpine, an ef- 
fect which is counteracted by DOPA, the 
precursor of noradrenalin(93). Although 
they may be neurohumoral precursors, it 
is still more puzzling that sodium butyrate 
and related short chain fatty acids have 
been found to produce REMS in both in- 
tact and mesencephalic cats(70, 94), main- 
taining it under the proper circumstances 
for as long as 40 to 70 minutes. 

Most of these drug effects have not been 
tested in man, but the data which are avail- 
able about the pharmacology of human 
REMS are equally puzzling and paradoxi- 
cal. In acute doses, such as bar- 
biturates( 103), alcohol(53) and imipra- 
mine(135) tend to reduce the percent of 
REMS in man, but diminishes 
it much more mar! )(112). Despite the 
seeming complexity of the problem at pres- 
ent, it is ap that we are on the 
threshold of a pharmacology and biochem- 
istry of dreaming, or at least of REMS 
functioning, and the hyp 
humoral mechanism of this process is at 
present one of the most active foci of in- 
vestigation in laboratories around the 


It is clear that we can no longer explain this 
phenomenon in terms of 
for dreaming, although 
a need, but must strive to do so in terms of 
the basic biological mechanism. The first 
direct indications of altered brain function 
in the cat resulting from REMS deprivation 
are now emerging from Dement’s labora- 


tory. Dewson associates are finding 
that the recovery cycles of cortical 
responses to clicks are markedly 


acoustic s r 
facilitated (29), this indication of increased 
cortical excitability being piety -i 

ible when the were allow 
ae amounts of REMS. Is this, then, 
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evidence that deprivation of REMS results 
in precisely the kind of changes in cerebri 1 
excitability which Jackson inferred 
basis for dreams, as well as the hallucina- 
tions of insanity? > 


THE THIRD STATE 


It is natural to assume that REMS is a 
part of sleep, or at least that sleep is a 
necessary context for it. It was first noticed 
in the course of the “dream deprivation™ 
experiments that this is not necessarily the 
case, and it has now been observed under 
a variety of conditions that there can be 
abrupt transitions from waking to REMS 
without any sign of intervening sleep. 
Aside from providing further indication 
that REMS is distinct from sleep, many of 
the situations where this occurs are of par- 
ticular clinical interest and will be men- 
tioned after a brief discussion of the evi- 
dence thus far presented, 

The investigations I have attempted to 
survey provide ever-increasing concurrence: 
that the behavioral rubric of sleep includes 
two pervasively dissimilar bodily states.” 
With universal predictability, that state of 
diminished and regular function which we 
characterize as sleep is periodically inter- 
rupted by an organismic condition come 
parable in intensity and variability of in 
ternal events only to the most aroused 
wakefulness, but distinguished from wak- 
ing by differences in the functional or- 
ganizations of nervous activity and z 
sive, though incomplete inhibition of motot 
expression, If we had to account for this 
state of affairs even without knowledge of 
its significance in humans, what else but 
dreaming would suggest itself? But is it 
possible that dreaming depends upon such 
archaic brain stem mechanisms and plays 
its most prominent role in the earliest ani 
oldest stages of mammalian life? 

Any current view of dreaming conceit 
of it as a cognitive activity, reflectiny 
complexity of the human mind and in sa 
fashion assisting in coping with the co 
plexity of human existence. If its 
nings occur in such primitive o! 
perhaps the essence of dreamin 
logical phenomenon is not nece: 
nitive or complex but simply pere 
a mode of existence in an intern 
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_ vided hallucinatory reality, of the same or- 
-der and in counterpoint with perception of 
_ waking reality, at whatever level. If this is 
_ conceivable, we are still left with the ques- 
tion: what adaptive function does this 
serve; why did it develop in the course of 
_ evolution ; and why does it persist in man ? 
Obviously there are the alternative, and 
erhaps more plausible, possibilities that in 
more primitive forms REMS has some 
Vital function unrelated to dreaming, and 
hat dreaming has been grafted on to an 
_ older function in the course of the emerg- 
‘ing complexity of mental functioning. In 
_ that case the older function may be lost in 
man, or might exist in parallel with the 
“psychological function of dreaming, or 
dreaming might be a purposeless by-prod- 
_ uct of the basic biological function. Dement 
has suggested that the function of REMS 
may be that of expending the hypothetical 
_ neurohumoral agent which produces it, the 
_ elimination of a toxic substance(28). It may 
_well be that the physical mechanism gen- 
erating REMS has this neurohumoral basis 
and that the chemical involved, like any 
other physiological substance, has toxic 
properties if that mechanism is long pre- 
vented from expending it. However, this 
would not begin to explain why that mech- 
anism came into being in the course of 
evolution, i.e., its adaptive function in the 
organismic economy. Further knowledge of 
the mechanism of REMS may be more 
readily forthcoming and of greater immedi- 
ate importance, but without understanding 
_ of this adaptive function the ultimate bio- 
logical significance of REMS will remain a 
“mystery. To my mind, our best hope for 
illumination of that mystery is the com- 
_ parative study of the manifestations and 
factors affecting REMS in a wide variety 
of animal forms in relation to the details 
_ of their life adaptations, For the present 
_ there is no such broad and systematic body 
of biological knowledge about sleep itself, 
_and the adaptive function of sleep remains 
= almost as mysterious. 
_ Thus far the best reason for the arduous 
“effort devoted to studying REMS has been 
simply because it is there. Since we have 
“no clear notion about its adaptive function, 
there is little to suggest what clinical rel- 
evance it might have or indeed to assure us 


that it has any. Yet in the brief time that 
REMS has been studied a number of im- 
portant medical implications have begun 
to emerge. 


CLINICAL IMPLICATIONS 


The sleep of narcoleptics is one condi- 
tion which differs from the normal pattern 
in that long REM periods regularly occur 
at the very onset(57, 110), and in the sub- 
group of narcoleptics who have cataplexy 
as well, the daytime sleep attacks them- 
selves have been found to be indistinguish- 
able from REMS(31). This suggests that | 
there may be two forms of narcolepsy and 
that pathogenesis of that form associated 
with cataplexy may lie in an abnormality of 
the triggering mechanism which produces 
REMS. 

In the case of any episodic symptom oc- 
curring during sleep, it is now of interest 
to determine whether it originates from 
REMS or NREM sleep. Present indications 
are that enuresis(17, 109), sleep talk- 
ing(111), sleep walking(65), snoring(41) 
and nocturnal anxiety attacks(47) are not 
especially related to REMS, whereas teeth 
grinding(116) and rhythmic head bang- 
ing(101) are highly associated with it. 
There is good evidence that epileptic seiz- 
ure discharges may also have specific re- 
lationships to the brain functioning of 
REMS, as they clearly have to sleeping 
and waking(7, 8, 25, 124, 19, 46). Some 
types of discharges are enhanced during 
REMS while others, present throughout 
sleep, are attenuated or disappear dur- 
ing this state. Further clarification of the 
pathophysiology of the brain can be expect- 
ed from studying these three contrasting 
states of neural functioning. 

It has long been puzzling that medical 
catastrophes occur so frequently during 
sleep, supposedly the time of maximal re- 
pose. This is much less surprising in the 
context of the heightened vegetative ac- 
tivity characterizing REMS(131). Studies 
now in progress in our own laboratory are 
revealing a marked correlation between 
REMS periods and episodes of nocturnal 
angina, while acutely ill duodenal ulcer 
victims are reported to have the highest 
rates of gastric secretion during these pe- 
riods(4). It was observed in an earlier 
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study of arterial oxygen saturation in pa- 
tients with obstructive emphysema that the 
lowest saturations occurred in sleep during 
recurrent 15-30 minute intervals of shallow, 
irregular respiration(136), most bably 
REMS periods. Clearly, the medical 
importance of REMS has yet to be assayed. 

In earlier papers I have stressed the pos- 
sible relevance of the organismic state as- 
sociated with dreaming to the understand- 
ing of psychosis, and for psychiatry that 
remains the most intriguing, but still the 
most speculative, implication of REMS. 
That dreaming and psychosis possess an 
essential sameness is a long nurtured and 
often expressed intuition. The discovery 
that dreaming is the subjective aspect of a 
basic biological state adds new plausibility 
to this old notion and offers promise that 
it may be amenable to ental test. 
What form this relationship might take is 
not obvious, however, and present knowl- 
edge suggests a number of alternative or 
interrelated hypotheses. 

As has been suggested in the case of 
narcolepsy, congenital or acquired abnor- 
malities of the REMS mechanism might be 
of primary etiologic significance in psy- 
chosis. Cats selectively deprived of REMS 
by pontine lesions come to show marked 
deviations of behavior, including what ap- 
pears to be hallucination(74). Certain hu- 
man neurological lesions involving areas 
crucial for REMS functioning show either 
isolated hallucinations or overtly psychotic 
symptomatology( 12, 121). 

Although involuntary eye movements 
somewhat similar to those of REMS have 
izophrenics during 


has gone 


into searching 
tent and over-all 


on the assumption 


increased or diminished predisposition for 
its occurrence. I shall soon mention reasons 
for questioning that assumption, but from 
the studies now completed we can conclude 
that in these respects there are no gross de- 
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viations from the normal pattern which are 
typical of all psychotics, either schizophren- 
ic(39, 40, 89, 100) or depressive(55, 103, 
132). This does not rule out more subtle 
derangements of this function, and there 
are indications of certain qualitative differ- 
ences in REMS manifestations commonly 
seen among the mentally ill but not restrict- 
ed to them(89). 

Nor do these studies rule out the possi- 
bility that gross deviations from the nor- 
mal pattern might be found at certain criti- 
cal stages of illness. There have been a few 
case reports of schizophrenics with abnor- 
mally high levels of REMS, together with 
REMS periods beginning soon after sleep 
onset(38, 43), and a recent report from 
France that REMS percentages are greatly 
elevated in prolonged secant? epi- 
sodes(90). We can now add two similar 
instances in depressive patients( 132). Dur- 
ing an episode of severe psychotic depres- 
sion, the second of these patients regularly 
showed lengthy REMS periods immediate- 
ly after sleep onset, percentages of REMS 
at least twice normal levels within his ab- 
breviated sleep and many occasions during 
the nights when he alternated between 
tense waking and REMS without any in- 
tervening sleep. In circumstances such as 
these, is it conceivable that the always 
difficult distinction between internal and 
external reality might be greatly bur- 
dened ?* Even if intrinsic defects of the 
REMS mechanism are implicated in psy- 


chosis, the fluctuating nature of both 


REMS-sleep patterns and of clinical symp- 
toms argues that they must interact with 
other changing factors. 

Two modes of secondary involvement of 
the REMS process in the etiology of psy- 
chosis have been postulated(43). The first 
of these, based upon the psychoanalytic 
formulation that dreaming serves the dis- 
charge of instinctual drives, suggests that 
changes in drive pressure would be refl 


~ a As Hobbes observed long ago in 


Leviathan, — 
we easily mistake our dreams for reality if they are 


not clearly embedded in the familiar context of 
sleep: “The most difficult deceiving of a man’s 


dream, from his waking thoughts, is then, when 


by some accident we observe not that we have 
slept, which is easy to happen to a man full of 
fearful thought, and whose conscience is much 
troubled.” 
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ed by variations in the amount of REMS 
and that psychosis would result when the 
increased drive pressure associated with 
mental disturbance exceeded the capacity 
of the dreaming safety valve. The same 
type of hypothesis can be restated more 
generally : Whatever aspects of homeosta- 
sis are served by REMS, the requirements 
for that function and, within the limits of 
its capacity, the extent of its occurrence, 
will vary in relation to specific changes in 
the internal milieu, perhaps with untoward 
consequences resulting when its capacity is 
exceeded. If cats are selectively deprived of 
REMS, during the immediate recovery pe- 
riod its occurrence is proportional to the 
extent of deprivation up to a level of 60 
percent but does not surpass that per- 
centage regardless of the duration of de- 
privation(66). Since there are species, in- 
dividual and intraindividual variations in 
the daily quota of REMS over more than a 
twofold range, obviously these differences 
must be in response to some variety of in- 
ternal influences—but we still know almost 
- nothing about their nature. In this regard 
` not even the most elementary variables of 
_ existence have yet been studied, 
Conceivable effects of diet have not been 
_ examined systematically despite the finding 
_ that in lambs there is a dramatic reduction 
in amount of REMS at the time of wean- 
ing (67), that herbivores show much lower 
percentage than carnivores, with man and 
rodent (both omnivores) falling be- 
tween(85) or that oral tryptophan on re- 
~ tiring can cause an abnormally early onset 
of the first REMS period in man(101). 
_ There is the observation in humans that 
REMS percentage is considerably higher 
during daytime naps than in nocturnal 
sleep(92), as well as anecdotal evidence 
that fever diminishes REMS(30), but there 
are no data correlating normal variations 
in body temperature with the percentage 
occurrence of REMS. As mentioned earlier, 
age changes in REMS percentage are very 
marked, but there is little evidence with 
regard to other sources of biological varia- 
tion. It is reported that in the female rabbit, 
REMS can occur in response to injection of 
certain pituitary and placental hormones 
and „that it regularly oecurs after copula- 
tion(81, 123), but there is yet no firm 
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knowledge of possible hormonal effects 
man. i 
There are some suggestions that psy- 
chological factors can influence the amount 
of REMS during sleep(114, 133) but, of 
most immediate relevance to psychiatry, 
there is still no clear indication about the - 
effects of anxiety or stress on the REMS ` 
function. Existing evidence would seem to 
favor the view that they tend to reduce 
REMS occurrence within sleep. In rabbits” 
immobilization-induced stress or the injec- 
tion of ACTH greatly reduces the percentage 4 
of REMS(80), and exposure to continuous - 
white noise has the same effect(83). In 
humans REMS percentage tends to be E 
lower on the first experimental night( 114), 
and “poor” sleepers spend much less of their 
sleep time in REMS than “good” sleepers < 
(98). This may explain the finding that 
within a hospitalized sample more acute 
schizophrenics show significantly lower 
REMS percentages than do chronic patients © 
(39). Thus, there is no experimental evi- 7 
dence at present that anxiety, stress or pres- 
sure of instinctual drives increases either the 
need for or the occurrence of REMS, but 
there are good reasons to assume that they 
tend to reduce the body's capacity for pro- 
ducing it, either directly or through dis- 
turbance of sleep. P 
This brings us to the third hypothesized © 
mode of involvement of REMS in psycho- | 
sis, ie, the “dream deprivation,” or as I 
would prefer to designate it, the REMS 
deprivation model. It is well known that 
total sleep loss of no more than three or 
four days frequently produces psychotic < 
manifestations in normals( 145) and revives: 
acute symptomatology in chronic psychot- — 
ics(88). When sleep is disturbed or cur- k 
tailed, it appears that a competition takes i 
place between the need for sleep itself and ~ 
the need for REMS, the sleep requirements — 
being more peremptory, at least in hu- 
mans, and tending to prevail early in the 
course of deprivation. It has been shown 
that acute and total sleep deprivation is 
first followed by a decrease in percentage — 
REMS on the first recovery night, with — 
subsequent increase above normal levels, — 
making plain that REMS deprivation has _ 
been involved(11, 146). Sampson has re- — 
cently demonstrated REMS deprivation ef- P 


j 
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fects after partial sleep deprivation, in 
that compensatory inereases in REMS per- 
centage and REMS periods soon after sleep 
onset occur following just three nights of 
sleep limited to two and one-half 
hours(122), This study simulates clinical 
situations, where sleep deprivation is not 
usually total, but does not begin to ap- 
proximate the protracted duration of such 
insomnia. 

Although the association of sleep dis- 
turbance and psychiatric illness is pro- 
verbial, only now is the extent of this re- 
lationship being documented. Our current 
studies of severe depressive crises reveal 
that total sleep may ay no more than 
two to three hours per night over extended 
periods(132), At the beginning of such 
crises the reduction in REMS tage is 
proportionally much greater the cur- 
tailment of sleep, and in absolute terms the 
daily duration of REMS is a small fraction 
of the normal quota. If we assume the re- 
quirement for REMS to be constant, it is 
apparent that progressive REMS depriva- 
tion must result over days and weeks, even 
though this is entirely hidden at this stage 
by lowered percentages of REMS, becom- 
ing apparent much when the deficit 
has become so great as to take precedence 
over sleep itself. In the same vein, it has 
been observed that amphetamine addicts 
show REMS percentages within the normal 
range while taking drug but marked 
clevations after withdrawal(104), and the 
same has been found in the case of al- 
coholics who had developed delirium tre- 
mens and were abruptly withdrawn from 
alcohol(52). Therefore, the fact that pa- 
tients have normal or lowered percentages 
of REMS on any given night of observa- 
tion does not disprove the REMS depriva- 
tion hypothesis, since these may conceal 
varying degrees of hidden and cumulative 
deprivation. On the other hand, the 
marked elevations of REMS duration found 
in certain patients cannot be attributed to 
increased instinctual drive pressure, or any 
other still speculative basis, unless sufficient 
data are available to rule out prior REMS 
deprivation. k: 

Available evidence is pee to spear 
that REMS deprivation does occur at some 
stages of mental illness, and in the light of 


recent studies, that this significantly alters: 


brain function. If this is actually implicat- 


ed in the etiology of psychotic symptoms, — 


obviously it is but one factor in complex 
interaction with many others, and we 


should not be discouraged that unequivo- — 


cal relationships have not yet been demon- 
strated in the brief history of this area of 
study. Perhaps the best hope for clarifying 
these problems lies in the gradual accumula- 
tion of clinically intimate and flexible, 
long-term serial studies of electrographic 
sleep patterns in a wide variety of psy- 
chiatric situations, expensive and arduous 
as these most certainly are, 

If I seem to emphasize the deficiencies in 
our present knowledge of REMS, this is 
not to disparage the remarkable progress 
already achieved. Rather, it reflects my 
respect for the size, complexity and prob- 
able importance of this phenomenon. I 
hope I have succeeded in conveying that 
it poses a very tangible and immediate 
challenge not only to psychiatry but to all 
of biological science. 


REFERENCES ’ 

1 

J. M.: Sleep: Cortical and Subcortical 

Recordings in the Chimpanzee, Science 
141;932-933, 1963. J 

. Allison, T.: Cortical and Subcortical 

Evoked Responses to Central Stimuli 

During Wakefulness and Sleep, Electro- 


to 


enceph. Clin, Neurophysiol. 18:131-139, — 


1965. 
. Arduini, A., Berlucchi, G. and Strata, P. < 
Pyramidal Activity During Sleep- and 


o 


Wakefulness, Arch. Ital. Biol. 101:530- — 


544, 1963. 

. Armstrong, R. H., et al.: Gastric Secre- 
tion During Sleep and Dreaming, pre- 
sented at the Annual Meeting of the 
Association for the Psychophysiological 
Study of Sleep, March 1965. 


and Concomitant Phenomena, During 
Sleep, Science 118:273-274, 1953. y 
. Aserinsky, E., and Kleitman, N.; Two 
Types of Ocular Motility Occurring in 
Sleep, J. Appl. Physiol. 8:1-10, 1955 
Bancaud, J., et al.: Les Accès 
ques au Cours du Sommeil de Nuit, Rev 
Neurol. 110:314, 1964. ie 
. Batini, C., et al.: Nocturnal Sleep- 
Patients Presenting Epilepsy witi 


. Adey, W. R., Kado, R. T., and Rhodes, 


. Aserinsky, E., and Kleitman, N.: Regu- — 
larly Occurring Periods of Eye Motility, 


X 


s 


ey te 


386 


NEW BIOLOGY OF DREAMING 


[ Octobi 


synchronous EEG Discharges, Electro- 
enceph. Clin, Neurophysiol. 14:957-958, 
1962. 

9. Baust, W., Berlucchi, G., and Moruzzi, 
G.: Changes in the Auditory Input in 
Wakefulness and During the Synchron- 

J ized and Desynchronized Stages of Sleep, 

í Arch, Ital. Biol. 102:657-674, 1964. 

10. Berger, R. J.: Tonus of Extrinsic Laryn- 
geal Muscles During Sleep and Dream- 

+ ing, Science 134:840, 1961. 

A 11. Berger, R. J., and Oswald, I. ; Effects of 

’ Sleep Deprivation on Behaviour, Sub- 

sequent Sleep and Dreaming, Electro- 
enceph. Clin. Neurophysiol. 14:297, 1962. 

7 12. Berry, K., and Olszewski, J.: Central 
Pontine Myelinolysis, Neurology 13:531- 
537, 1963. 

13. Birzis, L., and Tachibana, S.: Local 
Cerebral Impedance and Blood Flow 

During Sleep and Arousal, Expl. Neurol. 
9:268-285, 1964. 

14. Bizzi, E., and Brooks, D. C. : Functional 
Connections Between Pontine Reticular 

_ Formation and Lateral Geniculate Nu- 

cleus During Deep Sleep, Arch. Ital. 

_ Biol. 101:666-680, 1963. 

. Bizzi, E., Pompeiano, O., and Somogyi, 
I. : Spontaneous Activity of Single Vestib- 

ular Neurons of Unrestrained Cats Dur- 

= ing Sleep and Wakefulness, Arch. Ital. 

__ Biol. 102:308-330, 1964. 

16. Brooks, D. C., and Bizzi, E. : Brain Stem 

_ Electrical Activity During Deep Sleep, 

_ Arch, Ital. Biol. 101:648-665, 1963, 

17. Broughton, R. J, and Gastaut, H.: 
Polygraphic Sleep Studies of Enuresis 
Nocturna, Electroenceph. Clin. Neuro- 
physiol, 16:625-626, 1964. 

18. Brugge, J. F.: An Electrographic Study 
of the Hippocampus and Neocortex in 
Unrestrained Rats Following Septal Le- 
sions, Electroenceph, Clin. Neurophysiol, 
18:36-44, 1965. 

19. Cadilhac, J., and Passouant, P. : Influence 
of Various Phases of Night Sleep on the 
Epileptic Discharges in Man, Electro- 
enceph. Clin. Neurophysiol. 17:441-442, 
1964. 

20. Camacho-Evangelista, A., and Reinoso- 
Suárez, F.: Activating and Synchroniz- 
ing Centers in Cat Brain : Electroenceph- 
alograms After Lesions, Science 146:268- 
270, 1964. 

21. Candia, O., Favale, E., Giussani, A., and 
Rossi, G. F.: Blood Pressure During 
Natural Sleep and During Sleep Induced 
by Electrical Stimulation of the Brain 


27. 


30. 


31. 


32. 


33. 


34. 


35. 


. Carli, G., Armergol, U., and Zanchetti, 


23. Caspers, H. : Shifts of the Cortical Steady — 


24. Delange, M., Castan, P., Cadilhac, J. 


. Delange, M., et al.: Study of Night 


. Dement, W. G. : The Occurrence of Low _ 


- Dement, W. C.: “Experimental Dream 


29. Dement, W. C.: Dreaming: A Biologic | 


Stem Reticular Formation, Arch. Ital, 
Biol. 100:216-233, 1962. 


A. : Electroencephalographic Desynchron- 
ization During Deep Sleep After Destruc- 
tion of Midbrain-Limbic Pathways in the 
Cat, Science 140:677-679, 1963. 


Potential During Various Stages of Sleep, 
Electroenceph. Clin. Neurophysiol. 17: 
442, 1964. 


and Passouant, P.: Etude E.E.G. des 
Divers Stades du Sommeil de Nuit chez 
YEnfant. Condérations sur le Stade IV — 
ou l'Activité Onirique, Rev. Neurol. 105: 
176-181, 1961. 


Sleep During Centrencephalic and Tem- 
poral Epilepsies, Electroenceph. Clin. 
Neurophysiol. 14:777, 1962. i 


Voltage, Fast Electroencephalogram Pat- 
terns During Behavioral Sleep in the 
Cat, Electroenceph. Clin. Neurophysiol, — 
10;291-296, 1958. 

Dement, W. C. : The Effect of Dream De- 
privation, Science 131:1705-1707, 1960. 


Studies,” in Masserman, Jules, ed.: 
Science and Psychoanalysis. New York; 
Grune & Stratton, 1964, vol. 7, pp. 129- 
184, 


State, Mod. Medicine 33:184-206, 1965. 
Dement, W. C.: Personal communica- 
tion. 

Dement, W., Rechtschaffen, A, and 
Gulevich, G.: Polygraphic Study of the 
Narcoleptic Sleep Attack, presented at 
the Annual Meeting of the Association 
for the Psychophysiological Study of 
Sleep, March 1964, 

Evarts, E. V.: Activity of Neurons in 
Visual Cortex of the Cat During Sleep 
with Low Voltage Fast EEG Activity, 
J. Neurophysiol. 25:812-816, 1962. 
Evarts, E. V.: “A Neurophysiologic 
Theory of Hallucinations,” in West, L. Jig 
ed. : Hallucinations. New York: Grune 
and Stratton, 1962, pp. 1-14. 

Evarts, E. V.: Temporal Patterns of 
Discharge of Pyramidal Tract Neurons 
During Sleep and Waking in the Monkey, 
J. Neurophysiol. 27:152-171, 1964. 

Faure, J., Bensch, C., and Vincent, D. : 
Au Sujet des Mecanismes Responsables 
du Comportement Olfacto-bucco-ano- 
génito-sexual du Lapin: ses Rapports — 


1965 | 


avec le Sommeil, C. R, Soc. Biol. 156: 

629-632, 1962. 

Favale, E., Giussani, A, and Rossi, G. 

F.: Induzino del Sonno Profondo nel 

Gatto Mediante Stimolazione Elettrica 

della Sostanza Reticolare del Tronco 

Encefalico, Boll, Soc. Ital. Biol. Sper. 

37:265-266, 1961. 

37. Favale, E., Loeb, C., Manfred, M., et al. : 
Somatic Afferent Transmission and Corti- 
cal Responsiveness during Natural Sleep 
and Arousal in the Cat, Electroenceph. 
Clin. Neurophysiol. 18:354-368, 1965. 

38. Feinberg, I, et al.: Unusually High 
Dream Time in an Hallucinating Pa- 
tient, Amer. J. Psychiat, 121:1018-1020, 
1965. 

. Feinberg, I., Koresko, R. L., Gottlieb, F., 
et al.; Sleep Electroencephalographic 
and Eye-Movement Patterns in Schizo- 
phrenic Patients, Compr, Psychiat. 5:44- 
53, 1964. 

. Feinberg, I, Koresko, R. L., and Gott- 
lieb, F.: Further Observations on Elec- 
trophysiological Sleep Patterns in Schizo- 
phrenia, Compr. Psychiat. 6:21-24, 1965. 

. Fischgold, H., and Schwartz, B. A.: “A 
Clinical, Electroencephalographic and 
Polygraphie Study of Sleep in the Hu- 
man Adult,” in Wolstenholme, G. E. W. 
and O'Connor, M., eds. : The Nature of 
Sleep. Boston: Little, Brown, 1961, pp. 
209-236. 

. Fisher, C.: Psychoanalytic Implications 

of Recent Research on Sleep and Dream- 

ing. I. Empirical Findings. I. Implica- 
tions for Psychoanalytic Theory, J. Amer. 

Psychoanal. Ass. 13:197-303, 1965. 

Fisher, C., and pompan v wh auies 
the Psychopathology leep an 

Drei Amer. J. Psychiat. 119:1160- 

1168, 1963. 

Fisher, C., Gross, J., and Zuch, J.: Cycle 

of Penile Erection Synchronous with 

Dreaming (REM) Sleep, Arch. Gen. 

Psychiat, 12:29-45, 1965. 

45. Foulkes, W. E.: Dream Reports from 

Different States of Sleep, J. Abnorm. 

Soc. Psychol. 65:14-25, 1962. 

Gastaut, H., et al.: An Electroencepha- 

lographic Study of Nocturnal Sleep in 

Epileptic Patients, Electroenceph. Clin. 

Neurophysiol. 18:96, 1965. 

47. Gastaut, H., and Broughton, R. J.: 
Paroxysmal Psychological Events an 
Certain Phases of Sleep, Percept. Mot. 
Skills 17:362, 1963. 


s ., Haslett, W. L., and Jenden, 
Sere Mechanism in the 


36. 


3 


o 


4 


> 


4 


pe 


a 
w 


43. 


44. 


46. 


48. 


50. 


51. 


53. 


55, 


aw 
_ 


59. 


. Giaquinto, S., Pompeiano, O. and Somo- 


. Greenberg, R., and Pearlman, C.: Deler- 


. Guazzi, M., and Zanchetti, A. : 


. Hernández- 


. Hishikawa, Y., and Kaneko, Z.: Electro- 


58. Hobson, J. A.: The Effects of Chronic 


Brainstem Reticular Formation: Indue 
tion of Paradoxical Sleep, Int. J. Ne 
pharmacol, 3;541-552, 1964. 


gyi, I. : Descending Inhibitory Influences 
on Spinal Reflexes During Natural Sleep, 
Arch. Ital, Biol. 102;282-307, 1964, 
Giaquinto, S., Pompeiano, O., and Somo- 
gyi, L : Supraspinal Modulation of Heter- 
onymous Monosynaptic and of Polysyn- 
aptic Reflexes during Natural Sleep and 
Wakefulness, Arch. Ital. Biol. 102:245- 
281, 1964. 
Grastyán, E., and Karmos, G.: A Study ` 
of a Possible “Dreaming” Mechanism in- 
the Cat, Acta Physiol. (Hungar.) 20:41- 
50, 1961. 


ium Tremens and Dream Deprivation, 
presented at the Annual Meeting of the — 
Association for the Psychophysiological 
Study of Sleep, March 1964. } 
Gresham, S. C., Webb, W. B,, and 
Williams, R. L.: Alcohol and Caffeine: — 
Effect on Inferred Visual Dreaming, 

Science 140:1226-1227, 1963. eal 


Sinus and Aortic Reflexes in the 
tion of Circulation during Sleep, S 
148:397-399, 1965. r 
Hawkins, D. R., et al.: Sleep Studies in 
Depressed Patients, presented at th 
Annual Meeting of the Association for — 
the Psychophysiological Study of $ 
March 1965. 


éon, R, et al: Li 
Cholinergic Pathways Involved in Sleep 
and Emotional Behavior, Expl. Neurol 
8:93-111, 1963. 


encephalographie Study on Narcolepsy, 
Electroenceph. Clin, Neurophysiol, 18: 
249-259, 1965. 


Brain-Stem Lesions on Cortical and 
Muscular Activity during Sleep 
Waking in the Cat, Electroenceph. Clin 
Neurophysiol. 19:41-62, 1965. 
Hodes, R., and Dement, W. C. : De 
sion of Electrically Induced Rel 
(“H-Reflexes”) in Man during Low Volt- 
age EEG “Sleep,” Electroenceph. Clin, 
Neurophysiol. 17:617-629, 1964. 

Hodes, R., and Suzuki, J.: Comparati 
Thresholds of Cortex, Vestibular Syst 
and Reticular Formation in Wakefu 
Sleep and Rapid Eye Movement Pe 
Electroenceph. Clin. New 
239-248, 1965. 


388 


NEW BIOLOGY OF DREAMING 


[October 


61. Huttenlocher, P.: Effects of State of 
Arousal on Click Responses in the 
Mesencephalic Reticular Formation, Elec- 
troenceph, Clin, Neurophysiol. 12:810- 
827, 1960. 

62. Huttenlocher, P.: Evoked and Spontan- 
eous Activity in Single Units of Medial 
Brain Stem during Natural Sleep and 

Waking, J. Neurophysiol. 24:451-468, 
í 1961. 

_ 63. Jackson, J. H.: Selected Writings of 
3 John Hughlings Jackson, ed. by J. Taylor. 
3 New York: Basic Books, 1958, vol. 2. 
64. Jacobson, A., Kales, A., Lehmann, D., 
A et al.: Muscle Tonus in Human Subjects 
i during Sleep and Dreaming, Expl. 
* Neurol. 10:418-424, 1964. 

_ 65. Jacobson, A., et al.: Somnambulism : 

3 All-Night Electroencephalographic Stud- 
ies, Science 148:975-977, 1965. 

66. Jouvet, D., et al.: Etude de la Privation 
Selective de la Phase Paradoxale de 

Sommeil chez le Chat, C. R. Soc. Biol. 
4 158:756-759, 1964. ‘ 
67, Jouvet, D., and Valatx, J. L.: Etude 
$ Polygraphique du Sommeil chez lAgn- 
eau, C. R. Soc. Biol. 156:1411-1414, 
_ 1962. 
Hf Jouvet, M.: “Telencephalic and Rhom- 
-~ bencephalic Sleep in the Cat,” in Wol- 
~ stenholme, G. E. W., and O'Connor, M., 
eds.: The Nature of Sleep. Boston: 
Little, Brown, 1961, pp. 188-206, 
69. Jouvet, M. : Report on Current Research, 
EW presented at the Annual Meeting of the 
Association for the Psychophysiological 
Study of Sleep, March 1965. 
= 70. Jouvet, M., Cier, A., Mounier, D., and 
Valatx, J. L.: Effets du 4 Butyrolactone 
et du 4 Hydroxybutyrate de Sodium sur 
YE.E.G, et le Comportement du Chat, 
C. R. Soe. Biol. 155:1313-1316, 1961. 

71. Jouvet, M., Jouvet, D., and Valatx, J 
L.: Etude du Sommeil chez le Chat 
Pontique. Sa Suppression Automatique, 
C. R. Soe, Biol. 157:845-849, 1963. 

72. Jouvet, M., and Klein, M. : Physiologie- 
Analyse Polygraphique du Sommeil de la 
Tortue, C. R. Acad. Sci. 258:2175-2178, 
1964. 

73. Jouvet, M., Michel, F., and Mounier, D. : 
Analyse, Électroencéphalographique Com- 
parée du Sommeil Physiologique chez le 
Chat et chez Homme, Rev. Neurol. 
103:189-204, 1960. 

74. Jouvet, M., and Mounier, D.: Effets 
des Lésions de la Formation Réticule 
Pontique sur le Sommeil du Chat, C. R. 
Soc. Biol: 154:2301-2305, 1960. 


75. Jouvet, M., and Mounier, J.: Neuro- 
physiological Mechanisms of Dreaming, 
Electroenceph. Clin. Neurophysiol. 14; 
424, 1962. 

76. Jouvet, M., Pellin, B., and Mounier, D. ; 
Etude Polygraphique des Differentes 
Phases du Sommeil au Cours des Troub- 
les de Conscience Chronique (Comas 
Prolonges), Rev. Neurol. 105:181-186, 
1961. 

77. Kales, A., Hoedemaker, F. S., Jacobson, 
A., et al: Dream Deprivation: An 
Experimental Reappraisal, Nature 204: 
1337-1338, 1964. 

78. Kamiya, J.: “Behavioral, Subjective and 
Physiological Aspects of Sleep and Drow- 
siness,” in Fiske, D. W., and Maddi, S. 
R., eds.: Functions of Varied Experi- 
ence. Homewood, Ill.: Dorsey Press, 
1961, pp. 145-174. 

79. Kanzow, E., Krause, D., and Kuhnel, 
H.: Die Vasomotorik der Hirnrinde in 
den Phasen Desynchronisierter EEG- 
aktivitat im Naturlichen Schlaf der 
Katze, Pflugers Arch. Ges. Physiol, 274: 
593-607, 1962. 

80. Kawakami, M., Negoro, H., and Teras- 
awa, E.: Influence of Immobilization 
Stress upon the Paradoxical Sleep (EEG 
Afterreaction) in the Rabbit, Jap. J. 
Physiology 15:1-16, 1965. 

81, Kawakami, M., and Sawyer, C. H.: In- 
duction of Behavioral and Electro- 
encephalographic Changes in the Rabbit 
by Hormone Administration or Brain 
Stimulation, Endocrinology 65:631-643, 
1959. 

82. Kawamura, H., and Sawyer, C.: D. C. 
Potential Changes in Rabbit Brain dur- 
ing Slow-Wave and Paradoxical Sleep, 
Amer. J. Physiol. 207:1379-1386, 1964. 

83. Khazan, N., and Sawyer, C. H.: “Re- 
bound” Recovery from Deprivation of 
Paradoxical Sleep in the Rabbit, Proc. 
Soc. Exp. Biol. Med. 144:536-539, 1963. 

84. Khazan, N., and Sawyer, C. H.: Mech- 
anisms of Paradoxical Sleep as Revealed 
by Neurophysiologic and Pharmacologic 
Approaches in the Rabbit, Psychopharm- 
acologia 5:457-466, 1964. 

85. Klein, M. : Étude Polygraphique et Phy- 
logénique des États de Sommeil. Lyon : 
Bosc Freres, 1963. 

86. Klein, M., Michel, F., and Jouvet, M. : 
Étude Polygraphique du Sommeil chez 
les Oiseaux, C. R. Soc. Biol. 158:99- 
103, 1964. 

87. Kleitman, N.: Sleep and Wakefulness 
(revised and enlarged edition). Chicago : 


My. | 


90. 


91. 


92. 


93. 


94, 


96. 


97: 


98. 


99. 


100. 


University of Chicago. 1963, 

. Koranyi, E. K, and ] in, H. E.: 
Experimental Sleep vation in Schiz- 
ophrenic Patients, Arch, Gen. Psychiat. 


2:534-544, 1960, 


. Koresko, R. L., Snyder, F., and Fein- 


berg, I.: “Dream Time” in Hallucinating 
and Non-Hallucinating ic Pa- 
tients, Nature 199:1118-1119, 1963. 
Lairy, G. C., et al.: The Recording of 
Night Sleep during Episodes of Delusion, 
Electroenceph. Clin, Neurophysiol. 18: 
96-97, 1965. 

Marezynski, T., Yamaguchi, N., and Ling, 
G. : Effects of Bufotenine and Melatonin 
Applied in Crystalline Form to the 
Preopic Region or Nucleus Centralis 
Medialis in Unrestrained Cats, Pharma- 


1964. 
Matsumoto, J., and Jouvet, 
de Reserpine, DOPA et 5 
Deux États de Sommeil, C. R. Soc. Biol. 
158:2137-2140, 1964. 

Matsuzaki, M., Takagi, H., and Tokizane, 
T.: Paradoxical Phase of Sleep: Its 
Artificial Induction in the Cat by Sodium 
Butyrate, Science 146:1328-1329, 1964. 
Michel, F., Jeannerod, 


et al.; Sur Mécanismes de l'Activité 
de Pointes au Niveau du Système Visuel 
au Cours la Phase Paradoxale du 


Sommeil, C. R. Soe. Biol. 158:103-106, 
1964. 
Michel, F., 
Valatx, J. L.: 
Sommeil chez le 
155:2389-2392, 1961. 

Michel, F., Rechtschaffen, A., and Vi- 
mont Vet EAs a8 Cours 
Muscles res Jou! 
du Cycle Veille-sommeil, C. R. Soc. 
Biol. 158:106-109, 1964. 


Monroe, L. : Psychological and Physio- 
logical Between Good and 


Poor Sl , Univ. of Chicago, 1965, 
(unpublished Ph.D. thesis). 
Mouret, J» Jeannerod, M., and Jouvet, 
M.: L’Activite 


7 la 
Visuel au Come Chat, J. de Physiol. 


963. 

M., Ritvo, E. R., and Walter, 
REDA f in Autistic 
Twins, Arch. Gen. Psychiat. 12:77-80, 


SA 


Klein, M., Jouvet, D., and 


Étude Polygraphique du 
R. Soc. Biol. 


103. 


104. 


105. 


110. 


111. 


112. 


113. 


114. 


. Oswald, I. : Scientific Basis of Med 


2. Oswald, L: 


. Parmeggiani, P, L., and Zanocco, G.: — 


. Parmelee, A. H., Jr., and Wenner, W. 


. Passouant, P., and Cadilhac, J.: 


. Pierce, C., et al.: 


Annual Reviews 102, 1964. 
Sleeping and W: 
Physiology and Psychology. New Yi 
Elsevier Pub. Co., 1962. j 
Oswald, 1, Berger, R. J., Jaramillo, R. A, 
Keddie, K. M., Olley, P. C., and Plunkett, — 
G. B.: Melancholia and Barbiturates: A 
Controlled EEG, Body and Eye Move- 
ment Study of Sleep, Brit. J. Psychiat. 
109:66-78, 1963. 

Oswald, I„ and Thacore, V. R.: Am- 
phetamine and Phenmetrazine Addic- | 
tion. Physiological Abnormalities in the 
Abstinence Syndrome, Brit, Med. J. 2; — 
427-431, 1963. À 
Palestini, M., et al.: Visual Cortical 
Responses Evoked by Stimulating Lateral 
Geniculate Body and Optic Radiations in 
Awake and Sleeping Cats, Expl. Neurol. 
9:17-30, 1964. 3 


A Study on the Bioelectrical Rhythms 
of Cortical and Subcortical Structures 
during Activated Sleep, Arch. Ital, Biol. 

101:385-412, 1963. J 


H. : “Sleep States” in Premature and Eull 
Term Newborn Infants, presented at the 
Annual Meeting of the Association for — 
the Psychophysiological Study of Sleep, 
March 1965. 

Les 


Rhythmes Theta Hippocampiques au 
Cours du Sommeil, Physiologie de L'- 
hippocampe, Montpellier Colloq. Int. 
Cent Nat. Rech, Sci, 1961, pp. 331- 
347. 2 
Enuresis and Dream- 
dies, Arch. Gen. 


Sleep. of Narcoleptics, i 
Clin. Neurophysiol. 15:599-609, 1963. 
Rechtschaffen, A., et al.: 
Sleep Talking. Arch, Gen, Psychiat. 
7:418-426, 1962, d 
Rechtschaffen, A., and Maron, L. : The 
Effect of Amphetamine on the Sl 
Cycle, Electroenceph. Clin. Neurophysi 
16:438-445, 1964. 

Rechtschaffen, A., Mednick, S. A. 
Schulsinger, F. : Schizophrenia and 
siol Indices of 

Gen. Psychiat. 10:89-93, 1964. 
Rechtschaffen, A., and Verdo 
Amount of Dreaming: Effect of 
tive, Adaptation to Laboratory, 


390 


ee ye ee eh 
NEW BIOLOGY OF DREAMING 


[October 


vidual Differences, Precept. Motor Skills 

19:947-958, 1964. 

_ 115. Rechtschaffen, A., Verdone, P., and 

i Wheaton, J.: Reports of Mental Activity 

N during Sleep, Canad. Psychiat. Ass. J. 

i 8:409-414, 1963. 

~ 116. Reding, G., et al.: Sleep Pattern of 

Tooth-Grinding: Its Relationship to 
Dreaming, Science 145:725-727, 1964. 
f 117. Roffwarg, H.: Paper delivered at the 
17th Annual Meeting of the Eastern 
Association of Electroencephalographers, 
Dec. 1963. 

118. Roffwarg, H. P., Dement, W. C., and 
Fisher, C. : “Preliminary Observations of 
the Sleep-Dream Pattern in Neonates, 
Infants, Children and Adults,” in Harms, 
E., ed. : Problems of Sleep and Dream 
in Children: Monographs on Child Psy- 

q chiatry. New York: Pergamon Press, 

$ no. 2, 1964, pp. 60-72. 

€ 119. Rossi, G. F., Favale, E., Hara, T. 
Giussani, A., and Jacco, G.: Researches 
on the Nervous Mechanism Underlying 
Deep Sleep in the Cat, Arch. Ital. Biol. 
99:270-291, 1961. 

120. Rossi, G. F., Minobe, K., and Candia, 
O.: An Experimental Study of the 
Hypnogenic Mechanisms of the Brain 
Stem, Arch. Ital. Biol. 101:470-492, 1963. 

4 121, Rozanski, J.: Peduncular Hallucinosis 

= Following Vertebral Angiography, Neur- 

ology 2:341-349, 1952. 

_ 122. Sampson, H. : Deprivation of Dreaming 
Sleep by Two Methods. I. Compensatory 
REM Time, Arch. Gen. Psychiat. 13: 
79-86, 1965. 

123, Sawyer, C., and Kawakami, M.: Char- 
acteristics of Behavioral and Electro- 
encephalographic After-Reactions to Co- 
pulation and Vaginal Stimulation in the 
Female Rabbit, Endocrinology 65:622- 
643, 1959. 

124. Schwartz, B. A., et al. : Single and Multi- 
ple Spikes in the Night Sleep of Epileptics, 
Electroenceph. Clin. Neurophysiol. 16: 
56-67, 1964. 

125. Shagass, C., and Schwartz, M. : Cerebral 
Responsiveness in Psychiatric Patients, 
Arch, Gen. Psychiat. 8:177-189, 1963. 

126. Shimazono, Y., et al.: The Correlation 
of the Rhythmic Waves of the Hippo- 
campus with the Behavior of Dogs, 
Neurol. Med. Chir. 2:82-88, 1960, 

127. Snyder, F,: The New Biology of Dream- 
ing, Arch. Gen. Psychiat. 8:381-391, 
1963. 

128. Snyder, F. : The REM State in a “Living 
Fossil,” presented at the Annual Meeting 


4 
j 
.. 
j 
j 


129. 


130. 


131. 


132. 


133. 


134. 


135. 


136. 


137. 


138. 


139. 


140. 


141. 


of the Association for the Psychophysiol- 
ogical Study of Sleep, March 1964. 
Snyder, F.: “The Organismic State As- 
sociated with Dreaming,” in Greenfield, 
N. S. and Lewis, W. C., eds.: Psycho- 
analysis and Current Biological Thought. 
Madison, Wisconsin : University of Wis- 
consin Press, 1965, pp. 275-315. 

Snyder, F., Hobson, J. A., and Gold- 
frank, F.: Blood Pressure Changes dur-, 
ing Human Sleep, Science 142:1313- 
1314, 1963. 

Snyder, F., Hobson, J. A., Morrison, D. 
F., et al. : Changes in Respiration, Heart 
Rate, and Systolic Blood Pressure in 
Human Sleep, J. Appl. Physiol. 19:417- 
422, 1964. 

Snyder, F., et al.: Longitudinal Studies 
of Sleep Patterns in Depressed Patients, 
presented at the Annual Meeting of the 
Association for the Psychophysiological 
Study of Sleep, March 1965. 

Stoyva, J. M.: Posthypnotically Sug- 
gested Dreams and the Sleep Cycle, 
Arch. Gen. Psychiat, 12:287-294, 1965. 
Tokizane, T.: Hypothalamic Control of 
Cortical Activity and Some Observations 
during Different Stages of Sleep, Elec- 
troenceph. Clin. Neurophysiol. 17:450, 
1964. 

Toyoda, J.: The Effects of Chlorproma- 
zine and Imipramine on the Human 
Nocturnal Sleep Electroencephalogram, 
Psychiat. Neurol. Jap. 18:198-221, 1964. 
Trask, C. H., and Cree, E. M. : Oximeter 
Studies on Patients with Chronic Ob- 
structive Emphysema, Awake and during 
Sleep, New Eng. J. Med. 266:639-649, 
1962, ‘ 

Valatx, J. L., Jouvet, D., and Jouvet, M. : 
Evolution Electroencephalographique des 
Differents États de Sommeil chez le 
Chaton, Electroenceph. Clin. Neurophys- 
iol. 17:218-233, 1964. 

Wallach, M., and Wallach, S.: Involun- 
tary Eye Movements in Certain Schizo- 
phrenics, Arch. Gen. Psychiat. 11:71-73, 
1964. 

Walsh, J. T., and Cordeau, J. P.: Res- 
ponsiveness in the Visual System during 
Various Phases of Sleep and Waking, 
Expl. Neurol. 11:80-103, 1965. 

Weiss, T., and Roldan, E. : Comparative 
Study of Sleep Cycles in Rodents, Ex- 
perientia 20:280-281, 1964. 

Weitzman, E. D.: A Note on the EEG 
and Eye Movements during Behavioral 
Sleep in Monkeys, Electroenceph. Clin. 
Neurophysiol, 13:790-794, 1961. 


142. Weitzman, E. D., Fishbein, W., and 
Graziani, L. : Auditory Evoked Responses 
Obtained From the Scalp Electroenceph- 
alogram of the Full-Term Human Neo- 
nat Sleep, Pediatrics 35:458-462, 

143. Weitzman, E. D., and Kremen, H.: 
Auditory Evoked Responses during Dif- 
ferent Stages of Sleep in Man, Electro- 
enceph. Clin. Neurophysiol. 18:65-70, 
1965. 

144. Weitzman, E. D., Kripke, D. F., and Pol- 
lack, C., et al. ; Cyclic Activity in Sleep of 
Macaca Mulatta, Arch. Neurol. 12:463- 
467, 1965. 

145. West, L. J., Janszen, H. H., Lester, B. K., 
and Cornelisoon, F. S., Jr.: The Psycho- 
sis of Sleep Deprivation, Ann. N. Y. 
Acad. Sci. 96:66-70, 1962. 

146. Williams, H. L., Hammack, J. T.; Daly, 
R. L., et al.: Responses to Auditory 

Stimulation, Sleep Loss and the EEG 

Stages of Sleep, Electroenceph. Clin. 


BIOCHEMICAL ASPECTS OF RAPID EYE MOVEMENT SLEEP 


ARNOLD J. MANDELL, M.D., ax» MARY P. MANDELL, M.S. 


As psychiatrists, we have been stimulated 
again. Some of the previous provocative 
experimental moves are well within the 
memory of all of us: a new histological 
stain—that does not control for changes as- 
sociated with nutrition or age ; the interest- 
ing problem of interpreting what is normal 
from electricity put in and out of the brain 
of man; the behavioral changes with vague 
implications associated with removing 
autonomically and metabolically implicated 
cortical areas in man; the evanescent pro- 
tein fractions that make rats climb badly— 
sometimes; the multiple characteristic but 
ephemeral chromatographic spots ; the 
group of synthesized psychotogens that al- 
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most (but not quite) resemble normal 
metabolites in amount or structure ; the 
computerized evoked response average: 
that discriminate diagnostic groups if cer- 
tain arbitrary subgroups are selected follow- 
ing the running of the study. ‘ 
The remarkable psychobiological phe- 
nomenon that Dement and coworkers have 
stimulated us with this time, although rigor- 
ously and extensively elucidated, has as its 
connection to psychopathology at the pres- 
ent time only the hope that Hughlings Jack- 
son’s charge to us that to understand the 
mechanisms of the dream is to understand 
psychosis has some validity. 
For other reasons besides its magnific 
objectivity of criteria, the REMS is a most 
seductive focus for optomistic, psychiatri 
type theorists, The closed-system libido 
“plumbing” models are consistently broug 
to mind when noting the “build up” ch 
acter of undischarged REMS, the “instine 
ual storm” behavior of the REM-depri 
animals that Dement describes and the si 
ilarity of these features to the nai 
tory of psychosis. For the chemically 
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i pe speculation that 
_ ented, this “build up” character is especially p< aan at least sp a 
_ enticing. One is tempted to hope that if the it got into eer ae spresentatiy 
REMS could be adequately characterized, Figure 1 is a ae toe oe E 
| both in neurochemical and perhaps periph- collection of studies Bc ot that ofa D 
_ eral metabolic systems, one might have an early chemical ee REMS In gene 
_ important model to use in beginning to re- ergic trigger of t i 2 nfusing if 

late chemical variables to objective and these studies are a 5 a ar at Slow ia 
| subjective states that could be applied to specificity to the REMS in and Michel(3 
_ humans, perhaps in abnormal states. is also facilitated, Jouvet rh r 

_ In general, there have been two ap- found that even if the Poni he: a 4 
oaches made in efforts to elucidate bio- was anatomically ae a via ‘a s 

chemical mechanisms in sleep and especially tems, it would display idior y micity 
REMS. One consists of an effort to exag- the REMS and of the pme ee 
' gerate the normal neurochemical environ- before isolation, Bey showed thata : 
ment of the brain along some chosen dimen- gic manipulations would influence 
sion, using as the dependent variable the of these epochs. These findings were i@ 
multiple criteria of the REMS and the logic firmed by Sawyer and associates in the x 
_ that an exaggerated chemical parameter will bit (28) and perhaps in man with imipi 
be reflected by the exaggerated expression mine in that there is some anticholine 
of its normal effect. The substances used influence among its actions(51). He 
have been real or hypothesized neural trans- dez-Peon and coworkers have outlin 
“mitters (or “modulators”), hormones and ponto-mesencephalic to forebrain m 
acid metabolites. These have been admin- limbic path with cholinergic crystals 
istered either directly into some particular triggered both slow sleep and REMS( 
“neural system or into a peripheral site in a 18). Quite a dramatic, sudden onset of 
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By 4. EXPERIMENTS IMPLICATING CHOLINERGIC MECHANISMS IN REMS 
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exclusively REM-like was induced by 
Haslett with microinjections of carbachol 


and oxytremorine into the pontine trigger 
area outlined by Touvet(15). e 

Figure 2 is a summary of studies repre- 
_ senting another chemical class of com- 
& pounds implicated by current sleep re- 
search, the organic acids. This theme goes 
back at least ten years when a group at 
the Thudichum Laboratories (42, 50) found 
that buffered solutions of short-chain fatty 
acids produced sleep and even coma. It is 
interesting that these workers noted that 
the electrical correlates of this state were 
not always consistent. B-hydroxylation ap- 
peared to inactivate the fatty acid and this 
has been confirmed by Matsuzaki and as- 
sociates(32). The failure of effect of the 
B-hydroxylated or keto aliphatic acid is 
probably due to the fast turnover of this 
more “normal” intermediate of fatty acid 
metabolism, with easy transition to acetyl- 
CoA through thioclastic cleavage. One of 
the newest of the speculated neural trans- 
mitters, gamma-hydroxybutyrate, a sup- 
posed product of the transamination and 
dehydrogenation of GABA(3), was first 
shown to induce REMS by Jouvet and 
associates(25) and later confirmed by Mat- 
suzaki and associates(32). 


FIGURE 2 
EXPERIMENTS IMPLICATING ALIPHATIC OR HYDROXY ACIDS IN SLEEP 
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The most revealing group of studies in 
this area are those by Winters and Spoon- 
er(53) in which they gave GHB and found 
a continuum of electrical changes (studied 
both by spontaneous and evoked potential 
work) leading to a disorganization resem- 
bling excitatory overload of integrative sys- 
tems. It appears that this group of either — 
abnormal or usually insignificant metabo- 
lites may induce an abnormal rather than a 
physiological state in spite of its normal ap- — 
pearance. Perhaps a general implication 
that could be drawn from a study of this 
type is that with our limited physiological” 
and behavioral measurement techniques, it 
is not surprising that abnormal metabolic — 
events are often manifested by a “normal” 
looking phenomenon, We have only a few 
physiological “baskets” into which we can 
sort a myriad of metabolic events. 

Steroid anesthetic agents are of current 
concern to pharmacologists and anesthesiol- 
ogists alike. It is of interest (Figure 3) that 
Hans Selye(46) was one of the first in- — 
vestigators to screen steroid hormones for 
their central effect. Deoxycorticosterone and 
progesterone were found to be most potent 
in producing anesthesia. Being lipid soluble, 
this family of compounds has easy a 
to the brain. Recent work implicating steroid 
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EXPERIMENTS RELATING HORMONAL VARIABLES TO SLEEP AND REMS 
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compounds in hydrogen transfer(52) nu- active than previously thought. 

_ ċleic acid and protein metabolism(13) and Work by Sawyer(43, 44) and his group, 
old work indicating the influence of steroids who discovered the REMS independently in 
on oxygen utilization and electrolyte con- another context (as an afterreaction to 
centration in brain(22) suggest some areas coitus in rabbits), have systematically ma- 
of steroid influence, Eik-Nes(10) has recent- nipulated pituitary and gonadal hormones 
ly shown that tritiated cortisol is distributed with resulting changes in REMS threshold. 
in the hypothalamus in higher concentra- They have associated the REMS with a 
tion than in the pituitary and in many condition consistent with an “internal in- 

nuclei that have been hitherto thought not hibition” of the pituitary or the neural sys- 
related to pituitary control. It appears that 


tem modulating the pituitary, preventing 
steroids may be more diffusely centrally further release of gonadotropin. In support 
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| cycle, being of greatest length durin, 
ite, progestational phase. Faure's( 11 
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= To confuse the problem of 
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indirectly bearing on this issue. Hernandez- 
_ Peon’s limbic injection studies failed to show 
_ any effect of some amines. The ampheta- 
_ mine suppression of REMS followed by 
© rebound recovery shown by Oswald, Recht- 
schaffen and Dement (35, 38, 8) constitutes 
"a most interesting phenomenon that quickly 
| leads one to either psychological or neuro- 
- chemical speculation, depending on one’s 
_ orientation. There is some work indicating 
| that there is an increase in brain serotonin 
_ associated with the brain catechol amine 
_ depletion by chronic amphetamine adminis- 
= tration (30), Perhaps this increase in brain 
© serotonin, when not counteracted by the 
- amphetamine “pseudotransmitter,” is re- 
© flected in the increase in REMS time. 
k Our work(31) showing an increase in 
© REMS percent with 5-HTP load in man 
_ may be consistent with this, Other attempts 
_ to study this phenomenon rationalized by a 
~ serotonin hypothesis have not been as di- 
_ tect. The tryptophan load experiments of 
Oswald and Hartman(36, 14) probably 
_ did not increase brain serotonin significant- 
ly in that most of the load would have been 
_ picked up by the liver, and only an infinites- 
~ imally small amount of tryptophan load 
is reflected in increased amounts of metabo- 
| lites in the 5-hydroxy pathway(48). Since 
_ the rauwolfia alkaloids modify the binding 
| of all the amines, it is difficult to interpret 
~ the work of Sawyer or Hartman(28, 14) in 
any specific way. A series of studies by 
Jouvet(23, 24) in cats Suggests that dopa- 
mine is the important amine in REMS. 
-© Whereas an administered hydrazine mono- 
amine oxidase inhibitor was associated with 
an increase in brain serotonin and an in- 
crease in slow sleep, and 5-HTP loads in 
a Teserpinized, amine-depleted animal also 
increased slow sleep, DOPA loads facilitat- 
ed REM sleep both in the normal animal 
` as well as the reserpinized, amine-depleted 
preparation. He was able to show that this 
was probably indigenous to the pontine area 
in that it was manifested in pontile cats, 
Amine parameters in the sleep-arousal con- 
tinuum are becoming even more complex. 
Spooner and Winters(47) have recently 
shown that both 5-HT and norepineph- 
rine produce slow sleep, and DOPA pro- 
duces an arousal-like state in a preparation 
unhampered by a very effective blood-brain 


barrier, the chick. Work with imipramine in 
man by Ryba and associates(41) and Whit- 
man and Pierce(51) is conflicting. One 
group used REM incidence and the other, 
REM percent. Some investigators feel that 
the iminodibenzy] group affects amine bind- 
ing(1). 

Before leaving the review of this phase of 
research in REMS biochemistry, several 
important and limiting observations should 
be made relative to the kinds of studies 
that use loads and metabolically active 
pharmacological agents to elucidate bio- 
chemical systems. The most important has 
to do with the lack of specificity of all such 
experiments. It is well known that loads of 
one Precursor inhibit transport of other 
similar substances, bind cofactors that are 
important in other than the pathway sup- 
posedly under study, create amino acid im- 
balances that inhibit enzyme and struc- 
tural protein formation and alter pH and 
other nonpertinent effects. Drugs, even 
supposedly metabolically specific drugs, 
usually have effects in many systems. The 
glibly characterized monoamine oxidase in- 
hibitor function of the hydrazines leaves out 
other actions affecting amino acid metabo- 
lism such as diamine oxidase inhibition 
(implicating histamine as well as other 
amines) and carbonyl trapping which could 
be manifested in the alteration of the func- 
tion of pyridoxal enzymes such as the trans- 
aminases and decarboxylases (4). 

This same nonspecificity problem is en- 
countered along another dimension, that 
which involves the specificity of the neuro- 
Physiological system stimulated. In an effort 
to be more specific in chemical stimulation 
techniques, 
been invoked. Recent work using formalde- 


logically active substances into neurophys- 
iologically 


the artificial activation of a system not 


addition, the quantitative aspects of studies 
of this sort must be kept in mind. Usually 
the amount administered peripherally or 
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injected into the brain is many powers of enon of this sort. The solution has be 
ten greater than that found at the active in general, to look for shadows. Figure 5 
site normally. Large amounts of polar is a summary of some studies of this type. 
compounds may have physicochemical ef- The earliest report of a consistent bio- 
fects that are of an entirely different quality chemical change with REMS was an in- 
than the substance has in normal amounts. crease, with or without a return to basal 
These reservations do not yitiate these kinds levels, of plasma-free fatty acids in man 
of approaches, but should be kept in mind by Scott(45). The work of Dole and 
when one is faced with inconsistent find- associates ( 9) showing the increase 
ings or tempted to come to a definitive plasma-free fatty acids with epinephri 
conclusion, injections and the generalization of this 
The other approach that has been made finding by Mueller and Horwitz(34) to 

to REMS biochemistry, which obviates para and beta hydroxylated primary and 
many of the objections to the load or secondary aromatic amines suggest that the _ 
inhibitor approach, consists of the sampling catechoamines mediate this response, Ri- 
of central or peripheral biochemical con- zack(40) has recently demonstrated 
comitants of the REMS. Here, one is faced _epinephrine-activated lipase in adipose ti d 
with the almost insurmountable problem sue which may be the enzymatic mechanism 

of neurochemical studies of systems in ac- involved. 
tion. This is particularly important when A number of works have used manifesta- 

attempting to capture an episodic phenom- tions of slow potentials as a reflection of ” 


: FIGURE 5 
BIOCHEMICAL AND METABOLIC CORRELATES OF REMS 
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the general metabolic state of the cells, 
_ membranes and extracellular fluid in the 
brain. Although impedance-type measures 
are quite complex to interpret, it is note- 
worthy that, in general, the changes during 
_ REMS resemble the waking state more than 
_ they do other phases of sleep. In another, 
nonspecific indicator of metabolism or 
blood flow, Rechtschaffen(38) has used 
- implanted thermistors to demonstrate in- 
_ creases in temperature during REMS. A 
recent study has revealed another periph- 
eral concomitant of the REM state of 
_ Some interest. Weitzman and associates (49) 
have demonstrated a rise of plasma 17- 
_hydroxycorticoids in man. 
_ The approach that our laboratory is 
currently making consists of the simultane- 
ous study of a number of peripheral 
_ hormonal and metabolic indicators con- 
_ comitant with REMS. In a rather simple- 
_ minded way, we have wondered if there 
may be a peripheral feed-back mechanism, 
similar to the type of regulatory mechanism 
“manifested by many neuro-hormonal or 
metabolic systems, that regulate the trigger- 
ing or period of the REMS. Sawyer’s 
findings of alterations in hypothalamic- 
ituitary responsivity during REMS, the 
_ cebound increase following inhibition of the 
| REMS state by various methods, the parti- 
-cipation of the neuroendocrine axis in 
periodic phenomena in general and the 
" sensitivity of brain tissue to many steroidal 
= and nonsteroidal hormones supply the 
Zeitgeist for our approach, 
We plan to study reflections of anterior 
= and posterior pituitary function, an end 
product of catechol amine metabolism 
_ (VMA), and a number of tryptophan 
metabolites (as an indication of changes 
in amino acid metabolism). We are using 
catheter-adapted urology patients who are 
waiting for surgery and whose renal func- 
_ tion studies are within the normal range. 
_ They are studied with the conventional 
EEG, EOG and EMG leads in a sound- 
attenuated, darkened room all night, Their 
catheters are led out of the room into a 
volume-regulated fraction collector with an 
effort to keep the samples cold. Tube collec- 
tion times are automatically registered on a 
kymograph and these are time-locked to 
the electrical recordings. We have made 


only the barest of beginnings, but it may 
be of interest to see some of our initial 
findings. Figure 6 is a typical but not our 


FIGURE 6 


URINE VOLUME PER MINUTE DURING REM SLEEP 
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best example of the changes in volume per 
minute excreted during a night, Rather con- 
sistently thus far, we have seen a decrease 
in volume per minute during the onset of 
an REM period, followed by a gradual rise 
during the REMS. 

Figure 7 is a plot of a typical change 
in urine osmolarity as measured by the 


FIGURE 7 
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freezing-point depression method(16). Be- 
cause there is dead space in the catheter, 
the volume is more directly time-locked 
than studies of urinary constituents which 
usually lag one to three specimens, Note 
that (correcting for dead-space- lag) as 
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a concomitant of the decrease in urinary 
volume, there is an increase in urine osmo- 
larity. Determinations of urine (plasma cre- 
atinine remaining constant) creatinine sug- 
gest that there is no significant change in 
creatinine clearance associated with this 
decrease in volume and increase in osmol- 
arity. This tends to indicate that a posterior 
pituitary hormone, ADH-like effect is asso- 
ciated with the onset of an REMS. Faure’s 
report of REMS induction with ADH is 
brought to mind in this context; however, 
the huge amount of material he injected 
suggests that it may have been a pharmaco- 
logical rather than a physiological effect. 

Another consistent finding has been an 
increase in total urinary 17-hydroxycorti- 
coids toward the end or following the REM 
period. Figure 8 is an example of this. Thus, 
it appears that both the anterior and pos- 
terior pituitary are activated in temporal 
relationship to the REMS. 


In addition, we have recently demon- 
strated a time-locked increase in VMA 
excretion following the REMS, This sug- 
gests an increase in catechol amine secre- 
tion. We wonder if this evidence of 
hypothalamic-pituitary and adrenal medulla 
activation associated with the REMS is 
more than epiphenomenal. Perhaps the 
REMS is a concomitant of a periodic dis- 
charge of the neuroendocrine apparatus 
triggered by low circulating required me- 
tabolites, such as glucose or fatty acids and 
that the gluconeogenic influence of periodic 
glucocorticoid discharge is a rhythmic en- 
ergy-feeding mechanism to maintain us 
through the long fast of sleep. Our studies 
of tryptophan metabolites may shed some 
light on whether there actually are glucone- 
ogenic changes with the corticoid rise. 

Whether our further work confirms the 
possibility of a peripheral regulatory mech- 
anism of this type or not, it will give us 


FIGURE 8 
17-HYDROXYCORTICOID EXCRETION AND REM EPOCHS 
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the opportunity to extend the description of 
what Snyder has called the “third biological 
mode of existence” into the area of hor- 
monal and metabolic variables. To those of 
us interested in metabolic correlates of 
central nervous system states, this stereo- 
typed, objective, repeatable REMS phe- 
nomenon represents a real methodological 
breakthrough. I hope we can take advan- 
tage of it. 
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Often, relatively rare clinical entities pro- 
vide a means of useful study of basic patho- 
physiology. Since the deviation from the 
norm is so dramatic, the method of normal 
function may be clarified. Accordingly, the 
_ authors have studied two such entities with 
_ the view toward learning more concerning 

normal sleep. Hydranencephaly was stud- 
- ied to answer a question of fundamental 
neuroanatomy ; narcolepsy was studied to 
answer a question of fundamental biochem- 
istry. 

Hydranencephaly, a congenital anomaly 
of which less than 100 cases have been de- 
scribed, combines features of both hydro- 
cephaly and anencephaly, Descriptively, 
the hydranencephalic infant is bereft (com- 

_ pletely or nearly completely) of cerebral 
development. His mid-brain, thalamus, hy- 
pothalamus and caudate are scantily de- 
veloped, although his lower brain stem is 
intact, as are the meninges and skull. Most 
of the cranial cavity is occupied by cerebro- 
_ spinal fluid. Thus, valuable diagnostic tests 
are: 1) the creation of a succession wave 
= upon palpation of the skull and 2) the 
= ability to transilluminate the cranial cavity. 
If the child is in a darkened room and a 
light is placed on his head, the head will 
glow an orange-red except for dark patches 
where there may be residual brain tissue. 
Clinical findings may include an en- 
larged head, retarded neurological develop- 
ment, convulsions, reduced motor activity, 
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DREAM PATTERNS IN NARCOLEPTIC AND 
HYDRANENCEPHALIC PATIENTS 
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temperature regulation disturbances and 
spasticity. Many of the infants are both 
blind and deaf. Valuable radiological stud- 
ies include skull films, arteriograms and 
ventricular pneumographs(4). Usually the 
exact anatomic diagnosis must await post- 
mortem examination of these children, who 
generally have a short life span, during 
which time complete custodial care is nec- 
essary. 

There is agreement among sleep investi- 
gators that the routine dream reported to 
the psychiatrist probably occurs during a 
period when the patient is lightly asleep 
and having rapid eye movements ( REMs). 
In addition, researchers puzzle over wheth- 
er or not dreams are a necessary require- 
ment for life. If the regular appearance of 
dreams is required as part of the associated 
conditions which sustain life, then research 
must be directed to elucidate this néed. 

The question we posed was merely : if 
you have no cerebrum, are you able to 
“dream” as we now define the clinical 
dream which is told to the doctor ? 

Narcolepsy may occur in about one per- 
son out of 500, although admission rates to 
the hospital have been reported as low as 
one in 8,610 admissions(2). It is a syn- 
drome consisting of recurrent episodes of 
irresistable diurnal sleep, often at danger- 
ous or inappropriate occasions, e.g., while 
driving a car. Other symptoms include 
cataplexy (the paroxysmal loss of muscle 
Power, often emotionally precipitated, 
without loss of consciousness ), sleep paral- 
ysis (temporary motor loss without loss of 
consciousness just before going to sleep or 
just upon awakening) and hypnogogic hal- 
lucinations (vivid and realistic dreams or 
sensations during a drowsy state). 

During a previous study of narcoleptic 
teenagers, it was observed that the subjects 
awoke each night about 2 a.m. in order to 
partake of a not inconsiderable repast(5). 
Thus the role of carbohydrate metabolism 
in this syndrome was regarded. 

A review of the literature revealed at 


least ten articles discussing the relationship 
of narcolepsy to carbohydrate metabolism. 
A detailed consideration of this review will 
be given elsewhere(1), Suffice it to say 
that there are reports of hunger aura, of 
obesity and of hypoglycemia, in relation to 
narcolepsy. Also, the symptoms of hypo- 
glycemia may resemble narcolepsy. Hypo- 
glycemia has been postulated as a cause for 
narcolepsy. 

Since the dream onset upon falling to 
sleep and the frequency of dreams in nar- 
coleptics seem different from controls, it 
was elected to see if the sleep and dream 
patterns of narcoleptics were associated 
with a difference in the level of blood glu- 
cose during deep sleep or dreaming. The 

question posed, therefore, was: do nar- 

coleptics have a reduced blood sugar level 
during REM dreams or during deep (stage 
4) sleep? 


4 METHOD 
_ Four hydranencephalic infants and four 
matched controls were studied three nights 
each. The controls were matched for age 
and sex but were in normal health, During 
these 24 nights of study the dreams were 
monitored. The two groups’ records were 
inspected to see if there were REMs in 
either group and if so, whether they had a 
similar cyclic pattern. 

Two narcoleptics were studied for a total 
of 11 nights and their two matched controls 
were studied for six nights, The controls 
were matched for race, sex, age and body 
build. All subjects were asked to refrain 
from eating for two hours prior to their 
arrival at the laboratory. In view of the 
need for pharmacologic control, both nar- 
coleptics were taking cerebral stimulants. 

By means of an indwelling catheter, 
blood could be withdrawn without awaken- 
ing the subject. Once collected, the blood 
_ was refrigerated to await chemical analy- 
"sis by the Somogy-Nelson method on an 
 auto-analyzer, True blood glucose values 
(not total blood sugar) were recorded, At 

the Veterans Administration laboratory 

where these tests were made, the normal 
fasting blood glucose level is 60-100 mgm. 
per 100 ml. 


Each hydranencephalic and control 
showed rapid eye movements, The brain 
waves of the hydranencephalics showed 
a great variety of unorganized, chaotic 
electrical discharge, Seizure patterns were 


frequent. Nevertheless, there occurred 
throughout the night bursts of REMs. We 
could discern no recurrent pattern to the 
REM cycle. For instance, subject C, hy- 
dranencephalic, had REMs at 11:55, 1:30, 
2:26, 4:08 and 5:21 for 13, 12, 8, 12 and 15 
minutes’ duration or a total of 60 minutes 
that night. His control had REMs at 10:50, 
11:50, 12:50, 1:05 and 2:04 for 1, 25, 30, 
25 and 12 minutes’ duration or a total of 
94 minutes that night. At times sleep and 
wakefulness in the hydranencephalic could 
not be readily distinguished by EEG or 
clinical observation. 

There were no significant differences in 
the blood glucose value in narcoleptics 
compared to controls at either dreaming 
periods or periods of deep sleep. Although 
the values of the experimental subjects 
tended to run slightly lower than the con- 
trols, there was no significant difference. 


DISCUSSION 

The positive answer to the question as to 
whether hydranencephalic children have 
rapid eye movements has some general 
importance, It suggests that one need not 
have a cerebrum in order to dream. It sug- 
gests further that the cyclic REM activity 
during light sleep may be either a cause or 
an association with basic life processes. 

At least the laboratory indication for 
dreaming is the same for the hydranenceph- 
alic as for normal subjects. But the hydran- 
encephalic child, who is without cortex, 
probably cannot recall, associate, memorize 
or form vivid visual or word images. Hence, 
if he could report what was happening at 
the time of REMs it would probably differ 
markedly from his control. Is the dream, 
as reported to the psychiatrist in his daily 
practice, a fortuitous by-product of a neces- 
sary biologic process whose symbolic sig- 
nificance can be interpreted? This study, 
when considered with Jouvet’s(3) classical 
studies on “pontine” cats, makes such @ — 
possibility a serious consideration. 
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Dream phenomena, as clinically under- 
stood, are located at the pontine level. This 
possibility helps us to focus on a local area 
in order to do more refined studies. The 
needed refined studies are both physiologi- 
cal and chemical. ; 

A start toward the chemical status of the 
organism at the time of dreaming has been 
made in studies such as the one reported 
on narcoleptics. In our laboratory we haye 
looked at various chemical quantities in 
the subject during deep sleep or dreaming 
sleep periods. In so-called normal subjects 
we have discovered no statistical difference 
at any time in the sleep cycle in blood 
glucose or cholesterol levels. 

It seems that narcolepsy, too, is not 
associated with apparent deviations in 
blood glucose levels. Thus we conclude at 
present that narcolepsy is not a manifesta- 
tion or a result of hypoglycemia. Also, any 
changes in nocturnal sleep patterns in nar- 
coleptics are not reflected by changes in 
blood glucose levels, 


SUMMARY 


After 24 nights of study on hydranen- 
cephalic infants and their controls, it was 
concluded that REMs occur in hydranen- 
cephaly. Thus it is also concluded that al- 


though a cortex is not needed, the eye 
movements may be needed and thus may 
be associated with basic vegetative proc- 
esses, 

Study on narcoleptics and their controls 
over 17 nights revealed no significant differ- 
ence in blood glucose values in either deep 
sleep or dreaming sleep phases. Thus, some 
changes in nocturnal sleep phases of nar- 
coleptics are not reflected by blood glucose 
alterations, 
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RECENT STUDIES ON THE BIOLOGICAL ROLE OF 
RAPID EYE MOVEMENT SLEEP 


WILLIAM C, DEMENT, M.D., Pu.D. 


We are now all well aware that there 
are two kinds of sleep, and that one is 
quite remarkable in its properties. As Dr. 
Snyder(15) has pointed out, rapid eye 
movement (REM) sleep involves central 
nervous activation of a peculiar kind which 
includes dreaming, coupled with peripheral 
motor inhibition which prevents the fren- 
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zied central activity from eliciting equally 
frenzied body movements. If one consid- 
ers the totality of the REM state, one may 
speculate that such an elaborate constella- 
tion of events must depend upon a highly 
integrated neural network. Such a structure 
is not a likely evolutionary outcome unless 
there is some advantage to the organism. 
We believe that REM sleep must have 
some important biological role to play ; yet 
demonstrating this has been remarkably 
difficult. 

In the past, we have tried to get at this 
problem by depriving subjects of the op- 
portunity to experience REM sleep(2, 3, 
5). The work in human subjects has 
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t rapid eye movement sleep is under 
fairly precise homeostatic regulation. How- 


ever, clear-cut evidence that such depriva- 


tion is harmful has not been forthcoming. 


E _ There have been many hints to this effect, 
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sleep were allowed, REM 


but there have been such difficulties in in- 
stituting adequate controls that we have 
not considered the findings to be conclu- 
sive. 

I would like to discuss additional ex- 
periments which have been done, mainly 
in the cat. The primary question that we 
have attempted to answer is simply—can 
the adult mammalian organism get along 
without REM sleep? We have first ad- 
dressed ourselves to the question of homeo- 
stasis. Past experiments on the human have 


" suggested that a certain amount of REM 


sleep must take place each day at the very 
least to preserve the normal sleep pattern 
and ratio of REM/NREM, Several experi- 
ments were attempted with human sub- 
jects in which total sleep time was 
lengthened or shortened to see if REM 
sleep would expand or contract in the ap- 
propriate directions to maintain a constant 
daily amount, but it was difficult to main- 
tain such schedules for any great length of 
time(4). 

We were recently able to do this experi- 
ment more easily with cats because we 
could control their total sleep time for 
many days by simply placing them on a 
treadmill at all times when they were not 
being allowed to sleep(8). By means of 
this treadmill device, the possible sleeping 
time of three cats was limited to a specific 
amount each day. They went through the 
following consecutive series of sleep sched- 
ules: eight days with eight hours of sleep 
allowed per day; 18 days with only four 


two hours of sleep 
eight hours of sleep 
with 12 hours of pe aliea and finally, 
seven days with eight hours 
lowed. On the eight-hour schedule, REM 
sleep accounted for about 130 minutes dai- 
ly. On the four-hour schedule, REM sleep 
accounted for about 120 minutes guid or 
about 50 percent. the two-hour sched- 
accounted for about 90 

When 12 hours of 


minutes, or 75 aep was B 


about 135 minutes, and on the last eight- 
hour series, it was 132 minutes daily, In 


other words, the amount of REM sleep per 


day tended to remain constant regardless 
of the total time spent in sleep. This result 


also suggests that REM sleep is more pre- 


emptive than NREM sleep. 

Another experiment directed at the same 
problem was done with humans(6), In 
this experiment, two subjects were deprived 
of REM sleep for five days following 10 
consecutive baseline nights. Following the 
deprivation, they were allowed five nights 
of sleep, in which the REM sleep was held 
to exactly the baseline amount. Then they 
were allowed five nights of recovery sleep, 
in which the REM sleep was not limited. 
Total sleep time was nearly constant 
throughout. It was noted that a compensa- 
tory rise of REM sleep occurred on the re- 
covery nights in an amount compatible with 
the prior five-day deprivation, even though 
the recovery had been delayed, Thus, the 
deprivation effect was not dissipated during 
the postdeprivation period in which only 
baseline amounts of REM sleep were al- 
lowed. Two other subjects were deprived 
of only 25 percent of their baseline level for 
20 consecutive days. The compensatory rise 
following this was about what one would 
expect if the deprivation had been 100 per- 
cent for five nights. Again, this emphasizes 
both the quantitative and the highly specific 
nature of the REM deprivation-recovery 
phenomenon. 

In ongoing studies, we have to date de- 
prived 20 cats of REM sleep for durations 
of 30 to 70 consecutive days. Two methods 
have been used. One is the method of 
awakenings, in which the cat was kept on 
a treadmill for 16 hours a day and allowed 
eight hours of sleep a day, during which 
time each REM sleep period was interrupt- 
ed. The other is a water tank method in 
which the cat sits on a rock in a tank of 


water, where he can have NREM sleep, — 


but where the entry into the REM state 
with its attendant loss of muscle tone re- 
sults in falling into the water. Adequate 


S 


controls are possible in both types of dep- ` 


rivation. 

The answer to our 
earlier appears to be that the adult cat can 
get along without REM sleep, 
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is in some ways an improved cat. I will 
come back to this at a later point. In terms 
of the deprivation-compensation effect, it 
appears that there is a steady build-up 
for approximately the first 30 days, during 
which time the awakenings increase, the 
latency at the sleep onset shortens and the 
extent of the recovery compensation period 
increases, After 30 days, however, there 
does not appear to be much change. In 
order to explain all of these effects, we 
have hypothesized that the rapid eye move- 
ment sleep state is under the control of a 
biochemical regulatory mechanism, and 
that this mechanism includes an enzyme 
system that synthesizes, at a relatively con- 
stant rate, some kind of instigating com- 
pound which not only triggers rapid eye 
movement sleep, but is used up by it. Thus, 
there is a variety of equilibrium levels 
possible at different percentages of REM 
sleep so that certain amounts are used up 
each day. When the occurrence of rapid 
eye movement sleep is prevented, the hy- 
pothetical instigating compound would 
simply accumulate. After long periods of 
deprivation, very high percents of REM 
occur, 

At some level, however, we feel this 
compound begins to leak out of the nervous 
system. In order to test this latter possibil- 
ity, we are transferring cerebral spinal fluid 
from deprived cats into recipient cats(9), 
The recipient cats have been placed on 
a precise sleep schedule for many days so 
that their percentage of REM sleep during 
the seven- or eight-hour recording period 
is relatively constant, The spinal fluid is 
taken from the cysterna magna of the de- 
prived cats some time after 30 days of 
deprivation and is injected into the lateral 
ventricle of the recipient cat. Control fluid 
is taken from the same cat after it has re- 
covered from deprivation. The work is still 
in progress, but thus far the experimental 
spinal fluid does appear to be causing an 
increase in REM sleep in the recipient cat. 

As yet we have not tested for the existence 
of the hypothetical factor prior to 30 days ; 
however, the leveling off at this time sug- 
gests that the accumulation has reached 
some sort of maximum, 

Another result of REM deprivation is 


ses 


that REM sleep itself becomes more “in- 


tense.” The twitches become much strong- 
er and more frequent, and the brain tem- 
perature rise associated with REM 
sleep(12) becomes higher. This probably 
accounts for slight departures from con- 
stancy in the sleep schedule variations. 

Does this deprived state have any effect 
on waking behavior ? A number of changes 
in cats have been noticed. We have tested 
auditory recovery cycle in the wakening 
state in collaboration with James Dewson 
II and have found a marked enhancement 
at short intervals(7). Thus, there would 
appear to be some increase in excitability 
of the auditory’ system. We have tested 
seizure thresholds and have seen a marked 
drop in the electroconvulsive threshold in 
rats after four to five days of depriva- 
tion(1). In a single pilot study, it has also 
appeared that the convulsive experience 
will substitute for rapid eye movement 
sleep. Thus, rats that were deprived of rap- 
id eye movement sleep, but received sev- 
eral convulsions per day, did not show the 
recovery rise that was evident in the “de- 
prived only” controls. h 

We have made numerous behavioral 
observations on deprived cats. There is no 
abnormality in gross behavior, with the 
possible exception that a few cats tend to 
seek dark corners. Seventeen cats had their 
food intake carefully measured. By com- 
parison with control cats, there was only 
some slight trend for the deprived cats to 
eat more. However, the reverse procedure 
(i.e., starvation) was attempted, and the 
motivation to eat was strikingly increased 
in the REM-deprived cats as opposed to 
controls. In another test, five cats had some 
difficulty learning a simple Y maze with 
food reinforcement, One cat in particular 
took 5,000 trials to learn the maze although 
he was obviously an intelligent cat. The 
difficulty appeared to be that he could not 
control the speed with which he dashed 
out of the maze. Consequently, he never 
got a good look at the cues. In general, the 
REM-deprived cats were restless and 
prowled a great deal, There also seemed 
to be some differential increase in grooming 
behavior in the deprived cats. Finally, 
the most provocative of our observations is 
that of 12 male cats deprived 30 days or 
longer, six have shown a marked increase 
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in sexual behavior. In a control group of 12 
male cats, there has been no instance of 
behavior of this kind. 

In summary, we now believe that rapid 
eye movement sleep may not play an ab- 
solutely necessary role in the biological 
economy of the adult mammal. Because of 
the results of long-term deprivation in cats, 
plus findings by Roffwarg, Muzio, Fisher 
and Dement(13, 14) that there is a very 
high percentage of REM sleep in the in- 
fant, we now speculate that its primary role 
is in the neonatal or embryonic period, pos- 
sibly providing needed activity for the 
developing nervous syster. The pattern of 
organization of this activity appears to be 
in terms of primitive behavior, or even in- 
stinctual behavior. Thus, the newborn in- 
fant shows many sucking movements dur- 
ing rapid eye movement sleep and other 
kinds of rudimentary movements. 

We also know from very recent work of 
Jouvet(10) that the nervous system is ex- 
ecuting highly elaborate patterns of mo- 
tor activity during this state, since this is 
what is seen when the motor inhibitory 
mechanism is suppressed by bilateral de- 
struction of the nucleus locus coeruleus. It 
is presumed that such a developmental 
function is important and thus, that a high- 
ly precise, biochemical regulatory mecha- 
nism is involved. For reasons that are not 
clear, the synthesis of some instigating fac- 
tor does not cease after birth or maturity 
of the nervous system in mammals as it ap- 
pears to do in chickens(11). Thus, when 
REM sleep is interfered with in the adult 
organism, some instigating compound piles 
up in the nervous system. This accumula- 
tion appears to induce a generalized, hy- 
perexcitable state whose main behavioral 
effect is a potentiation of drive-oriented 
behavior, to some extent, probably the 
same behavior patterns that are part and 
parcel of the rapid eye movement sleep 
state itself. ` s 

We doubt very much that this effect is 
very significant in subhuman animals, who 
rarely suffer from insomnia, but it is likely 
that this kind of effect may play an im- 
portant role in humans, particularly when 
a severe sleep disturbance occurs as a re- 
sponse to overwhelming anxiety. In this 
case, as drive increases, defensive maneu- 
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vers are called to the fore and in some 
cases it is possible that the organism is com- 
pletely unable to cope with such a poten: 
tiation, which could be an important factor 
in precipitating an acute psychosis. This 
hypothesis may also offer a tentative ex- 
planation of the intensity with which peo- 
ple who sleep only four hours a night pur- — 
sue their work, Finally, on the basis of this 
mechanism, we may suggest a possible 
mechanism for the efficacy of electrocon- — 
vulsive therapy, i.e., it appears to reverse ~ 
the REM deprivation effect. 
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Dr, Pierce’s observations on hydranencephal- 
_ ie and narcoleptic subjects are certainly of in- 
terest. I would like to pose a question and make 
a comment. First, Dr. Pierce remarked on the 
difficulty of knowing from disorganized brain 
-rhythms whether the hydranencephalic subject 
_ is asleep or awake. As one who has struggled 
= with the similar problem of interpreting the 
tracings of brain-damaged adults, I can cer- 
_ tainly sympathize. I would like to ask Dr. 
_ Pierce whether he took any special measures— 
_ such as muscle recording or direct observa- 
_tion—to be certain the hydranencephalic chil- 
dren were asleep during apparent REM peri- 
ods, 

The comment deals with Dr. Pierce’s obser- 

vations of narcoleptic patients. Drs. Recht- 
= schaffen, Dement and Fisher and their col- 
laborators reported that many narcoleptic 
_ subjects showed immediate onset of REM on 
going to sleep at night(13). However, their 
subjects had been completely or partly with- 
drawn from medication shortly before study. 
` Dr. Pierce's subjects were continued on am- 
phetamines during the period of sleep record- 
ing and nevertheless showed immediate onset 
of REM sleep. This finding appears to rule 
out amphetamine withdrawal as the agent re- 
sponsible for short REM latencies in the 
previous study. 

Dr. Dement, who has contributed much to 
our knowledge of REM phenomena, now takes 
up the fundamental question of what is the 
function of rapid eye movement sleep. His 
first set of experiments deals with cats who 
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were deprived of varying amounts of non-REM 
sleep by being forced to walk a treadmill. 
These animals, when allowed to sleep for a 
few hours, maintained their normal quota of 
REM sleep at the expense of non-REM sleep. 
However, Dr. Dement noted that some cats 
were able to sleep while on the treadmill, and 
that it was necessary to prevent this by sta- 
tioning observers who would awaken the cat 
whenever his eyes closed. I would like to sug- 
gest that the cats may have learned to sleep 
with their eyes open. A recent experiment by 
Byck and Hearst, in which monkeys pressed a 
key to avoid shock every five seconds over a 
five-day period, suggests that animals may 
learn to sleep under very difficult conditions 
indeed(3). A still more recent report, in a 
recent issue of Newsweek(8), informs us that 
model Jean Shrimpton has fallen asleep with 
her eyes open while being photographed, ap- 
parently without detriment to the facial ex- 
pression sought by the photographer. 

To return to Dr. Dement’s experiment, it 
Seems clear that the question of how much 
non-REM sleep the cats were able to get 
while walking the treadmill can only be re- 
solved by recording the EEG while they are 
performing the task. However, whatever the 
results for the cat, it appears that non-REM 
sleep is quite important for humans, Agnew 
and Webb(1) have shown that deprivation 
of non-REM (stage 4) sleep leads to a com- 
pensatory increase at the expense of the other 
stages, including stage 1 REM. More recently, 
in a study of partial sleep deprivation in hu- 


mans (similar in design to, though shorter in 
duration than, the experiment on cats described 
by Dr. Dement), Webb and Agnew found 
little tendency to make up REM sleep at the 
expense of non-REM sleep(14). Finally, dur- 
ing the first recovery night after total sleep 
deprivation in humans, there is an increased 
proportion of non-REM sleep(2). My point is 
not that non-REM sleep is more important 
than REM sleep, but that both are extremely 
important for man. If I am following Dr. 
Dement’s argument correctly, he is saying that 
neither is vitally important for the adult mam- 
malian organism. 

In his observations of spontaneous waking 
behavior of REM-deprived cats, Dr. Dement 
noted an increase in sexual activity over that 
observed in the control group. If this increase 
is statistically significant, the question still re- 
mains as to the adequacy of the control group. 
It would not be surprising if animals made 
miserable by constant awakenings from REM- 
sleep would attempt to forget their troubles 
in sex. (I assume that aleohol was not avail- 
able.) Were the control eats made equally 
miserable by some other procedure, such as an 
equal number of awakenings from non-REM 
sleep ? 

Dr. Dement suggests that the manifold phe- 
nomena of REM sleep are the product of a 
specific integrating system. Although we are 
here engaged in pure speculation, we would 
suggest exactly the opposite. It appears to us 
more likely that these are release phenomena 
produced by the periodie arrest of a diffuse in- 
tegrating system active during non-REM sleep 
(4). These release phenomena seem epilepti- 
form in nature. That a frank convulsion may 
substitute for REM sleep is an interesting ob- 
servation, and it is to be hoped that Dr. 
Dement will expand this pilot investigation. It 
will be essential to distinguish between reduc- 
tion in REM activity caused by disorganization 
of brain function and that caused by a func- 
tional substitution of convulsive for REM ac- 
tivity. 

It is my suspicion that an understanding of 
REM sleep will await an standing of the 
function of sleep generally (incidentally, 1 
think it would be unwise to establish an ex- 
treme dichotomy between the two kinds of 
sleep). Despite the many advances of the past 
decade, there are surprisingly few clues as :to 
what the biological function Leena bo: 
In this regard, some 
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KAONSETI TO. 


(5) normal control subjects. As many of 
know, several studies have demonstrated- 
the cerebral metabolic rate—the over-all rate 
brain metabolism—shows a similar reduction i 
chronic brain syndrome patients(7, 10, 1 
The differences between groups that we 
found for sleep time are proportional to 
differences demonstrated for cerebral meta 
rate. Pi 

In addition, among patients with chronic 
brain syndrome, there is a positive correlation 
between cerebral metabolic rate and intellec- 
tual function(10, 11). Correlations of similar 
magnitude are emerging between total sleep 
time and intellectual function in such patients. 
Finally, children aged five to ten years showa — 
considerably higher cerebral metabolic rate — 
than young adults(9) and this difference is — 
proportional to the differences one might ex- 
pect in total sleep time. On the basis of these 
observations, we have proposed the hypothesis 
that total sleep time is a function of the over- 
all rate of brain metabolism(6). This hy- 
pothesis is intuitively plausible ; the brain that — 
does more work needs more rest. However, the 
cerebral metabolic rate does not fall during 
sleep(12) and may actually rise. Therefore, 
what appears to be involved is not rest but 
some kind of active restoration. 

We would not propose, of course, that all 
variations in sleep time are the result of varia- 
tions in brain metabolism, Wide day-to-day 
variations occur which are clearly the result of 
anxiety. This is not surprising, since it is of | 
obvious survival value to the organism that it 
not sleep when in danger, and it is likely that 
an appropriate mechanism to ensure this has 
been developed during the course of evolution, 

However, there are also persistent differences 
among normal individuals in total sleep time. ” 
Some people require far less sleep than others; — 
Thomas Edison was reported to need only four 
hours daily. It is unlikely that variations 
brain metabolism of such magnitude oceur 
across normal individuals, A more likely hy- 
pothesis is that some individuals sleep more 
efficiently than others. It would be of interest 
to study a group of Edison-type subjects to 
determine what the electrophysiological cot 
relates of such efficient sleep might be. My 
guess is that these subjects would show li 
amounts of delta activity and much in 
REM. Incidentally, I find it difficult to see 
Dr. Dement would expect such four-h 
sleepers to be REM-deprived. On the basis of 
the nts he reported this morning: 
should have expected this amount of part 
sleep deprivation to permit the normal 
consignment of 100 minutes of REM sleep. 


a. 


I would like to c with two methodolog- 
cal points. Fae aes brain waves 
during sleep has expanded the applicability of 
h G enormously. The number of electrical 
which can be studied with the EEG 
g waking is limited. Most of these phe- 
neha have been exhaustively investigated, 
ough, of course, new experiments are al- 
possible. The EEG of sleep provides us 
an additional set of electrical events 


quantity and dynamic sequence. What- 
theoretical significance of sleep itself, 
have been given a rich field for further 
empirical investigation of brain function in in- 
fact human subjects, 
The second point concerns the choice of 
_ subjects for research on the biological function 
_ of sleep. In this area, the number of studies on 
_ animals far exceeds that being carried out in 
man, It is true that animal experiment allows 
for many manipulations that would be impos- 
= sible in man. However, human subjects pos- 
sess advantages of their own. They may be 
tested on aspects of emotional and cognitive 
function that would be difficult or impossible 
assess in animals. Chronic brain syndrome 
nts, for example, who show wide varia- 
_ tions in amount of REM sleep, could provide 
à most fruitful field for further investigation. 


REFERENCES 


1, Agnew, H. W., Webb, W. B., and Wil- 

> liams, R. L.: The Effects of Stage Four 

Sleep Deprivation, Electroenceph. Clin, 

= _ Neurophysiol. 17:68-70, 1964. 

2. Berger, R. J., and Oswald, I. : Effects of 
Sleep Deprivation on Behaviour, Subse- 
quent Sleep, and Dreaming, J. Ment. Sci. 
108:457-465, 1962. 

3. Byck, R., and Hearst, E. : Adjustment of 

Monkeys to Five Continuous Days of 

_ Work, Science 138:43-44, 1962, 

einberg, I., Koresko, R. L., and Gottlieb, 

F.; Further Observations on Electrophys- 

iological Sleep Patterns in Schizophren- 

_ ies, Compr. Psychiat. 6:21-24, 1965, 

5, Feinberg, I., Koresko, R. L., Obrist, W. D., 


a 


DISCUSSION OF PIERCE AND DEMENT PAPERS _ i [ October 


13. 


14, 


Heller, N., and Steinberg, H. R.: Sleep 
Electroencephalographic and Eye-move- 
ment Patterns in Patients with Chronic 
Brain Syndrome and in Young and Aged 
Normal Adults, unpublished. 

6. Feinberg, I., Koresko, R. L., and Schaff- 
ner, I. R,; Sleep Electroencephalographic 
and Eye-moyement Patterns in Patients 
with Chronic Brain Syndrome, J. Psychiat. 
Res. 3:11-26, 1965. 

7. Freyhan, F. A., Woodford, R. B., and 
Kety, S. S.: Cerebral Blood Flow and 
Metabolism in Psychoses of Senility, if 
Nerv. Ment. Dis. 113:449-456, 1951, 

8. The Girl, the Face, the Shrimp, Newsweek, 
May 10, 1965, pp. 67-70. 

9. Kennedy, C., and Sokoloff, L.: An Adap- 

tion of the Nitrous Oxide Method to the 

Study of the Cerebral Circulation in 

Children; Normal Values of Cerebral ? 

Blood Flow and Cerebial Metabolic Rate 

in Childhood, J. Clin. Invest. 36:1130- 

1137, 1957. 

Lassen, N. A., Feinberg, I., and Lane, M. 

H. : Bilateral Studies of Cerebral Oxygen 

Uptake in Young and Aged Normal Sub- 

jects and in Patients with Organic Demen- 

tia, J. Clin. Invest. 39:491-500, 1960, 

Lassen, N. A., Munck, O., and Tottey, E. 

R.: Mental Function and Cerebral Oxy- 

gen Consumption in Organic Dementia, 

AMA Arch, Neurol. Psychiat. 77:126-133, 

1957. 

12, Mangold, R., Sokoloff, L., Conner, E., 

Kleinerman, J., Therman, P, O., and Kety, 

S. S.: The Effects of Sleep and Lack of 

Sleep on the Cerebral Circulation and 

Metabolism of Normal Young Men, J. Clin. 

Invest. 34:1092-1100, 1955. 

Rechtschaffen, A., Wolpert, E. A., De- 

ment, W. C., et al.: Nocturnal Sleep of 

Narcoleptics, Electroenceph. Clin, Neuro- 

physiol. 15:599-609, 1963. 

Webb, W. B., and Agnew, H. W.: The 

Results of Continued Partial Sleep Depri- 

vation, presented at the Annual Meeting 

of the Association for the Psychophysio- 

logical Study of Sleep, March, 1965. 


10. 


11. 


Bibring’s conceptualization of the depres- 
sive state(9) as relating to overpowering 
situations of narcissistic 
doubt on the universality of the classic 
psychodynamic formulations(1, 18) of in- 
ternalized aggression in depressions. Engel 
(15, 16) and Schmale(23, 24, 25) have 
subsequently postulated conservation-with- 
drawal as the defensive pattern in deprés- 
sive illness, This pattern of defense comes 
on after the fight-flight defenses have 
proved inadequate and is characterized by 
feelings of helplessness and hopelessness. 
However, Beck(6, 8) has noted that what 
he terms the “m all occurs 
more often in the depressed. This would be 
a defensive pattem (self-directed aggres- 
sion) more in keeping with the classical 
psychodynamic formulations and related to 
fight-flight defenses. Interestingly, his de- 
scription of the thematic verbalizations of 
the depressed ; 1) low self-regard, 2) dep- 
rivation, 3) self-criticism, 4) overwhelm- 
ing problems and duties, 5) self-commands 
and injunctions and 6) escape and suicide, 
reflects both the fight-flight defenses of the 
classical formulations as well as the more 
recently suggested pattern of conservation- 
withdrawal. 

In order to explore the defensive pattern 
in the depressed, a study of the dreams of 
depressed patients was un 5 

Ten inpatients, five male and five female, 
who clinically had a severe depression, 
scored high on a depression inventory(7) 
and showed no evidence of schizophrenia 
or organic brain disease, were selected for 
study, Nine of them were married and one 
was single. The average age of the patients 
Read at the 121st annual meeting of the Ameri- 
can E Association, New York, N. Y., May 
3-7, 1965. 
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was 40 and their average education 
achievement was the eighth grade, 

Each patient on admission to the hos 
tal was placed on an imipramine placebo 
four capsules per day, During the first 
the patient s two nights in a 
laboratory and had his or her col- 
lected, using eye movement indicators for 
dream detection(4). On completion of t 
second night of dreaming, the patient was 
changed from the placebo to the ia 
mine, slept in the laboratory and 
dreams collected one night week for 
three additional weeks. Én the last 
of the study the status of the patient's 
depression was re-evaluated clinically and 
the depression inventory was repeated. 

The total number of dream awakenings: 
and the number of dream awakenings in 
which there were dream reports were con- 
trasted with a comparison group. This 
comparison group was made up of five male 
and five female college stus 
dent volunteers who slept in the laboratory 
for dream collection one night a week for 
four weeks, They had been part of another 
study(29, 30). This group was used to 
highlight findings from the depressed pa- 
tient group and was not a control group in 
the usual sense. 

The dream content or ame for g 
presence or absence of ive 
as described by Beck(5). A dream that 


scored 0 had no ive themes; one 
that scored 6 had all the poh d 
sive themes. To correct for variation im 


the number of dreams and dream nights, 
the total number of depressive themes in 
the dreams of a patient or subject was di- 
duct of the maximu 
score possible [6], times the number 4 
dreams collected from the subject on @ 
collection nights. This was called the d 
pressive theme index.’ These ratings 0 
1 For example, if a patient had 11 dreams 
the five nights and only two categories of 
sive themes appeared in all of his dreams then 


2 
depressive theme index would be xii o 
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_ depressive themes in dreams were done in- 
_ dependently by two raters whose agree- 
ment was 90 percent. 

In addition, a frequency count was made 
to determine the rate of a) of each 
depressive theme in both depressed and 
“comparison groups. Further, the dreams of 
both groups were rated for the presence in 
the manifest content of helplessness or 
hopelessness as defined by Schmale(23).? 


SULTS 


The ten depressed patients had their 
eams collected on 48 nights of experi- 
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mental monitoring. One female patient re- 
fused to continue past the third night. For 
the entire depressed group there were 177 
awakenings from which 91 dreams were 
resulting in a percentage dream 

recall of 51 percent. The comparison group 
slept for 40 nights and had 134 awakenings 
from which there were 114 dream reports 
with a dream recall percentage of 85 per- 
cent. The process of dream forgetting or 
recall was clearly different in the two 
groups. The depressed group produced 
significantly fewer dream reports( Table 1). 
The total depressive theme index was 1.42 


TABLE 1 
Dream Recall 
TOTAL AWAKENINGS TOTAL DREAM REPORTS PERCENT 
N AWAKENINGS PER NIGHT DREAM REPORTS PER NIGHT RECALL 
5 72 29 42 1.7 58 
5 105 ` 46 49 21 47 
10 177 Avg. 3.7 91 Avg. 1.9 51 
Men (20 nights) 5 6l 3.0 54 27 89 
Women (20 nights) 5 73 3.6 60 3.0 82 
Total 10 134 Avg. 3,4 114 Avg. 28 85 


dream of helplessness from a depressed, 34-year- 
old married woman is the following: “I was try- 
ing to get across the road. I couldn't get across” 
(night #1, dream #1). 

Schmale defines hopelessness as a feeling of 
“despair,” “nothing left,” “it’s the end ;” per- 
ceived as coming from a ‘change in a relationship, 

and resulting in a self-directed desire to do ab- 

solutely nothing. The patient, feeling hopeless, 
is unable to relate even if the object comes closer 
and indicates an interest in a relationship. An ex- 

ample of such a dream of hopelessness from a 

depressed, 40-year-old married woman is the fol- 

lowing: “I was out in the country somewhere, 

I don’t know how I got there. I could see water. 

Scared feeling. I'm likely to wake up in water 
some day. Somebody put me there, that’s what 
I'm afraid of” (night #5, dream #2). 
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for the depressed group and .85 for the 
comparison group. This difference was sig- 
nificant. It appeared as an interesting trend 
that women have a higher depressive theme 
index than men, whether depressed or not 
(Table 2). 


TABLE 2 
Depressive Theme Index 


DEPRESSIVE INDEX 


DEPRESSED PATIENTS 


Men 50 

Women -92 

Total 142 
COMPARISON SUBJECTS 

Men 26 

Women oo) 

Total 85 
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TABLE 3 
Depressive Theme Frequency 


DEPRESSED PATIENTS 


DEPRESSIVE THEMES TOTAL 


|—Low self-regard 

\l—Deprivation 
\ll—Self-criticism and self-blame 
|V—Overwhelming problems and duties 
V—Self-commands and injunctions 

Vil—Escape and suicide 1 
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An examination of the frequency of ap- 
pearance of each depressive theme in the 
depressed group revealed that the category 
“escape and suicidal wishes”? contributed 
49 percent to the total score. This con- 
trasted with the comparison group, in which 
the frequency of all depressive themes was 
lower, and where there was a more equal 
distribution of depressive themes without 
the predominance of any one theme( Table 


3). 

The rating of the 91 dream reports of the 
depressed patients for indications of help- 
lessness or hopelessness revealed 27 cases 
of helplessness, 4 cases of hopelessness and 
60 dream reports which reflected neither. 
Rating the 114 dreams of the comparison 
group revealed 8 cases of helplessness, none 
of hopelessness, and 106 dreams which re- 
flected neither. Clearly, helplessness-hope- 
lessness themes appear more often in the 


TABLE 4 
Helplessness-Hopelessness Frequency 
HELPLESSNESS HOPELESSNESS NEITHER 


DEPRESSED PATIENTS 
Men 10 3 4 
Women 17 1 a 
Total 27 4 oy 
COMPARISON SUBJECTS 
Men 3 0 x 
Women 5 0 2 
Total 8 0 e 


l 


3A typical escape 
following dream 
pressed male: “I was with 
train, I was glad and 
(night #3, dream #1). 
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dreams of the depressed than the nonde- 
pressed (Table 4), with the emphasis pre- 
dominantly on helplessness. a 
When the first night of dreaming was 
compared to the last night of dreaming 
for the depressed group, no difference 
emerged as to percentage recall, depressive 
theme index, frequency of escape themes 
or on a rating for helplessness-hopelessness. 
Nevertheless, by the fifth or last night, 
four weeks later, all patients had shown 
clinical improvement and a reduction in — 
their depressive inventory score (Table 5). i 


TABLE 5 
First vs, Last Night Changes in Depressed Subjects 
Par te gd ska arii es T rd oaar 
MEN WOMEN TOTAL 
1ST—LAST 1ST—LAST 15T—LAST 
Dream recall 59%—56% 37%—39% 47%—46% 
Depressive index 42—42 84—82 126—124" 
Escape theme 3—5 4A 7—9 
Helplessness- 
hopelessness 
themes 7—2 3—3 10—5 
DISCUSSION K 


The findings will be discussed under 
three headings: 1) repression and dream - 
recall; 2) dream themes : their relationship 
to patterns of defense; and 3) depth of 
depression and change in defensive pat- 
tern. 

Repression and dream recall. The reduc 
tion in dream recall percentage in depressed 
patients could be explained on a physio- 
logical or psychological shift concurrent 
with the depressive state or by some other 
overriding but extraneous variable. 

Our finding of no difference between the 
average number of dream episodes per 
night for the depressed patients[3.7] 
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the comparison group[3.4] indicates that 
the frequency of dreaming in the depressed 
and comparison groups is not significantly 
different. This would lend support to Os- 
wald’s observation(22) that the total dream 
time in depressives is no different than 
_ that of normals, rather than to those who 
_ have suggested it is increased(14, 31). 
~ The problem then is to account for the 
_ diminished reporting of dreams in de- 
pressed patients, as the frequency of dream- 
ing is not different from normals. Our work 
_ ina previous study(27) suggested that some 
dream forgetting, at least in nondepressed 
subjects, was dynamically determined and 
related to avoiding the appearance of 
material ego alien or disruptive to the 
‘relationship between the dream reporter 
(the patient) and the dream listener (the 
experimenter who awakened the subject at 
night). Such a repressive process could 
have been occurring here. 
 Oswald(22) noted in his recording of the 
eye movements of depressed subjects that 
the frequency and intensity of their eye 
movements were diminished but not the 
total dream time. He related this to the 
work of Dement and Wolpert (13) in which 
they had observed a correlation between 
the action in a dream and eye movement. 
He speculated that the reduced frequency 
of eye movement in the depressed might 
' relate to a decreased intensity of activity 
_ in their dreams. In this context, one might 
wonder if the increased forgetting of dreams 
in depressed patients was related to a 
_ diminished intensity(motorically and af- 
fectively) of their dreams as reflected in a 
_ decrease of eye movements, Antrobus(2), 
__ however, reports that nonrecallers of dreams 
have an increased frequency of” eye 
_ movements, though shorter REM periods. 
_ She suggests that the increased frequency 
is an avoidance or looking-away phenome- 
non rather than a correlate of the action of 
the dream and that this avoidance goes 
along with the repression of the dream re- 
port. An avenue of further inquiry might 
be the exploration of the intensity of eye 
movement as a correlate of affectivity in 
dreams. 
Arieti(3) has said that the slowing of 
the thought processes in the depressed 
is a protective device to avoid the pain of 


unpleasant thoughts. If this is so, then the 
decrease in dream reporting in the de- 
pressed might be a specific example of this 
general process, a reduction of the quantity 
of dream thoughts in order to decrease the 

uantity of suffering. The dreams of the 
iepreased patients were sparse as to con- 
tent, containing few words, and were 
often rather stereotyped, when compared 
to normals. 

Schonbar(26) found dream recallers to 
be more intelligent than nonrecallers. In 
our groups, education and intelligence 
were markedly different(college students 
versus grade school graduates), and this 
may well have accounted for or contributed 
to some of the difference in recall. Further, 
the patients came from a lower socioeco- 
nomic group than the comparison subjects 
and tended to be more concrete and less 
introspective or psychologically minded. 
This also would go along with their being 
less attuned to dream recall. > 

Dream themes : their relationship to pat- 
terns of defense, The frequency of depres- 
sive themes in the dreams of the depressed 
was higher than in the comparison group 
(Depressive theme index: depressed— 
1.42; comparison group—.85). Interesting- 
ly, half of the rateable themes in the 
depressed group were in the category “es- 
cape.” (Suicide never appeared in the de- 
pressed patients’ dreams.) This suggested 
that in the depressed the dream of escape 
might be a defensive flight in fantasy, 
much like Arieti(3) conceives of the manic 
episode as àn escape into action. The escape 
at both the behavioral and fantasy levels 
would serve to avoid the conflict, of which 
the depression is a manifestation, by treat- 
ing it as something situational rather than 
emotional, from which one can then es- 
cape. 

This wish to escape may be intensified 
in our cases by the patients’ being in the 
hospital. The theme of escape as reflected 
in “going home(from here)” in our patients 
confirms the observation of Schilder and 
Hirschmann(12) of this being a frequent 
theme in melancholics. 

The increased frequency of the escape 
theme over all the others and its stereo- 
typic appearance in dreams of going home 
and going on trips suggested a narrowing 
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of the defensive-solutional range available 
to the patients. In a previous study of the 
relationship among dreams of a single 
night, we saw at times such a repetitious 
restatement of a patient's concern(21), 
when the intensity of the conflict seemed 
beyond the defensive integrative capacity 
of the dreamer. 

The frequent use of internal flight as a 
defensive mechanism raised some question 
about the role of withdrawal defenses in 
the depressed. Engel and Schmale had con- 
ceptualized depression-withdrawal as a 
protective state which comes on after the 
failure of the fight-flight defenses and is re- 
flected in feelings of helplessness and hope- 
lessness. 

Helplessness-hopelessness themes are 
clearly present more often in the manifest 
dreams of the depressed than in the non- 
depressed group. (In the depressed, 34 
percent of the dreams had indications of 
helplessness-hopelessness while only 7 per- 
cent of the comparison group's dreams 
were so rated.) However, there were many 
instances in which overlapping with the 
theme of escape occurred. Of a total of 91 
dreams reported by the depressed patients, 
54 contained either escape, helplessness- 
hopelessness or both. (Escape themes oc- 
curred in 23 dreams, helplessness-hopeless- 
ness in 14, and 17 contained both.) 

Escape as a fight-flight defense apparent- 
ly overlaps with helplessness-hopelessness 
as an indicator of the depression withdrawal 
defense. The relationship then between 
fight-flight, anxiety type defenses and con- 
servation-withdrawal, depressive type de- 
fenses is not simply beam but may 
well be overlapping and con K 

Depth af pping ond change in de- 
fensive pattern. In our efforts to study the 


relationship between the depth of depres- 
sion and defensive patterns in the depressed, 
the dreams 


we examined an 
of the first night to those of the fifth (or 
last night) to see if any € had oc- 
curred, The patients had all been hospital- 
ized and treated with imipramine; by the 
fifth or last night they had all shown clinical 
improvement an reduction of their de- 
pression inventory scores. 
Despite the clinical improvement of se 
patients, no significant change was not 
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in dream recall percentage (repression), in 
depressive theme index, in the frequency of 
the most frequent depressive theme, that 
of escape(fight-flight defenses) or in 
lessness-hopelessness themes( conse! - 
withdrawal defenses). a 

The reduction in the frequency of help- 
lessness-hopelessness _themes(conservation- 
withdrawal defenses) from the first night to 
the last night is not statistically significant 
(p=.1 to .05) but is in the predicted di- 
rection. However, the direction of change 
was positive (i.e. decreasing) in only four 
of ten cases. On the other three nights we 
found essentially the same incidence of 
helplessness-hopelessness as on the y 
night, rather than a gradual decline. 

It is of interest to see that the decrease — 
from the first to the last night does fit the: 
depression-withdrawal hypothesis of En- 
gel and Schmale. If these themes (defensive 
patterns) would decrease with further 
clinical improvement to approach an inci- 
dence more consistent with that seen in 
the comparison group, they might be a 
dream indicator of the affective and de- 
fensive state in arpon a If they did not, 
they would then be more related perhaps 
to depression proneness than to depression 
itself, 

The absence of change in dream recall 
percentage, depressive theme index or es- 
cape theme frequency suggests that clini- 
cal improvement precedes the intrapsychic 
changes one might have expected as the 
depression improved, assuming again tha 
changes in these parameters would ha 
occurred if the patients had been followed’ 
longer. This assumption would be in keep 
ing with Freud’s(17) observation that 
evidence of the psychosis continues in the 
dream after clinical remission has occurred, 
and that of Boss(12), who feels the clin 
cal remission, at least in schizophrenics, is 
never totally reflected in the dream life, 
This observation of lack of change, 
ever, cts the observations 
(11) and Bonime(10) that in depres 
subjects a close correlation exists betwe 
waking and dream behavior. E: 

Another possibility is that changes 0 
curred quantitatively which we did not pic 

since our dream indices and then 
identifications were qualitative. 
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` All of these patients received imipra- 
mine, and the possible interaction between 
the medication and the defensive state of 
the patient is not known. We have noted 
-an increase in outward-directed hostility in 
_ dreams of subjects who were given imipra- 
-mine(29). We have previously suggested 
_ that all psychotropic medication acts via 
a suppressant effect(28). This would ac- 
_ centuate any possible lag between changes 
in the overt clinical state and the intrapsy- 
_ chic defensive equilibrium of the patient. 
The issue remains unresolved. 
_ The fact that no single case moved in a 
positive direction with improved clinical 
_ State on more than two of the parameters 
_ observed is noteworthy. We may have been 
dealing with more than one kind of depres- 
sion. The phenomenological groups de- 
scribed by Grinker(20) and Friedman(19) 
probably reflect different defensive pat- 
terns and should be studied individually 
_ and not as an over-all category of depres- 
_ sion, as we did. 


_ CONCLUSIONS 


_ The most likely explanation for the de- 
_ crease in dream recall in depressed pa- 
_ tients is to see this as part of the repressive 
defensive process exemplified in the de- 
_ creased productivity of the depressed state 
and related to the interpersonal technique 
of not reporting dreams to preserve rela- 
_ tionships and to avoid the pain which ac- 
companies thinking. A physiological expla- 
nation of reduced dream time appears 
untenable. Factors such as intelligence, 
_ socioeconomic status and psychological 
= mindedness may well play a part in ac- 
counting for some of the differences in re- 
call between the depressed and nonde- 
pressed. 

The dreams of the depressed are differ- 
ent from those of the nondepressed in 
containing a greater frequency of depres- 
sive themes, especially those of escape, and 
of ideas reflecting feelings of helplessness- 
hopelessness. The dream data demonstrate 
the coexistence of fight-flight patterns 
of defense(escape themes) and those 
of conservation-withdrawal (helplessness- 
hopelessness themes ) in the depressed. 

Defensive patterns in the dreams of de- 
pressed patients (recall percentage and 


varying dream themes) are not - 
the waking clinical state, and qualitatively 
the dream lags behind the clinical state in 
indicating change. If the intrapsychic indi- 
cators do ultimately change, one might con- 
sider that the lag reflects the still precarious 
defensive integration of the patient. If so, 
decisions about recoyery and discharge 
from the hospital should take this fact into 
account. The increased frequency of help- 
lessness-hopelessness_themes(conservation- 
withdrawal defenses) at the depth of the 
depression supports a sequential and over- 
lapping relationship between these patterns 
and those of escape(fight-flight defenses). 
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DISCUSSION 


Warrer Bone, M.D. (New York, N. Y.). 
—Dreams have for many decades been used 
for understanding individual lg oa cs 
and are now being used, within and outside 
the dream laboratory, for exploring the dy- 
namics of clinical entities, Depression has 
been an especially intriguing area for such 
work. Students of depression become incre 
ingly impressed with the diffuseness of its 
phenomena and the difficulty of clustering 
these within discrete clinical categories, Bec 
one of the foremost workers in the combi 
study of dreams and depression, states : "a 
some degree of depression has been ob 
to coexist with most clinical syndromes” ( 
He also states, “. . . the high degree of 
bility that occurred when the standard nom 
clature was used precluded its utilization as d 
basis for classification . . ."(1). Also in Becks 
article “Dreams of Depressed Patients” (3) 
the statement that ". . . psychological mec 
nisms underlying the depressive sym, 
ogy may be the same. . . [for] any 
conditions where depression may be an 
ated feature...” E 
I wish to discuss the paper at hand in 
of the general implications of these 
namely: that depression is difficult to 
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q X that its symptomatology occurs diffusely across 
_ the psychiatric spectrum and that its psycho- 
_ dynamics are essentially the same wherever its 
~ phenomena are manifested. 
With regard to these dynamics, Dr. Kramer 
and his group regard them in a very different 
framework from my own. They look upon both 
the symptomatology and motivation in terms 
of “drives” and “coping devices.” I regard 
them as interpersonal practices(5, 6). Dr. 
Kramer, for example, speaks of his study’s im- 
plications for therapy by saying that “. . . the 
= crucial maneuver is to mobilize the aggressive 
fight drive in patients dominated by a passive 
flight drive.” It is my feeling that aggression, 
particularly in its implication of hostility, is 
central to the practices of all depressives and 
that this hostility is expressed punitively, stub- 
bornly, demandingly in both active and passive 
ways, Even the “hopelessness-helplessness” is 
in part an expression of the active, angry 
' depressive practice. It is an insistence upon 
being granted immunity from responsibility 
_ and is a demand for indulgence in spite of the 
_ outrageous burdens imposed upon others by 
_ the patient’s refusal to function, 

I believe that the “conservation-withdrawal” 
is also an expression of the angry, stubborn 
demand, a refusal to use one’s own abilities, 
_ often an angry aversion to being the agent of 
| another’s comfort. An outstanding feature of 
_depressives is the discrepancy between their 
capacity to function and their level of produc- 
__ tiveness. The hopelessness is in part a despair- 
| ing, dim recognition of the unhappy state they 
= must remain in until they mobilize and use 
their capacities—a thing some are so deter- 
mined to avoid that relapse or suicide is often 
the great hazard at the point of discharge 
from a hospital. The helplessness is less a re- 
- flection of the depressive’s functional incapac- 
ity, more a sensing of his impotence to manip- 
ulate those about him into fulfilling the total 
service and indulgence he demands. 

Both the anger and despair would also cor- 
respond, in noninstinctual terms, to Bi- 
bring’s(4) concept of overpowering, narcissistic 
frustration. As for masochism, while Beck(2) 
has made a valuable contribution of dream 

data in depression under this rubric, I believe 
his material, too, can be interpreted as re- 
flecting depressive practices toward others and 
the resultant unhappy consequences, rather 
than any self-directed aggressions. 

A striking feature of Dr. Kramer’s study, one 
that he emphasizes in his summing up, is the 
lag between symptomatic clearing and dy- 
namic improvement. It is something that has 
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been noted in various forms by other workers. 
Jacobson(7), for example, speaks of the spuri- 
ous transference cure, in which there is symp- 
tomatic improvement without change or deal- 
ing with basic problems. Beck(3) states that 
the masochistic dream “continued to be re- 
ported with about the same degree of fre- 
quency when the patient had recovered from 
this depression . . .” The importance of this 
finding is, I think, that these individuals who 
manifest the exacerbation we tend to label “a 
depression” pursue characteristic depressive in- 
terpersonal practices at all times, and their 
dreams continually reflect this kind of experi- 
ence. 

Furthermore, these people would not, I feel, 
show on still closer study the degree of remis- 
sion, of symptomatic clearing, that appears to 
take place. I believe the remission is only rela- 
tive, while the depressive practices remain. 
Before and after the more pronounced depres- 
sions, they have many minor depressions which 
are manifestations of the continuum of de- 
pressive behavior. These lesser depressions, oft- 
en lost sight of, are mopes and sulks, mild 
feelings of rejection, and various psychosomatic 
equivalents such as minor lethargies, anorexias 
and headaches. 

In a provocative pilot study on dreams of 
depressives, Jean Miller(8) states clearly that 
the observed group of “dream characteristics 
(of depressed patients) appear to correspond 
to some of the depressed patients’ modes of 
activity in waking life.” In my clinical experi- 
ence these modes of activity persist even 
when depression does not appear to be the 
dominant mood. Beck(3) states that “. . . pa- 
tients with cyclical depressions continue to re- 
port the masochistic dreams with the same 
degree of frequency during the symptom-free 
intervals” and also reports that they have 
“dreams of this nature long before having 
been depressed.” These observations under- 
score Dr. Kramer's sense of challenge from the 
lag between apparent symptom clearing and 
dynamic change. 

This puzzling lag points to one of the most 
important areas for study of the depressive, 
namely his psychodynamics during seemingly 
depression-free periods, There is a great need 
for comparison and correlation of his person- 
ality functioning during the so-called free and 
the patently depressive periods. 
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DREAMING SLEEP IN AUTISTIC AND 
SCHIZOPHRENIC CHILDREN 


EDWARD M. ORNITZ, M.D., 
anp RICHARD D. 


Beginning with the work of Dement and 
Kleitman(1), a cyclical low-voltage fast 
electroencephalographic pattern occurring 
during sleep accompanied by rapid con- 
jugate eye movements, decreased muscle 
tone, irregularity of heart rate, respiration 
and blood pressure and frequent twitching 
movements of the muscles of the distal 
extremities and facial expression has been 
associated in the adult human with dream- 
ing. Snyder(12) refers to this as a special 
state of consciousness called “dreaming 
sleep” and more recently Hodes(5,6) has 
suggested calling it simply “dreaming.” 
Because schizophrenic patients report cog- 
nitive and perceptual experiences similar 
to normal dreaming, these studies have 
been extended to adult schizophrenic sub- 
jects(3,4), Data are becoming available on 
the dreaming sleep phase in normal child- 
ren(11), and we have reported on dream- 
ing sleep in a pair of 5-year-old autistic 
twins(9). The present report extends that 
study to include data on dreaming sleep 
from a total of seven autistic and schizo- 
phrenic children in a wider age range. 


METHODS 
Subjects. The subjects for this study were 
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13 children between the ages of 5 years, 
2 months and 12 years, 6 months. Seven 
were diagnosed as cases of either early 
infantile autism as defined by Kanner(7) 
or childhood schizophrenia, and six were 
nonpsychotic children, Diagnoses were 
made after extensive investigation over 
many. months on the UCLA Division of 
Child Psychiatry Inpatient Service. In no — 
case was there clinical evidence of organic 
brain dysfunction. In one case (Case 5) 
there was a history of possible birth trauma 
and paranatal anoxia. 

All subjects had a routine clinical elec- 
troencephalographic examination prior to 
the study. No EEG abnormalities were re- 
vealed in any of the psychotic children. 
The subjects had not been on any medica- — 
tion affecting the central neryous system for 
at least one month prior to the study. The 
nonpsychotie children included one child 
with a diagnosis of adjustment reaction of 
childhood, the normal identical twin of one 
of the psychotic subjects and four children 
being studied for enuresis. None of these 
six children manifested autistic or psychotic — 
behavior or thought disorder. The first of” 
these six had a “mildly abnormal” clinical — 
electroencephalogram. The other children 
had normal clinical EEGs. 

Procedure. The children were adapted to 
the laboratory for two successive nights 
immediately prior to the actual night of 
all-night recording. On these nights 
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were familiarized with the surroundings 
and procedures, all leads were applied, 
and they were put to bed in the laboratory 
by the same personnel who studied them 
on the experimental night. Recording was 
_ done on a Grass electroencephalograph run 

continuously at 30 mm per second. The 
_ electroencephalogram was recorded from 
either eight leads, paired scalp to scalp, 
= covering the entire cortex bilaterally and 
two frontal leads paired scalp to vertex, or 
from four leads, paired scalp to scalp, 
- covering the cortex unilaterally. Eye move- 
_ ments were recorded from leads placed at 
each outer canthus. Body movement was 
recorded from movement artifact and mus- 
cle potential appearing on the electro- 
= encephalogram. Heart rate was recorded 
from a chest lead. Eye movement and body 
_ movement were verified by frequent direct 
_ observation of the sleeping child throughout 
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the night. Submandibular muscle potential 
was recorded successfully in a few of the 
children. 3 4 

Analysis. The continuous all-night record 

was divided into successive five-minute 
periods during which the following meas- — 
urements were made: 1) EEG stage, 2) © 
number of eye movements, 3) body move- — 
ments, 4) heart rate and 5) heart rate ` 
irregularity. The electroencephalogram was 
staged according to the criteria used by 
Roffwarg, et al., in their study of dreaming 
sleep in normal children(11). Eye move- 
ments were recorded as the number of 
movements counted during a five-minute 
period. Body movements were measured 
by movement artifact and muscle potential 
appearing on the record and rated on — 
a scale of zero to five, with five indicating 
more than 50 percent of the record in- — 
volved. The pulse irregularity index was 


TABLE 1 
Sleep Measurements of Seven Psychotic Children 
CASE 1 2 3 4 sy 6 7 
k EARLY EARLY EARLY CHILDHOOD EARLY CHILDHOOD CHILDHOOD 
DIAGNOSIS INFANTILE INFANTILE INFANTILE  SCHIZO- INFANTILE  SCHIZO- SCHIZO- 
AUTISM AUTISM AUTISM  PHRENIA = AUTISM*  PHRENIA  PHRENIA 
Age on night of study, 
yrs.-mos. 5-2 5-2 54 7-8 9-1 10-3 12-6 
Sex M M M f F F F 
Total time asleep, minutes 594 482 457 554 520 554 527 
= Total awakenings, minutes 3 3 0 13 87 28 68 
F Actual time asleep, minutes 591 479 457 541 433 526 459 
k Time from. sleep onset to 
Á onset of dreaming sleep 
period, minutes 
Ist 175 120 85 155 190 195 140 
2nd 285 175 165 215 265 285 260 
3rd 410 285 235 300 445 385 325 
4th 520 390 340 370 505 450 435 
5th 475 390 445 545 520 
6th 554 
Duration of dreaming sleep 
period, minutes 
Ist 18 9 12 2 6 25 14 
2nd 59 19 12 20 29 12 3 
3rd 44 42 42 22 17 15 32 
4th 38 21 12 24 17 40 38 
5th 8 40 57 22 7 
6th 4 
Total dreaming sleep time, 
minutes 159 99 118 129 69 114 94 
Sleep time spent in dream- 
ing, percent (mean, 22.2) 26.9 20.7 25.8 23.8 16.0 21.7 20.5 


* See text regarding diagnostic question in this case. 
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computed according to the method used 
by Snyder and associates(13), excluding 
any 20-second interval in which body 
movement was scored two or greater. 
(Body movement scores of one did not 
influence the heart rate. ) 


RESULTS 


The seven psychotic children (see Table 
1) slept between 457 and 594 minutes on 
the nights studied. Four of the children 
awoke during the night for significant 
periods of time, varying from 13 to 87 
minutes, The first dreaming sleep periods 
occurred between 85 and 195 minutes after 
sleep onset and varied in duration from 2 
to 25 minutes. In all cases except Case 3 
and Case 5, the first dreaming sleep period 
had associated rapid conjugate eye move- 
ments. In these two cases, these episodes 
were defined as dreaming sleep because 
of the concurrence of all other signs of 
dreaming sleep, i:e., loss of submandibular 


TABLE 2 
Sleep Measurements of Six Nonpsychotic Children 
“CONTROL 2 3 4 5 
DIAGNOSIS NORMAL ENURESIS ENURESIS ENURESIS 
REACTION 
Age on night of study, yrs.-mos. m A A ey ‘4g 
Sex 
Total time asleep, minutes ” m p sip be 
Total awakenings, minutes 
Actual time asleep, minutes 530 502 518 430 481 
Time from sleep onset to onset 
of dreaming sleep period, 
minutes 
35 185 165 207 
Fy is 280 361 264 332 
ard 270 365 446 ua 390 
4th 330 470 431 mH 
5th i 
6th 
Duration of dreaming sleep 
period, minutes u 13 4l 16 42 
Ist 10 20 47 27 23 
and 14 46 15 26 21 
on 2 38 31 3 y 
st 1 
6th 
Total ee sleep time, 5 u7 134 2 104 
Sleep time spent in dreaming, 179 233 269 168 216 a 


o yy . in p r 
ea T N eee ae —< | lS 


7 = Kh r 
[Z, EDWARD R, RITVO AND RICHARD D, WALTER 


muscle tone and presence of increased p 
rate and irregularity. The time of o 
and duration of subsequent 
periods are indicated in Table 1. 
total time spent in dreaming sleep d 
between 69 and 159 minutes. The percent- 
age of sleep time spent in dreaming sleep, 
taken as the percentage of time a ly 
asleep, averaged 22.2 and varied from 16.0. 
to 26.9. Onheiber, et al. found a similar 
percentage of dreaming sleep time in pro- 
mazine-sedated schizophrenic children(8). 
Figure 1 charts the total night’s sleep for 
Case 3. It is typical for all of the children’ 
studied and indicates the cyclical pattern — 
of stage I EEG, the increase in pulse rate 
and irregularity and the degree of eye 
movement density associated with dream- 
ing sleep. In those cases in which it was 
possible to obtain submandibular muscle 
potential throughout the entire night, the 
recorded muscle tone was consistently ~ 
reduced during the dreaming sleep periods. 
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FIGURE 1 i 
_ Case 3. Cyclical Activity of EEG, Conjugate Rapid Eye Movements, Chin Muscle Tone, Gross Body Movement, Pulse 
Rate and Irregularity during Uninterrupted Sleep 
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_ DISCUSSION 


These results can be compared with the 


control data presented in Table 2 and with 
_ the recent study of normal children by 


Roffwarg and associates(11); the latter 
noted that in the 5- to 13-year-old age 
group of normal children “18.5 percent of 
the sleep time [is] occupied by REM 


= periods.” They indicate that there is sub- 


stantial night-to-night and subject-to-subject 
variability and that their results include 
first night effects which may have intro- 
duced a reduction in dream time percentage. 
They state that in adult subjects, at least, 
there is a significant reduction in dream 
time percentage during the first night in 
the laboratory. Our results, while slightly 
higher than those of Roffwarg and asso- 
ciates, did not include “first night effects.” 
Therefore, the minimal difference between 
their normative data and that presented 
here is not likely to be significant. 

Another parameter to be considered is 
the effect of spontaneous awakenings. It 


; 
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has been suggested that spontaneous awak- 
enings during the night, if prolonged, may 
reduce the percentage of sleep time spent 
in dreaming because of the fact that 
following awakenings there is a tendency 
for a period of nondreaming sleep to inter- 
vene(10). While prolonged awakenings did 
occur in our Cases 5, 6 and 7, it was noted 
that following a very brief period of de- 
scending stage 1 sleep after the awakening, 
the children might lapse almost immediate- 
ly into typical dreaming sleep. Therefore, 
this factor probably did not significantly 
affect the results, 

The small number of subjects studied 
and the known night-to-night variability in 
dreaming sleep time preclude a formal 
statistical analysis. However, the closely 
overlapping range and similar mean for 
dreaming sleep time in the psychotic and 
in the nonpsychotic children suggest that 
dreaming sleep time is not a significant 
parameter for differentiating psychotic from 
nonpsychotic children. Our data together 
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with that of Roffwarg and associates in- 
dicate that there is no significant differ- 
ence in the percentage of sleep time spent 
in dreaming in schizophrenic and autistic 
children as compared to normal children 
and to children with nonpsychotic behavior 
disorders in the same age range. 

Three of our cases were twins. Cases 2 
and 3 represent classical clinical examples 
of the syndrome of early infantile autism 
as defined by Kanner(7). These monozy- 
gous twins were reported as Twin A and 
Twin B in an earlier report(9) and are 
concordant for early infantile autism. The 
literature on early infantile autism in twins 
was reviewed to August, 1963 by Vail- 
lant(14). He found six pairs of identical 
twins concordant for early infantile autism. 
He also found one case in which “probably 
homozygous twins” were discordant for 
early infantile autism. Our Case 5 and 
Control 2 are monozygous twins clearly 
discordant for childhood psychosis.* Clini- 
cally, Case 5 is a nine-year-old girl who 
has been intensively studied at two re- 
search-oriented institutions. She has been 
diagnosed as an autistic child, although 
she impressed observers as being somewhat 
different than more classical cases of early 
infantile autism. In addition, there is a 
history of a difficult delivery of these twins, 
one of whom suffered considerable para- 
natal anoxia, according to the birth record. 
Therefore, it may be that the psychotic 
twin in this case suffered from brain damage 
due to paranatal anoxia. The question of 
organic insult to one twin was considered 
by Vaillant, It is germane to the considera- 
tion of this case, and we do not consider 
it an exception to the observation that 
proven monozygotic twins are concordant 
for early infantile autism. \ 

Recently White and associates (15) 
studied EEGs of a large group of children 
with the diagnoses of early infantile autism 
and childhood schizophrenia. Their diag- 
nostic criteria and ours are similar. White 
and associates in this careful study re- 
ported that 58.6 percent of the autistic 

1 Monozygosity was determined by blood typing. 
The first twin pair was Rh, C, D, e, M, el ee 
and P positive and E, c, Fy*, N, and Kell Senay 
The second twin pair was C, D, c, P, Fys, an 
M positive and E, K, and N negative. 


children and 45.5 percent of the schizo- 
phrenic children had abnormal EEGs, They 
suggested that if records were taken over 
a longer period of time, such as during 
all-night sleep monitoring, a greater per- 
centage of abnormal findings might be 
demonstrated. 

Our seven subjects slept spontaneously 
from seven and one-half to almost ten 
hours. During this time we were able to 
find no instance of focal slowing, focal 
spikes, paroxysmal spikes and waves and 
paroxysmal spikes and waves with inde- 
pendent spikes as found in the White study. 
We have no definite explanation for this 
failure to find EEG abnormalities other 
than the fact that the children in the 
White study were sedated with promazine. 
Although evidence was presented to indi- 
cate that promazine in the dosage used 
had no specific effect on the electroencepha- 
logram, i.e., none of their 13 control 
subjects had abnormal records after being 
given promazine, it may be that promazine 
activated an EEG abnormality in the psy- 
chotic children which was not there in the 
normal children. Our own sample is rela- 
tively small, and there is indication that 
we should run more prolonged sleep studies 
on autistic and schizophrenic children to 
look for evidence of EEG abnormality. 

In a previous paper(9), we commented 
on Dement’s(2) suggestion that mental 
stability may be dependent on the presence 


of the dreaming stage of sleep. The present — 


results confirm our previous statement that — 


the wake-sleep-dream cycle can be present 
in normal pattern and duration in children 
with severe developmental, thought and 
affective disturbances. This is consistent 
with the results of Feinberg and asso- 
ciates(3, 4), who demonstrated similar nor- 
mal patterns in adult schizophrenics. There- 
fore, while sufficient dreaming time may 
be necessary to protect mental stability 
in the normal person, the quantitative 
integrity of the dream state does not neces- 
sarily protect the individual against the 
development of a psychotic disorder. How- 
ever, the possibility remains that there are 


qualitative or functional differences in this 


ecial biological state of consciousness in 
E subjects which more refined 
techniques may reveal. The clinical simi- 
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larity between the cognitive and perceptual 
experiences in schizophrenic subjects and 
in normal dreaming suggest that a further 
search for a relationship between the bio- 
logical state of dreaming and schizophrenia 
is justified. 


SUMMARY 


Seven psychotic children in the diagnos- 
tic categories of early infantile autism or 
childhood schizophrenia and six nonpsy- 
chotic children were studied during total 
nights of spontaneous sleep. The electro- 
encephalogram, eye movements, heart rate, 
heart rate irregularity and submandibular 
muscle potential were recorded. The autis- 
tic and schizophrenic children showed a 
similar patterning and percentage of sleep 
time spent in dreaming to the nonpsychotic 
subjects and to that reported for normal 
children of the same age. They also showed 
the concurrence of several components of 
the dreaming sleep state, particularly de- 
creased submandibular muscle tone and 

increased heart rate and heart rate ir- 
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MIND CULTURE 


If I had my life to live over again, I would have made a rule to read some poetry and 
listen to some music at least once a week; for perhaps the parts of my brain now 
atrophied would thus have been kept active through use, The loss of these tastes is a loss 
of happiness, and may possibly be injurious to the intellect, and more probably to the 
moral character, by enfeebling the emotional part of our nature. 


—Crartes Darwin 


THE REACHES OF INTRAPSYCHIC CONFLICT 


JACOB A, ARLOW, M.D. 


To discuss intrapsychic conflict at a 
_ panel devoted to “Conflict and its Relation 
~ to World Events” seems almost anachronis- 
tic. Methods have already been devised 
for exterminating millions of human beings, 
methods so refined and so efficient that 
the entire process can be automated by a 
simple electronic command prerecorded 
on magnetic tape, No promise of individual 
glory, no aura of mass excitement can 
hover over the prospect of any future war. 
© Heroism, dedication, self-sacrifice and the 
inner triumph over fear and doubt—the 
very qualities which contribute so often 
to personal pride, to nobility and to fool- 
hardincss—all of these add up to nothing 
in the reality of modern warfare. Yet in 
the face of this simple truth, there are 
many who still contemplate warfare as 
a means for solving international conflict. 
At the same time a numbing awareness 
confronts us that conflicts between nations 
cannot or will not be resolved within the 
foreseeable future, 

With these considerations before it, the 
panel has decided to concentrate on the 
role of conflict in human behavior and 
how it can be managed. The plan ap- 
parently is to begin with the study of 
conflict. within the smallest. unit, the 
individual, and to proceed to consider con- 
flict in progressively larger social units, 
culminating in the conflicts among 
governments and nations. 

A number of assumptions seem to be 
implicit in the plan of or tion. Cer- 
tain questions pose themselves as a result, 
e.g., is international conflict a by-product 
in the aggregate of intrapsychic conflict ? 

Is international conflict—war—an avoid- 
able expression of something inherent in 
the nature of each individual man ? Is intra- 
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psychic conflict the typical state of mind of 
the individual ? If so, how does he learn to 
live with it? And finally, if continuing côn- 
flict is the anticipated state of affairs among 
nations, can we learn something from how — 
intrapsychic conflicts are resolved which — 
hopefully could be applied to social units 

of major dimension ? This will be the focus 

of this contribution. y 

It is fitting that the task of dealing with 
intrapsychic conflict was assigned to a 
psychoanalyst, Ernst Kris once defined psy- 
choanalysis as human nature seen from 
the viewpoint of conflict. Psychoanalysis 
regards intrapsychic conflict as an inexor- 
able quality of the human condition. The 3 
inevitability of intrapsychic conflict is 
rooted in man’s biological nature and in the 
fact that he is also a social being. What is 
uniquely characteristic of man is that both 
of these aspects of his being find representa- 
tion in the continuity of his mental life 
and after a while become inextricably 
interwoven. How this takes place will be 
discussed presently. 

Intrapsyċhic conflict develops out of the 
matrix of biological contradiction. The 
newborn human infant is helpless and 
utterly dependent. By himself he can do 
nothing to get rid of the unpleasant and 
painful sensations which he must experi- 
ence in connection with physiological 
needs and the ordinary vicissitudes of life, 
There is an innate tendency for the im- — 
mature mind to withdraw from experienc- 
ing pain. This tendency perhaps may be 
related to yarious forms of “riddance — 
reflexes” which man has in common with — 
lower forms of life. { 

In any event, there is a predisposition — 
to render whatever is painful or unpleas- — 
ant, alien, foreign, not a part of the self, — 
eventually something to be eliminated, 
This, one may say, is the prot | 
enemy and the attempts to deal with it 
may. be the forerunners of the process of 
projection. Misconceptions of this sort, 

ively reactivated in later life, play 
a role in the origin of prejudice and contrib- 
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ute an important part to the formation of — 


certain paranoid delusions. The archaic 
survival of the notion that what is painful 
is alien may be traced in the thinking of 
most people. It would not be too difficult 
to show, for example, how illness is re- 
garded as a hostile, alien intrusion while 
death is seen as an act of murder. 

The long period of helplessness at the 
beginning of life is the biological snare in 
which the individual is grasped’ and 
drawn along the road to socialization. The 
adults who care for the infant do more 
than guarantee his survival. They protect 
him from pain and also become important 
sources of pleasure. In them the individual 
finds the prototypical friends—allies against 
pain and, as he discovers later, supporters 
in the face of danger. The quality of this 
early relationship is at first undefined. It 
is associated with a sense of oneness, of 
unity, of identity; only gradually does the 
feeling of a separate self emerge. This 
sense of identity with others is never over- 

~ come entirely. It is easily revived later in 
life. It is an essential element in all group 
formation. 


TRANSMISSION OF HUMAN NATURE 


A bond of attachment which is specifi- 
cally human develops towards early objects. 
It has no precise counterpart in the entire 
animal kingdom. By means of this tie, 
the extraordinary biological endowment of 
man can be influenced by the human en- 
vironment to an unparalleled degree ana 
the psychic structure of the individual can 
be molded, within limits, in consonance 
with the various hierarchies of adaptation 
required by the society into which he is 
born. Thus, what is commonly called 
human nature can be transmitted from 
generation to generation. 

The family unit or its equivalent is the 
first and main instrumentality through 
which this process is accomplished. To the 
family falls the responsibility of causing 
the distillate, the fundamentals of the ex- 
perience of the social group, to be in- 

corporated into the mind of the child. The 
macrocosm, which is society, establishes 
its representation within the microcosm, 
which is the individual. The most promin- 
ent psychological mechanism by which 


this transformation is achieved is identifica- 


tion. The intrapsychic representative of the 
human environment draws its strength, 
among other sources, from two very power- 


ful affective forces, the love for and fear ~ 


of parents.(The term parent is to be under- 
stood in the broadest sense and may apply 
to anyone who occupies a comparable 
position in the infant's life. ) 

Let us pause to examine in greater depth 
the implications of some of these state- 
ments, for they bear directly upon the 
problem of intrapsychic conflict. The very 
notion of civilization signifies an opposition 
to, a curbing of, certain primitive (child- 
ish) tendencies in each individual. Social 
organization is impossible if the behavior 
of most of the people in the group cannot 
be predicted, within limits, by the other 
members of the group. Accordingly, the 
mental structure of the individuals who 
make up a society has to be developed 
along lines consistent with the main inter- 
ests, aims, ideals and goals of that society. 
Different societies encourage some forms of 
behavior, discourage others. The patterning 
or emphasis varies from culture to culture, 
but there are nonetheless a number of 
impulses whose expression in action no 
community can condone. This applies to 
the exercise of physical violence in the 
extreme upon the person of others and to 
the prohibition of certain sexual activities. 

It is irrelevant to our present discussion 


whether these trends are innate, inherited, 


tendencies or whether they spring from 
frustration early in life. In either case, 
aggressive and sexual impulses conflicting 
with the interest and welfare of the com- 
munity arise. These impulses have to be 
controlled. It is not the nature of the 
impulse itself which is of significance but 
rather the social consequences of the ex- 
pression of the impulse. As a rule the more 
complex the society, the more extensive are 
the possible social consequences of indivi- 
dual action. The organized society is one 
of the real elements which are constant 
and principal contributors to intrapsychic 
conflict. 

A society cannot maintain itself by per- 
sistently directing external force or con- 
trol against each one of its members. It 
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is required that an agency be established 
within the mind of each individual, an 
agency or set of functions in the mind 
which will rise in opposition to (will be- 
come involved in conflict with) other 
mental impulses and tendencies. That the 
human psyche can be so transformed is 
a notable attainment. It represents a hard- 
won victory over man’s primitive nature, 
a victory attained after ages of social 
evolution and which, unfortunately, must 
be reattained in each generation by the 
renewed civilizing of every newborn human 
animal. 

In different ways, through affection, 
punishment, threats and rewards, the adults 
indicate their opposition to certain forms 
of behavior and their approval of others. 
If they succeed in their pedagogical ef- 
forts, the child becomes like them; it 
imitates them; it identifies with them. The 
range of possible identifications is wide 
indeed and the period for effecting identifi- 
cations extends at least through adoles- 
cence. The capacity to effect identifications 
is one important measure of the educability 
of the individual. When the educative 
process has succeeded, the external op- 
position of the adult world to undesirable 
trends in the individual is replaced by a 
persistent, internal opposition within the 
individual; what had been experienced as 
a series of interpersonal conflicts is now 
experienced as an intrapsychic conflict. 

It is of great moment to the community 
that conflicts be contained within the limits 
of the individual psyche. The impact of 
the educational process favors autoplastic 
as opposed to alloplastic changes. For the 
individual this process may eventuate in a 
nagging sense of dissatisfaction and dis- 
content which is never completely over- 
come. Freud(1) thought that happiness 4 
fundamentally incompatible with civiliza : 
tion. The truth is that the primitive and 
childish tendencies of the individual an 
never fully mastered. In some form de 
persist without change into adult life. Other 
forms, seemingly mi are camer 
erupt whenever conditions are favora e 
or when the balance of intrapsychic i 
is upset. Residues of the eee E ; 
untamed passions of the mind can be dem- 


eats Mt JACOB A. ARLOW j 


onstrated in clinical experience not only in 
patients who are deeply disturbed but also 
in individuals whose manifest behavior con- 
forms in all respects to the range of 
acceptable social adaptation. Y 

A further contribution to intrapsyc! 
conflict arises from the very agencies which 
social experience has created in the mind. 
The censoring, punitive and exhortative | 
functions are established when the individ- 
ual*is still young and when his ability to 
make subtle moral differentiations is rela- 
tively undeveloped. Consequently, the qual- 
ity of these functions is characterized by the | 
distortions, exaggerations and vehemence 
typical of the immature mind. 

Under the circumstances one well may 
ponder how it is that the fabric of so- 
ciety actually holds together at all. The 
fact is that it does, and one may say it 
does so rather well. The price for the 
advantages which accrue from community _ 
living may be a heavy one as far as specific 
individuals are concerned, In the main, 
man has learned how to live with his 
intrapsychic conflicts, While the mind 
never succeeds in eliminating most con- 
flicts, it nevertheless has devised many 
methods for resolving these problems, 
methods by which existence may be rend- 
ered tolerable if not ecstatically pleasur- 
able. It is to the consideration of these 
methods that we shall now turn, 


RENUNCIATION 

The fundamental method for resolving 
intrapsychic conflict is renunciation. Tend- 
encies which are incompatible with the rest 
of the psyche or in contradiction to adapta- 
tion are given up, surrendered. The morë 
mature portions of the mind come to 
regard such tendencies as useless, outdated, 
dangerous, selfish and unworthy of the 
individual. Aims of this type lose their 


appeal. They are divested of their dynam- 
ic pulsion towards gratification. Renoune= 
ing outmoded residues of the past, the 
psyche is correspondingly enriched. Man 


in 


of its resources are no longer bound up 
the fruitless task of containing confl 
ridden situations. 

Renunciation may not be the most com 
mon method for resolving conflicts; it is, 
however, the most definitive one. What 
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_ most important for us in our deliberations 

is the fact that it does happen, that it is 
_ possible. It demonstrates that at least with- 
in the individual, undesirable residues of 
the past may be mastered by progressive 
development and rationality. It also dem- 
onstrates that what at one time constituted 
_ a burden of effort can be mastered ulti- 
mately with ease. Conflict gives way to 
_ autonomous functioning(3). It is in fact 
_ a general principle of psychic function that 
out of successful resolution of conflicts, 

development is enhanced and new modes 

of adaptation and gratification are ac- 
quired, If conflict is an inevitable aspect 


of man’s condition, it is also a spur to 
achievement. 

One cannot avoid at this point noting 
an analogy to conflicts of interest which 
exist among nations. It does not follow 
_ at all that the resolution of these conflicts 
must be a regressive, destructive one. The 
study of intrapsychic conflicts in man 
testifies eloquently to his capacity to re- 
solve conflicts in a progressive, constructive 
fashion. 

The usual methods for controlling intra- 
psychic conflict are to be found in a com- 
bination of techniques which merge into 
each other, In a general way these may 
be subsumed under the headings of trans- 

formation and displacement. The specific 
expression of primitive aims may be 
_ changed in a manner which renders them 
compatible with the rest of the psyche. The 
propensity to conflict is correspondingly 
reduced. The total effect of these tech- 
niques constitutes partial renunciation of 
self-centered primitive impulses. The 
touchstone of this process is the subjuga- 
tion of primitive trends by the rational 
control of the ego. 

It will be convenient to approach this 
aspect of the problem of conflict from a 
study of fantasy. Fantasy is a type of 
mental functioning which is practically 
constant. It operates at various levels of 
consciousness, Through fantasies it be- 
comes possible for aims and impulses 
which cannot be reconciled with the rest 
of the mind to find some form of substi- 
ute expression, These substitute expres- 
ions demonstrate the effects of compromise 


among the different agencies of the mind. 
The effect of such compromise is to re- 
duce the danger of potential conflict to the 
level of innocuous thought. This is done 
by altering the specific representations of 
the wish as expressed in the fantasy. There 
is a wide spectrum of such representa- 
tions, ranging from the archaic and danger- 
ous, which give rise to disruptive conflict, 
to the most highly constructive and origi- 
nal, which are conflict-free. Studying the 
hierarchy of fantasies in the life of the 
individual, one is struck by the plasticity, 
the variability and the inventiveness which 
the mind can exercise in transforming 
what was conflictual and threatening into 
what may be adaptive and creative. 

How are these transformations accom- 
plished? The impulses which can give 
rise to conflict are not renounced. By 
changing the context of their expression, 
the mind can effect a change of function. 
The quality of the action involved is 
disguised, distorted and altered, while at 
the same time the object and the direction 
of the impulse are changed. The importance 
of these thoughts resides in the following. 
The impulse has not been eliminated. Its 
specific manifestations have been changed. 
By these changes, thoughts, wishes and 
behavior can be made to conform with psy- 
chic integration and with adaptive social 
relations. 


THE ROLE OF FANTASY 


The gratification which accrues by way 
of the discharge of potential conflicts in 
the form of acceptable fantasy has a 
stabilizing effect not only upon the balance 
of intrapsychic forces but also upon the 
integration of the individual with society. 
The conditions of life lead to frustration, 
intensifying the demands of one or more 
of the mental agencies which participate 
in conflict. Through dreams, gratification 
in fantasy is attained. The debt of diurnal 
frustration may be paid off in the coin of 
nocturnal fantasy. Our dreams by day and 
by night reconcile us to our civilized frus- 
tration and, for a brief moment, diminish 
the intensity of intrapsychic conflicts, The 
same applies in much greater measure to 
the institutionalized forms of shared day- 
dreaming which literature, drama and 


1965] ` 


other forms of artistic experience make 
possible. 7 

This statement deserves amplification. It 
illustrates how the individual begins to 
involve the environment in his efforts to 
master intrapsychic conflict. Literary crea- 
tions are usually based on fantasies com- 
mon to members of the society. (The same 
is true of myths.) The poet transmutes 
such fantasies, which are also his own, 
into a form which evokes pleasure and is 
compatible with the ideals of the com- 
munity as well, The poet elaborates a 
ready-made daydream for the audience, 
thus sparing the individual members the 
task of creating their own. The form and 
content of the poetic work enable each 
individual to project onto it his own fantasy 
wishes. He can experience without guilt 
a vicarious, if disguised, gratification of 
impulses usually associated with conflict. 
The members of the audience become a 
group, temporarily united by the bond of 
common need, Group participation amounts 
to mutual exculpation(4). 

All of life may become the stage or 
screen onto which fantasies may be pro- 
jected. The inner world of fantasy may 
be projected onto the world of 
interpersonal relations. In severe disturb- 
ances the environment may be misinter- 
preted, provoked or abused in terms of 
intrapsychic conflicts. This constitutes an 
aspect, perhaps the most important one, 
of psychosis. Psychosis, however, is a 
special and extreme example of the projec- 
tion of fantasy. It is the opposite pole 
of the process which occurs in the group 
enjoyment of artistic creations. The sus- 
pension of disbelief is a constant concomi- 
tant of the literary experience and the 
experience, furthermore, does not culmi- 
nate in action. 

The institutions of society and the 
realistic conflicts associated with them are 
instruments which lend themselves read- 
ily to the acting out of intrapsychic 
conflicts, I use the words “lend them- 
selves” advisedly, for this reason. It would 
be a mistake to maintain that social in- 
stitutions—especially war—originate as pro- 


jections in the aggregate of intrapsychic 
i exists but so does re- 
conflicts. Fantasy eae ohne 


ality. Social institutions 
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munal need and tradition. They have a 
history and purpose of their own, Their 


operation reflects the social ls they — 
serve. The organization and goals of these 
institutions are so complex as to trans- 
cend in their communal significance the — 
meaning or uses to which they may be 


put by individuals, 
The varieties of social institutions, more- 
over, enable the individual to select 


social roles to serve as outlets for intrapsy- 
chic conflicts beyond the obvious realistic 
considerations which enter into the choice 
of a social role. In such instances the social 
role is selected in keeping with the solution 
of conflict evolved by the individual in 
thought or fantasy. The impact of the ~ 
social role stems neither from the under- 
lying impulse nor from the nature of the 
conflict. The mind, it has been shown, — 
knows of many different ways to trans- 
form the pressing demands of intrapsychic 
conflict. What is crucial is the realistic 
consequences which follow from the exer- — 
cise of a particular social role, 

In other words, even where projection 
plays an important part in the selection of 
a particular activity, judgment has been — 
exercised in the process. This judgment — 
at some time was conscious, mobilizing 
the rationality and learning which the — 
human mind is capable of acquiring, ‘This 
point is often lost in discussions of intra- 
psychic conflict. It must always be re- 
membered that the final executory agency 
of the mind has available to it the as- 
sessment: of reality, the counsel of other | 
minds, the lessons of experience, These 
forces cannot influence the resolution of 
conflicts which remain unconscious. A 
choice, however, is possible in dealing — 
with the derivative manifestations of un- 
conscious conflicts. Contrary to opinion 
widely and mistakenly held, reason does 
play some role in the resolution of intra- 
psychic conflict. In situations where intra- 
psychic conflict is not mastered su A 
mental disorders may ensue. It is neverthe- 
less possible to demonstrate, even in 
mental disorders, a persistent attempt to 
come to terms with reality and to : 
intact the precious ties to objects. 
autoplastic nature of psychoneurosis is í 
token of this process. 
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The individual may align himself with a 
social group or a cause for reasons which 
derive both from practical considerations 
and also from a need to discharge inner 
conflicts. Common experiences and common 
conflicts may stimulate masses of the 
community to unified action and in this 
way influence the course of history. The 
dimensions of such forces have in the 
past not been given a sufficient weight 
in the writing of history(5). This is a 
point at which psychoanalysis may be able 
to offer some insights into the growth 
and development of popular movements. 


POWER OF THE GROUP 


There are a number of ways to demon- 
strate how the power of the group intrudes 
itself into the realm of intrapsychic con- 
flict. What the community has prohibited 
in the individual it may abrogate in the 
mass. The very methods and institutional- 
ized pressures which were used to create 

a representative of the moral will of the 
community within the psyche may at 
other times and under other circumstances 
be used to negate the effects of that will. 
To give a specific example, the organized 
society, as a rule, regards it as maladaptive 
if an individual, having been conditioned 
all his life to abhor the act of murder for 
private interest, is unable to commit murder 
in the national interest. The wars of religion 
demonstrate how the strictures of individ- 
ual conscience may be abrogated for the 
sake of the “group conscience.” 

These considerations are striking and for 
us an important demonstration of the 
power of the organized community and its 
leaders over the individual. This power can 
intervene in intrapsychic conflict and sway 
the balance of forces in pursuit of its own 
ends. Those who argue that war is an 
inevitable consequence of the impact of 
intrapsychic conflict upon the community 
must take this observation into account, 
The community is far from helpless vis-a- 
vis the effects of intrapsychic conflicts over 
aggression. If it can influence the balance 
of intrapsychic forces in one direction, there 
is no reason to suppose that it cannot do 
so in the opposite direction. It often does 

so, There is no reason to suppose that the 

community's psychological resources cannot 


be organized to influence individuals for 
peace and constructive work as effectively 
as for war and destruction. This is a problem 
of moral leadership and commitment. 

There is abundant evidence to demon- 
strate how leaders may sway large masses 
of society who are in a receptive state of 
mind as a consequence of unresolved 
intrapsychic conflicts. Consciously or in- 
tuitively, such leaders wield enormous 
influence by presenting themselves or 
their program as an actualization of some 
widely entertained unconscious fantasy(2), 
How unconscious factors influence the 
formation of groups, making possible their 
exploitation, for better or for worse, is a 
subject which deserves intensive psycho- 
analytic study. 

Let us summarize what we have said 
about the resolution of intrapsychic con- 
flicts. It must be borne in mind that the 
variety of methods for resolving such 
conflicts seem to be enormous when com- 
pared to methods available for resolving 
conflicts among larger social units, For the 
sake of intrapsychic harmony, realistic 
adaptation and beneficial interaction with 
others, the mature individual is prepared 
to renounce a large degree of personal 
advantage, direct gratification and selfish 
interests. He accepts the will of the 
community and makes it identical with his 
own. Beyond that, he experiences inner 
tension when he is unable to resolve the 
contradictions between the two. Through 
the process of renunciation, certain forces 
are freed from the burden of conflict, mak- 
ing possible constructive work, enriching 
relationships and creative effort. When full 
renunciation cannot be achieved, com- 
promises are worked out. Immature goals 
which may not attain full satisfaction are 
replaced by substitute formations which 
minimize or abolish conflict. Experience, 
reality and the organized community are 
all taken into consideration at some point 
in the process of managing conflicts. What 
is striking about the integrative capacity of 
the human mind is the rich range of 
the substitutions, transformations and dis- 
placements. The psyche characteristically 
employs any element or situation for the 
purpose of managing conflict. 

For every method outlined above for 
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resolving intrapsychic conii one should 
be able to find a counterpart in grou; 
conflicts. How to achieve teroational 
harmony and adaptation, how to induce 
nations to accept realistic renunciation and 
to agree upon compromise or substitute 
formation which will minimize or abolish 
conflict is once again a matter for states- 
manship and education, Regarding the 
latter, psychoanalysis has already revealed 
a great deal about the forces which tend 
to foster successful resolution of conflict. 
National and racial prejudices and un- 
compromising hostilities toward aliens or 
potential enemies are in a large measure 
perpetuated by linking such attitudes un- 
consciously with repressed conflicts and 
anxieties from childhood. A world which is 
oriented toward the goal of international 
peace and harmony will have to pay 
serious attention to the emotional educa- 
tion of its future generations during the 
critical years of infancy. 


MANKIND MUST MOBILIZE FOR SURVIVAL 


The individual is the raw material of the 
mass. Nothing has been uncovered in the 
many long years of investigating intra- 
psychic conflict which forces one to the 
conclusion that organized mass destruc- 
tion of other human beings is an inevitable 
consequence of intrapsychic conflict. On 
the contrary, the striking capacity to en- 
dure and to enlarge the process of civiliza- 
tion indicates to what extent the inherent 
capacities of human beings can be molded 
under the sway of the organized commu- 
nity, Confronted by the threat of total 
annihilation, the community of mankind 


instrumentality capable of directing the 
forces of the human mind toward such a 
goal must be employed, 

In this communication I have tried to 
demonstrate that there is nothing inherent 
in the mind of man and in his personal 
conflicts which declares that this goal can- 
not be attained. I have also tried to out- 
line what psychology and psychoanalysis 
can contribute to this effort. Time, how- 
ever, is the limiting factor. The psycho- 
logical transformations to which we aspire 
will be slow in coming. For our efforts to 
bear fruit we are completely dependent, 
in the meantime, upon the vision and the 
constraint of national and international 
statesmanship. 
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UNCONSCIOUS CEREBRATION 


consci ion is regarded as so im) 
Unconseidus AA Ardea ie he priority of its publication, and while some people 


n and illustrations, others proclaim it to the public 


scientific men have contended for th 
are anxious to give it fresh applicatio: 


Q f science, accepted by i 
as a new demonia ioa eap it. ee having carefully considered the evidence 


of unconscious cerebration is supposed to rest, I am disposed to 
ed facts, may be explained in a simpler manner, and that 


the theory itself is superfluous and unproved. 


uphold new theories foun 
upon which the theory 
think that the facts, or assum 


portant a discovery that two well-known 


physiologists, and stable enough to 


—WiniiaM W. Inevanp, M.D., Edin, 
(The Blot upon the Brain, 1886) 


The purpose of this paper is to report an 
_ easily detectable peculiarity of hand mor- 
phology found in some severely impaired 
_ schizophrenic children. 
_ Bender's concept that childhood schizo- 
phrenia is characterized by maturational 
lags in all areas under the control of the 
central nervous system grew out of her ob- 
servations of their deviations in develop- 
‘ment, among which she noted abnormally 
decreased muscle tone(2), 
Further investigations by Silver(13) have 
attested to these impressions. Fish discussed 
‘the occurrence of motor deviations in in- 
fancy in very impaired schizophrenic chil- 
dren(6, 7). Although motor’lags are found 
in other childhood disorders, the erratic con- 
stellation of lags in language, homeostasis, 
_ vasomotor tone and states of consciousness 
round out the picture of schizophrenia in 
childhood as a disorder of the integrative 
process. 
The sign to be described probably bears 
an important relationship to the motor de- 
viations and doughy muscle tone already 
_ noted. However, no specific mention of 
_ this morphologic deviation has been found 
in our search of the literature. Its signifi- 
cance in relation to these broader matura- 
_ tional lags or as an indicator of a genetical- 
_ ly based subgroup of schizophrenia will be 
_ discussed, 
L METHOD 


A careful physical examination was in- 
3 

3 This work was supported by Public Health 
| Service grant MH04665 from the National In- 
stitute of Mental Health and by a contribution of 
the Harriett A. Ames Charitable Trust, New York, 
N: Y. 

Dr. Shapiro is Instructor in Psychiatry, New 
York University School of Medicine, 550 First 
Avenue, New York. 

The author wishes to acknowledge the aid in 
the preparation of this manuscript given by Dr. 
Barbara Fish, Associate Professor of Psychiatry, 
New York University School of Medicine, and 
Psychiatrist-in-Charge, Children’s and Adolescent 
Services, Bellevue Hospital, New York, N. Y. 


432 


HAND MORPHOLOGY IN SOME SEVERELY IMPAIRED 
SCHIZOPHRENIC CHILDREN 


THEODORE SHAPIRO, M.D. 


cluded as an essential part of an ongoing 
study of the relationship of severity of ill- 
ness and developmental deviation to prog- 
nosis with or without drug treatment(8, 9). 
All the 11 subjects reported were inpatients 
on the children’s ward of the Bellevue Psy- 
chiatric Hospital. The nursery children 
range in age from two to six years and are 
all grossly withdrawn from social relation- 
ships, showing less than 70 percent of the 
expected speech function for their age 
according to norms established by Ge- 
sell(10). This population consisted of se- 
verely impaired schizophrenic children 
with varying degrees of autism and de- 
velopmental retardation (see Table 1). 
The children between six and 12 years rep- 
resent a broader range of psychopathol- 


‘ogy, including seyere behavior disorders, 


symptom neuroses as well as schizophrenic 
reactions. The three children reported here 
from this second group are all from the 
most severely deviant of the schizophrenic 
group, which represents approximately 10 
percent of the ward population. In addi- 
tion to the physical, neurologic and psy- 
chiatric examinations, careful observations 


were made of small motor tasks as the‘ 


children went about their daily nursery 
program. The hands of eight children with 
the sign were x-rayed. 

FINDINGS 

Over a period during which 15 nursery 
children and 45 older children were ob- 
served, eight of the former and three of the 
latter were found to have the hand ab- 
normality to be described. 

The hands of these 11 children showed 
less muscle bulk than usual at the radial 
aspect of the metacarpal-phalangial joint 
of the index finger when viewed from the 
dorsum (see Figures 1 and 2). This in- 
dentation was usually associated with a 
crease extending on to the dorsum, even 
when the fifth metacarpal was lined up 
with the ulna and not rotated. The defect 
was always bilateral and easily visible. 


Ge vite lis 5 


TABLE 1 
Clinical Findings of Eleven Children with Hand Sign 


z 


is i 
i i F 
2 | old J 
ile |g il, s | |e | lš 
ie | | agin) iii 


PHYS 
GNS 

Very dysplastic 

Strabismus 


yy | 
Paw ROO 


Elis RHN jips 


434 
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FIGURE 1 


B.W., AGE 6 


FIGURE 2 


S.A., AGE 6 


Only one of the eight children x-rayed, 
F.R., had bone age retardation according 
to Roentgen standards(1) (see Table 1). 
This bony defect may represent a con- 
commitant lag in maturation, since the sur- 
face anatomy defect described does not 
correspond to the locale of the x-ray de- 
fect. 

The muscular anatomy of the area of the 
abnormal hand described, which would 
most likely account for its surface charac- 
teristics, concerns the first dorsal interosse 
ous and lumbrical muscles. The first dorsal 
interosseous is anatomically distinguished 
from the other interossei in that it inserts 
on the first phalan®®of the index finger, 


thereby aiding in the specialized function 
of pincer grasp(3, 12). 

Although no electromyographic studies 
were carried out on these children, their 
functional capacities were clinically noted. 
When prompted, they all could utilize 
pincer grasp and could oppose their thumbs 
and forefingers, but the entire group 
showed a generalized, marked doughiness 
of muscle tone and would utilize their fine 
motor skills only when urged. All could 
grasp by pincer motion, but once held, ob- 
jects were shifted to palmar grasp and were 
usually dropped from palmar position. In 
general these children did not exploit their 
hands for useful tasks, but rather for re- 
petitive flapping or turning movements. 

The clinical characteristics of the chil- 
dren are described in Table 1, All showed 
severe autistic features. Of the five who 
showed some symbiotic characteristics, 
three spoke but were echolalic, with slow, 
stereotyped phrasing, pronoun reversal and 
explosive verbalizations. A fourth child un- 
derstood spoken language and could spell 
with letter blocks, but only said simple 
words, The fifth, like the remainder of this 
group, could not speak. One of the six, with 
simply autistic features, was echolalic, 
without other speech, and another could 
speak only a few nouns. All were grossly 
withdrawn from social relationships. 

The children with this sign were com- 
parable to the remaining seven of the nur- 
sery group. There were as many who did 
not have the sign but were equally retard- 
ed in their language and motor functions. 
Of the seven who are not reported, three 
were under three years of age and so the 
presence of this sign in two could not be 
considered abnormal. These two showed 
as much tendency to use their hands stereo- 
typically as the group with the sign. The 
remaining four showed a greater tendency 
to useful hand function and were more 
likely to find autistic quiescence through 
mouthing and rocking than through use- 
less hand movements. The three children 
between six and 12 described were among 
the most markedly deviate schizophrenic 
children in the older group, showing great- 
er disorganization and retardation than 
their peers. All were Type I children(9). 

Although no  nonpsychiatric control 


Pi 

i—i 
group was specifically studied, the sign 
described resembles the normal configura- 


tion of the hand in children up to about 
three years of age. 


DISCUSSION 


The hand has long been considered a 
physical indicator of one’s gical 
the hand 


= makeup(14). Genetic defects 

have been described which point to more 
generalized disorders of functioning—to wit, 
the simian line of mongolism(4), the radial 

defects of the Fanconi Syndrome(5), ete. 
Bender's concept of childhood schizo- 
phrenia brought into focus the peculiar 
tonclessness of the schizophrenic child’s 
. Fish later utilized this 


The sign deser 
an expression of these more generalized 
muscular difficulties. 

The special differentiated functioning of 
the hand in humans brings pincer grasp 
into focus as an esseni ture of man’s 
unique phylogenetic position, The struc- 
tural basis for this functional advance is 
in evidence in the children apa a 
that they do utilize pincer h, DUK 
in the case of younger chil under 48 
weeks, they revert to the ontogenctically 
earlier patterns of palmar grasp(10). Ob- 
servations of schizophrenic children with 
this severe degree of withdrawal suggest 
with small motor 


that their experiences 
loited as in normal 


Í tasks are often not exp! 
children. The question of whether the sign 
f described is the result of disuse or whether 
the disuse is a feature of the generalized 
maturational motor lag, at present remains 
uncertain. 

Kallman’s suggestion that regen 
represents a genetic defect should ot 
noted to round out our considerations (tt); 

been carried out. 


However, thus far no 


incidence of the sign has 
The possibility of this si “sega 2 a“ 
, path to differentiate a subgroup we à 
j i bn x sha youre Á 7 z a5 
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logically damaged children must 
for further studies, 

The corresponding lack of substance 
the hands of primates associated with 
tional lack of finer pincer movement 
a tempting but speculative phylogenetic: 
analogy to the ontogenetic lag that is sug- 
gested by this deviation. 
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ALCOHOLISM, PAROLE OBSERVATIONS AND CRIMINAL 
RECIDIVISM : A STUDY OF 116 PAROLEES 


SAMUEL B. GUZE, M.D., anp DENNIS P. CANTWELL, M.D. 


Since 1959, the senior author and vari- 
ous colleagues have been conducting a 
psychiatric and social study of convicted 
felons. The goal of this study has been 
“to determine the prevalence and kinds of 
psychiatric disorders present in such a 
population, and to note any possible as- 
sociations . . . between psychiatric illness, 
family history, parental home experience, 
delinquency and crime history, and school, 
job, military and marital histories”(1). 

The first part of the results may be sum- 
marized as follows. In the entire group, 48% 
received no psychiatric diagnosis exclusive 
of sociopathic personality ; 52% were found 


_ to have some other psychiatric disorder. 


The prevalence figures for individual psy- 
chiatric disorders were as follows: alco- 
holism, 43%; drug addiction, 5%; anxiety 
neurosis, 12%; homosexuality, schizophre- 


nia and epilepsy, 1% each; mental deficien- 


cy, dementia and undiagnosed psychiatric 


illness, less than 1% each, Alcoholism was 


shown to be associated with an increased 
family history of alcoholism and suicide, 
and an increased personal history of sui- 
cide attempts, wanderlust, military service 
difficulties, fighting, job troubles and ar- 
rests( 1). 

Approximately 3 years after the initial 
phase of the study, we conducted a follow- 
up investigation to determine criminal re- 
cidivism rates and to relate these rates to 
various clinical and social variables. Crim- 
inal recidivism rates were shown to be 
associated with the extent of the prior 
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criminal careers, with a certain category 
of crime, with race, with age, perhaps with 
educational level, and with alcoholism(2). 

The original sample consisted of 223 
consecutive convicted felons. It included 
46 probationers, 75 parolees, and 102 “flat 
timers.” The latter term designated those 
criminals who were denied parole and who 
served the full sentence. Since there were 
no significant differences in recidivism 
rates between the 75 parolees and the 46 
probationers, these two categories were 
combined for a total of 121 and were re- 
ferred to as parolees. The recidivism meas- 
ures used in this follow-up study were the 
following : percentage arrested at least once, 
mean number of arrests, percentage sent to 
prison at least once, and mean number of 
imprisonments, It was shown that each 
of these recidivism measures was higher 
for the alcoholics than for the nonalcohol- 
ics but only the differences for arrests were 
statistically significant. In order to exam- 
ine further the possible association be- 
tween alcoholism and recidivism we de- 
cided to study the parole office records of 
these parolees. The results of this study 
are the basis for this report. 

Method. The original standards for se- 
lecting subjects, the diagnostic criteria, 
and description of the clinical interview 
may be found in the first publication(1). 
Of the original sample of 121 parolees, 48 
were diagnosed as alcoholics, 15 as ques- 
tionable alcoholics and 58 as nonalcohol- 
ics. We obtained detailed and systematic 
reports of the subsequent arrests, convic- 
tions, and prison experiences of our sample 
through the help of the Missouri Board of 
Probation and Parole. These reports 
furnished the data for determining the re- 
cidivism rates(2). Such reports were avail- 
able for 116 of the 121 parolees: 48 al- 
coholics, 13 questionable alcoholics and 
55 nonalcoholics. 

During the summer of 1963, we were 
permitted to abstract systematically the pa- 
role office record for each of the 121 paro- 


lees. At this time, 12 men or 10% were still 
being followed by the parole office. The 
others had been discharged from the juris- 
diction of the parole board (parole either 
completed or revoked). The average period 
of supervision up to the time of our study 
was 22.2 months, The range was from one 
to 53 months, All comments concerning 
drinking were noted and recorded. Since 
recidivism rates were available for only 
116 parolees, however, the following re- 
sults and discussion will deal only with 
these 116 men. 

All differences were examined for statis- 
tical significance, Differences greater than 
twice the standard error of the difference 
(p<.05) were regarded as significant(3). 


RESULTS 


Parole record comments concerning 
heavy drinking are summarized in Tables 
1-3. Table 1 indicates that nearly half of 
all the records included some reference to 
heavy drinking. The cy of such 
notations varied from 71% for the records 
of men diagnosed as alcoholics to 20% for 
the records of men diagnosed as nonal- 
coholics, with the figure being 54% for 


those men diagnosed as questionable al- 
coholics, It is important to note that the 
variability was in the expected direction 
and that the differences between the al- 


cholics and 1008 ae 307 bain 
the questionable al cs and non 
holics were statistically significant. These 
differences suggest that our original diag- 
nostic criteria for alcoholism had goria, 
able validity because the frequency 


TABLE 1 

Pë PAROLE RECORD INDICATION 
ORIGINAL Pe ee e, 
DIAGNOSIS 1 N lad 
piaanosisa > o 
Alcoholics 48 “4 n 
Questionable alcoholics 13 7 20 
Nonalcoholics 55 11 45 

TOTAL 116 5: 


criteria and discussion. 


1 See reference 1 for diagnostic = icoholics significant 


* Difference between alcoholics 
at the .01 level. 


significant at the .05 level. ics not 
Difference between alcoholics and questionable alcohol 
significant. 
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notations about excessive’ drinking p 
leled the definitiveness of the diagnosis 
alcoholism and, at the same time, the o 
servations leading to these notations 
entirely independent of the criteria 
for the original diagnosis of alcoholism. 
Tables 2 and 3 present for the question 
able alcoholics and the nonalcoholics the 
kinds of comments abstracted, They in- 
dicate the serious nature of the excessive 
drinking and point out the frequent per- 
sonal and social complications of the ex- 


cessive drinking. 

The category of questionable alcoholism 
was in our previous work to ‘include 
subjects who were suspected of alcoholism 
but who failed to meet the specific check- 
list criteria(1). These questionable alco- 
holics were always omitted from considera- 
were made between 


on night he was i 
time before parole 


was drunk 
the 
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TABLE 3 
Original Nonalcoholics with Heavy Drinking 
Notation in Parole Record 
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r TABLE 4 
Recidivism Rates Related to Revised 
Alcoholism Diagnoses 


CASE NO.* COMMENTS 


27 


Arrested for driving while intoxicated and 
for driving without a license. 

Relatives called on separate occasions and 
complained of heavy drinking and abuse 
of mother. 

Arrested once for driving while intoxicated 
and once for trying to buy liquor while 
under age. 

“Half-way house” reported that he was 
drunk, disorderly, and had absconded. 
Arrested for driving in stolen auto and for 
driving while drinking. Also was drinking 
at time of new offense. 

“Half-way house” reported excessive drink- 
ing on several occasions. Missing work be- 
cause of drinking. Found drunk at home by 
parole officer, Joined AA. Fired because of 
drinking. “Blackouts” reported. 

Parole officer warned subject about his 
heavy drinking. 

Fired because of drinking. Drinking and 
threatening neighbor with a gun. 

Arrested for drunkenness. Wife reported 
him for heavy drinking and absconding. 
Fired for drinking and refusing to go to 
work. Beat up girl while drinking. 

Heavy drinking reported prior to abscond- 
ing. 

Mother and brother reported repeated 
heavy drinking at taverns, Arrested for 
drinking. 


31 
52 


68 
87 


92 

97 
110 
1 
1s 
126 


Actual case number for comparison with other publications. 


alcoholism; we learned nothing to cast 
doubt upon the original diagnosis in these 
subjects. While further data for 7 of the 
original questionable alcoholics suggested 
additional trouble with excessive drinking, 
none of these diagnoses was changed be- 
cause the specific check-list criteria for the 


- diagnosis of alcoholism were still not ful- 


filled in any of these cases. As noted, 
drinking difficulty was recorded for 
11 of the 55 original nonalcoholics. For 
two of these men (Cases 27 and 88) a 
diagnosis of alcoholism based upon the 
specific check-list criteria was not pos- 
sible by considering all the information 
available (original interviews and parole 
records), while the other 9 were rediag- 
nosed as questionable alcoholics. 


REVISED N l 
ALCOHOLISM ARRESTED IMPRISONED 
DIAGNOSIS N % MEAN % MEAN r 3 
Alcoholics * 50 62 1.62 30 .38 y 
Questionable 22 86 1.68 55 64 4 
alcoholics * ; 
Total heavy 72 69 1.64 38 46 f ? 
drinkers * ij 
Nonalcoholics 44 39 75 11 16 ] 
Total parolees 116 57 1.28 28 35 


'The differences between the alcoholics and nonalcoholics 

for percentage arrested, mean arrests, and percentage Im- 
prisoned are significant at the .05 level, The differences : 
between alcoholics and questionable alcoholics for per- 
centage imprisoned and mean imprisonments are significant 
at the .05 level, 

‘The differences between the questionable alcoholics and 
nonalcoholics for percentage arrested, percentage imprisoned, 
and mean imprisonments are significant at the .01 level 
while the difference for mean arrests is significant at 
the .05 level. 

‘The differences between the total heavy drinkers and the 
nonalcoholics for percentage arrested and percentage im- 
Prisoned were significant at the .01 level while the differ- 
ences for mean arrests and mean imprisonments were 
significant at the .05 level. 
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Table 4 presents the recidivism rates for 
these revised categories of alcoholism as 
well as the rates for the entire parolee 
sample for comparison. The data indicate 
that: 1) the alcoholics showed significantly 
higher rates than the nonalcoholics for per- 
centage arrested, mean number of arrests 
and percentage imprisoned; 2) the ques- 
tionable alcoholics showed significantly 
higher rates than the nonalcoholics for all 
4 measures; 3) the total heavy drinkers 
(alcoholics plus questionable alcoholics) 
showed significantly higher rates than the 
nonalcoholics for all 4 measures; and 4) 
the questionable alcoholics showed signif- 
icantly higher rates than the alcoholics for 
percentage imprisoned and mean number 
of imprisonments. 


DISCUSSION 


The results strongly suggest that the di- 
agnosis of alcoholism is associated with an 
increased risk of criminal recidivism. The 
only observed differences which were not 
entirely consistent with the rest of the 
data were the increased rates for imprison- 
ment of the questionable alcoholics com- 


‘pared to the alcoholics. A p 
nation for this is that inclu 
questionable alcoholics are some definite 
alcoholics with very high re-imprisonment 
rates and these subjects caused the average 
imprisonment rates for the questionable al- 
coholics group to be unusually high. 

The additional data from the parole rec- 
» ords, which suggested that the original 
alcoholism diagnoses of the 
should be revised, imply that ne 
changes may be indicated in the future for 
some of the “flat timers.” As these “flat 
timers” are followed further and as more 
information is obtained about them from 
their close relatives, who are also being 
studied now, we may find it necessary to 
alter the alcoholism diagnoses in some of 
these cases. If diagnostic changes in the 
“flat timers” prove to be similar to those in 
the parolees, it is likely that the increased 
imprisonment rates referred to above for 
the alcoholics in the entire group of crim- 
inals would become statistically significant 
as are the increased arrest rates now(2). 

Since our over-all plan calls for ascer- 
taining recidivism rates again at the end of 
about 6 years of follow-up, we should be 
able to verify further the alcoholism diag- 
noses as well as the apparent importance 
of the diagnosis of alcoholism as a predic- 
tor of continued criminal behavior. In ad- 
dition, we are currently engaged in a clini- 
cal investigation of the close relatives of 
our criminals to determine, among other 
things, the prevalence of various psychiat- 
ric illnesses. We want particularly to com- 
pare criminal behavior in relatives with 
and without alcoholism in order to evalu- 
ate further the importance of this associa- 


tion. 


mong the 


inals has been noted and discussed 
others, sometimes only in passing, À 
ever(4-6), but the possible importance of 
alcoholism as a major factor in criminal — 
recidivism has not received adequate con- 
sideration. If all of our further work con- 
firms the importance of alcoholism as a 
factor influencing recidivism, specific at- 
tention to this problem during parole 
would certainly be in order and, in time, 
perhaps would help lower recidivism rates. 


SUMMARY 
A detailed analysis of the parole records 


excessive drinking among con: ty F 


significantly higher criminal reci 
rates than did the nonalcoholics. 
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OBSERVATIONS ON CHILDREN WHO HAVE BEEN PHYSICALLY 
ABUSED AND THEIR PARENTS 


A RICHARD GALDSTON, M.D. 


This report summarizes observations gath- 
ered over the past five years on young chil- 
dren who had been admitted to the Chil- 
dren’s Hospital Medical Center, Boston, 
because of physical illness due to parental 
abuse. Psychiatric consultation, which was 
part of the management of these cases, af- 
forded the opportunity to observe the re- 
sponses of the children and to study the 
psychodynamics of their abusing parents. 

~ Interest in this syndrome stemmed from an 
earlier study of young children who dis- 
~ played a failure to thrive in the absence of 
any demonstrable organic disease. Certain 
of these cases were subsequently admitted 
because of physical abuse. 

This syndrome is but one of the several 

_ disorders of the function of parenthood. 
' Physical abuse should be distinguished 
from parental neglect. Many abused chil- 

_ dren are well-fed and cared for. It is strik- 
ing to see a young child, covered with welts 
and bruises, all decked out in a fresh pina- 
fore. Similarly, these cases should be dis- 
tinguished from those of deliberate punish- 
ment which occur in older children whose 
verbal and motor development afford a 
potential for the provocation of parental ire. 

The abused children ranged in age from 
3 months to 3-and-one-half years, with the 
largest group between 6 and I8 months of 
age. None of them had sufficient verbal or 

motor skills to be considered capable of 
realistically provocative behavior, to know 
the nature of their thoughts and acts, 

An average of 12 patients per year has 
been so diagnosed. Doubtless this is a 
minimum figure. Physicians are reluctant 
to consider the diagnosis of parental abuse 
because it is personally abhorrent, it threat- 


at the 121st annual meeting of the Ameri- 
tric Association, New York, N. Y., May 
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ens to burden them with the role of accuser, 
there is a fear of retaliatory litigation and 
there is a sense of great futility about the 
ultimate management of such cases. 

Once considered, the diagnosis is rela- 
tively readily established. There are few 
other diseases that produce the clinical pic- 


ture of fresh and old bruises with new and. 
healed fractures. Bleeding disorders and 


disorders of bone metabolism can be easily 
ruled out. Furthermore, such disease proc- 
esses are seldom associated with the marked 
decrease in appetitive behavior which ‘the 
abused child usually displays. 

In describing the clinical material a com- 
posite picture may be illustrative. A young 
child is brought to the emergency ward by 
both parents who provide a brief history of 
easy bruisability or trauma inflicted by a 
sibling. Depending upon the site of the 
signs the child is admitted to a medical, 
surgical or orthopedic ward with the admit- 
ting diagnosis of “Malabsorption Syndrome 
—Failure to Thrive,” “Bleeding Disorder” or 
“Fracture due to Accident.” The parents 
leave quickly and seldom visit the child. 

Often the possibility of parental abuse is 
raised by the radiologist who reports old, 
healed fractures of the ribs, skull or head of 
the humerus as an incidental finding. 

In its extreme forms the behavior these 
children display initially is fairly charac- 
teristic, a fact which can be helpful in 
establishing the diagnosis. Some children 
manifest extreme fright upon any and all 
contact, whimpering and attempting to hide 
under the sheets. Others show a profound 
apathy to the point of apparent stupor, al- 
though they do withdraw from tactile stim- 
uli, These children resemble cases of “shell- 
shock” in adults. They display a profound 
blunting of all the external manifestations 
of inner life. They sit or lie motionless, 
devoid of facial expression and unrespon- 
sive to all attempts at evoking recognition 
of the external world. They differ marked- 
ly from the autistic or schizophrenic child, 


whose behavior is bizarre. It appears not — 
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so much that their inner psychic life is 
distorted or idiosyncratic, but rather that it 
has been completely 

The treatment of these patients includes 
the initial management of their more press- 
ing medical and needs, while de- 
ferring all elective procedures. Infection and 
dehydration should be treated promptly 
and vigorously. The correction malnu- 
trition is dependent upon the nursing care 
they receive, for the blunting of appetite 
renders nutrition a major problem. No 
other patients demonstrate as dramatically 
as do these children the extent to which the 
expression of appetite can be influenced by 
the quality of relations with another human, 

As in many hospitals, the relative short- 
age of nursing personnel has made the 
maintenance of a one-to-one relationship 
difficult. However, has suggested 
that with these children it is less important 
that the nursing care be constant than that 
it be provided by women who are comfort- 
able in offering the type of contact which 
these children are able to utilize. 

Initially the children are left unbothered 
on the ward. As they begin to indicate some 
awareness of the environment by means of 
facial expression and voice, some bodily 
contact is proffered. When the child re- 
sponds, the nurse or aide offers more and 
for several days the child may be carried 
about the ward by one or another nurse who 
furnishes the maximum amount of bodily 
contact. The child will lie inertly in the 
nurse’s arms as she goes about her business, 
occasionally humming or speaking to the 
child. 

Gradually the R oma nee 
sivity to increasingly active . 
this stage that a change in personnel occas- 
ionally is indicated, Often the children are 
unappealing, and their early activity may 
be offensive. The nurse who is comfortable 
with an inert child is not necessarily com- 
fortable with a child who tries to poke nd 
gers up her nose or bites. The goal is to fin 


a person who can adjust her own responses 
to the changing needs of the child as he 


moves from total towards awk- 
ward activity. It is a this stage ag a 
ee inextricably 


petite for food appears to r 
linked with an appetite for contact with the 


nurse, as though they were the same, 1 
None of these children has been kept in 
the hospital for more than two months, Two 
died within two weeks of admission, having 
failed to make any improvement. One had 
been noted to have poked his finger into 
the stoma of his feeding gastrostomy short- 
ly before his death, though no cause for 
death was determined at postmortem. 

In recovery from the acute phase, some 
of the children continue to display extreme 
anxiety by clinging indiscriminately to any 
and all persons, Others show an im 
ment in their nutritional state coupled with 
striking growth of their ego skills such that 
they leave the hospital at a more mature 
level of development. d 

Others make a satisfactory physical recov- 
ery but continue to display a striking ab- 
sence of appetitive behavior, They do not 
play with toys, initiate contacts or speak, It 
is not that they are unable to do so; with 
sufficient encouragement they do respond. 
Rather, it a that these activities are 
devoid of pleasure for the child. The ego— 
skill remains but the exercise of the par- 
ticular function provides insufficient gratifi- 
cation to mobilize its spontaneous expres- 
sion. 
In summary, these observations suggest 
that the capacities of the various ego skills 
of early childhood present in accordance 
with a timetable that is relatively independ- 
ent of experience, The exercise and develop- 
ment of these capacities are highly con- 
tingent upon the quantity and quality of 

tification which the child can obtain 
ae his experience, particularly with other 
humans, 

When a child does not receive sufficient 
gratification from his experience over a pro- 
longed period of time, he fails to exercise 
and develop the various specific ego skills, 
This can result in an atrophy of disuse 
whereby the capacity for the specific ego” 
skill becomes irretrievably lost. : 

There is no particular ethnic, social oF 
economic distribution to the case mai 
of this study. In general the parents inter- 
viewed were young and of limited 
means and education. In only a few 
stances did gross poverty or ignorance 
pear, and in a few cases the parents n 
of upper middle-class background. ¥ 
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A major reversal in the traditional roles 
of the parents was a significant feature. 
Many of the fathers were unemployed or 
worked part-time, often alternating with 
their wives who also worked. The wife 
cared for the child part of the time and 
worked the rest, relegating the care of the 
child to the husband or a babysitter. In ap- 
_ pearance and demeanor many of the women 
were quite masculine and their husbands 
correspondingly passive and retiring. 

This trend can be understood as an at- 
tempt to cope with the psychological dis- 
tress occasioned in the parent by the child. 
In a number of instances, the actual assault 
_ followed upon a breakdown in the arrange- 
ments. In one case the mother was forced to 
_ give up work as a result of another preg- 
-nancy and her husband's desire to return 
_ to school. She was forced into much closer 

contact with her ten-month-old son whom 
_ she subsequently beat because she experi- 
enced his cries as “so demanding,” 
= It is in their choice of terms to describe 


|- 


| ful and organized behavior. Thus, one 
| mother spoke of her three-year-old daugh- 
__ ter, “Look at her give you the eye! That’s 
A how she picks up men—she’s a regular sex- 
_ pot.” This woman brought in a photo of the 
_ girl at age two in which the child had been 
_ posed by the mother with her hands rigidly 
ji held in front to prevent masturbation, 
= A sergeant in the military police spoke of 
his nine-month-old son whose skull he had 
_ split, “He thinks he’s boss—all the time try- 
_ ing to run things—but I showed him who 
is in charge around here!” 
___ In these cases, as in most, the parents 
_ then proceeded to spontaneously associate 
their reactions to the child with personages 
and experiences from their own childhood. 
The mother told with great feeling of her 
loss through adoption of her only other 
daughter, born out of an illegitimate preg- 
nancy when she was 16. Clearly she saw 
in the child she beat and accused of promis- 
cuity all her own former guilt and loss, 
The father told of his own alcoholic father 
who had beaten and tyrannized him in his 
childhood and who so dominated his mother 
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that she took him and left the father whom 
he had never seen again. This man saw his 
son as the embodiment of his childhood 
relationship with his father. 

In the extremity of their ambivalence, 
these parents perceive the child they as- 
sault as a hostile, persecutory adult. The 
child, by its presence alone, evokes affects 
in the parents which they find to be in- 
tolerable. Initially they attempt to deal with 
these emotions by withdrawing from the 
child and relegating its care to the other 
parent or someone else. It is usually upon 
the breakdown of this arrangement with 
the consequent confrontation of the parent 
with the child that the actual assault occurs. 

Guilt and remorse often ensue, and there 
may be some intellectual awareness of the 
inappropriateness of the act. It is of little 
avail in constraining the parents, for the in- 
tensity of their ambivalence is such as to 
obscure the reality. The parents’ normal 
narcissistic endowment of the child with the 
anticipated attributes of an adult is heavily 
contaminated with a residue of hostility 
from the past, distorting their perception of 
the child. Whereas most parents see their 
children as if they promised to reveal certain 
qualities in the future, these parents see the 
child as actually presenting these attributes 
of an adult here and now, 

Thus the syndrome can be understood as 
the result of a transference psychosis in 
which there is a gross but circumscribed 
distortion in the perception of a particular 
child at a particular stage in its develop- 
ment. It should be emphasized that most 
of these parents are otherwise free from 
the major symptoms of psychotic illness. 

Management of these cases requires early 
and active intervention, with emphasis upon 
the parents’ misperception of the child. It 
has been found helpful to tell them initially 
and repeatedly that their perception has 
been erroneous and discolored by their own 
past experience, and to urge that they re- 
view their memories to ferret out any 
possible sources of such feelings. Such a 
recommendation serves to shift the focus of 
parental attention to their own unsettled 
past, where it properly belongs. 

It is important to recognize the quality 
of their ambivalence. These are not simply 
rejecting or neglectful parents. None will- 
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ingly placed an abused child for adoption, 
and a number vigorously opposed even the 
temporary removal of the child from the 
home. Often the child they beat was the 
object of great love as well as great hatred. 

None of the children observed was schizo- 
phrenic or autistic. To whatever extent these 
conditions are determined by emotional cli- 
mate, it appears that the developing ego is 
more likely to thrive in the warmth of 
wrath and to suffer blight in the chill of in- 


difference. 


DISCUSSION 


Hass Narman, M.D, (Gainesville, Fla.).— 
Abuse of children is as old as history of 
man. It is said that about 10,000 children a 
year are being broken in body and spirit by 
parents and care-takers. It was not until 1961 
that the medical profession initiated legal ac- 
tions to prevent abuse of children. The sym- 
posium on “The Battered Child Syndrome” 
held at the American Academy of Pediatrics 
meeting brought into focus the increasing pro- 
fessional recognition of this old . 

Studies carried out by distinguished investi- 
gators like H. Kempe and others in Denver, the 
staff of the Children’s Division of the American 
Humane Society, Elizabeth Elmer at the, Chil- 
dren’s Hospital in Pittsburgh, Galdston’s ob- 
servations at the Children’s Hospital Medical 
Center in Boston and others have increased our 
understanding of this phenomenon. 

One of the immediate results of these efforts 
has been the adoption of legal actions against 
the abuse of children in about 15 states: It is 
very likely that other states will adopt similar 
resolutions before this decade comes to an 
end. But to what extent legal actions and im- 
mediate medical care will further abuse 
of these and many other 
be estimated. We do not 
these approaches will be in i 
these children who are severely 9° 
rejected and tend to be impulsive. Further- 
more, what are we doing to help these Pe ton 
who are definitely psychotic or mentally defec- 
tive or have severe maladjustment which do? 
counts for their performing the way Ber i 
These are the areas in which psychiatry $ 
intervene and find a remedy. 

Dr. Galdston’s paper is one 
that answers such a call. For a 
years he has studied abus 
parents who were admitted OS 
pital Medical Center in : 
in regard to the age range of i Sait 
reluctance of the physicians to ma Ges 
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diagnosis and the denial of the parents are in 
full agreement with other investigators. How- 
ever, his keen observations and introduction 
of a therapy program for these children and 
their parents while in the hospital are unique. 
He coordinates the medical treatment with 
psychotherapy in providing a trusting relation- 
ship between the child and his nurse. Possibly 
this is the first meaningful relationship between 
these children and an adult. While observing 
them he notices a shift from passivity to in- 
creasingly active behavior, which is difficult 
for the caretaker to accept. This he believes 
justifies a change in the caretaker. However, 
I wonder if these children are not testing this 
new relationship and such a change will not — 
prove this concept of self as unwanted and — 
nontrustworthy. After all, these children have 
suffered from a parental deprivation and are 
hesitant and tend to avoid human contact, 
In regard to the results of the therapy, he 
notices two different responses—one of growth 
in ego skills by reaching at a more mature 
level of development and one of extreme anx- 
iety by clinging to the personnel involved. — 
This he relates to an insufficient gratification 
from previous experiences i 
period of time, causing a failure to develop 
skills. It would have been extremely interestin 
had Dr. Galdston studied these two groups of 
reactors in terms of family interactions. This 


characteristics : rev 

ther’s unemployment, 
the occurrence of the 
ing a breakdown of the form n 
In regard to the treatment, instead of ac- 


cusing these parents of cruelty, the author has — 
led i emg ET) them. By telling them re- 


that their tion of their child has 
ge = A diacolored by their own — 
experience, urging them to search their mem- 
ories to find the possible source of such feelings, 
he shifts the focus of the parents to their own — 
unsettled past, where it properly belongs. This _ 
approach is very different from that of society 
and the news media, which usually condemn | 
these parents, increasing their despair. and k 


t feelings. 
ira pay it should be emphasized that 
the p of the nivel a is a 
symptom, å symptom of social, ami mi 
val conflicts, one which is hard to 
Dr. Galdston’s paper paves the way for 
efforts in eradicating this social tragedy. 
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A number of reports(1-4) have linked 
the microcirculatory structure of the nail- 
fold to schizophrenia and to some extent 
to subclasses of schizophrenia. Maricq(5), 
_ in seeking a more meaningful nosology for 

schizophrenia, demonstrated a very marked 

incidence of abnormal morphology in pa- 
tients with a family history of schizophrenia 
and a low incidence in schizophrenics with- 
out such a background. In addition, her 
_ data suggest that capillary bed character- 
istics are associated with the course of men- 
_ tal illness and she feels that mental patients 
with highly visible subpapillary plexus are 
_ quite different clinically from other schizo- 
phrenics(6). The purpose of this study is 
to determine whether behavioral differen- 
ces are associated with characteristics of 
the nailfold among schizophrenics, 
__ A variety of psychological functions was 
“sampled, comparing schizophrenics mani- 
festing high visible subpapillary plexus in 
the nailfold with schizophrenics whose 
_nailfolds appear to be normal. Reliable 
family history data were not available and 
classification was based solely on plexus 
_ ratings. While clinical differences and ward 
_ management differences between the 
groups may exist, indeed, may be related 
to the criterion of selection, the assignment 
of patients to classifications was solely on 
the basis of capillary morphology. The pa- 
tients seen were male white veterans un- 
der the age of 50, with no medical compli- 
cations which could conceivably influence 
the relevant observations. Patients with nor- 
mal and abnormal patterns were approxi- 
mately matched for time since their first 
known hospitalization, Thirty-five of the 
patients had been élassified by Maricq 
the previous year. The remaining 31 pa- 


The author is indebted to Hildegard Maricq for 
making the microscopic examinations and ratings, 
and to Kathleen Hastings and Phyllis Glanstein 
for assistance in testing the patients. 

Dr. Alson is a Research Psychologist, Veterans 
Administration Hospital, Lyons, N. J. 
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tients had been classified by her a few days 
before the initiation of testing. Using the 
technique described by Maricq(5), only 
patients with normal capillary beds (plexus 
rating of 5 or less) or on the other hand 
patients with highly visible subpapillary 
plexus (rating over 15) were utilized, 
While initial testing was done without 
knowledge of the patient’s classification, 
with statistically significant results already i 
in evidence, in the later testing the author 
had seen the patient’s classification prior 
to the time of testing. However, with the 
exception of the Absurd Sentence Test(9), 
standardized administration and scoring, 
or, where utilized, group administration, 
probably would vitiate any experimenter 
bias effects in the few instances of recol- 
lection of the patient’s classification while 
testing. The Porteus Maze Test(8) was not 
administered by the author, and so testing 
was completely “blind” in this instance, 

The measures obtained were : 1) Simple 
visual reaction time ; the mean of 5 respon- 
Ses, responses over 2 seconds being discard- 
ed. 2) Choice visual reaction time; press- 
ing the button under the appropriate light 
(1 of 3), the mean of 6 responses under 2 
seconds. 3) Making the letter x on one- 
quarter inch graph paper; the number of 
x's in. 90 seconds. 4) Memory for digits 
(forward) ; the Wechsler-Bellevue I dig- 
its forward(7) response, however, was by 
picking up a pencil and writing out the 
numbers rather than repeating them aloud. 
5) Memory for digits (backward) ; the 
Wechsler-Bellevue digits backward admin- 
istered with the same modification as digits 
forward. 6) Memory for digits (forward 
minus backward) ; the digits forward score 
minus the digits backward score. 7 ) Picture 
Vocabulary’; the Quick Test 2 individually 
administered in the standard manner, 8) 
The Porteus Maze Test 1 ; the Vineland Re- 


1 Individually administered tests. 
* Psychological Test Specialists, Missoula, Mont. 


vision, administered and scored in the 
standard manner. 9) Absurd Sentences?; 
the number of absurd sentences adequately 
explained. 10) Pattern learning; Jensen’s 
Light-Switch Alternation Apparatus® was 
utilized, Three patterns were utilized, repe- 
tition of a single response (AAAA), single 
alteration of 2 responses (ABABAB) 
and double alternation of 2 
(AABBAABB) ; the number of errors in 
10 trials (or until 2 perfect ions), 
and the number of patterns prin- 
ciple was expressed by the subject were 
utilized as measures, 


RESULTS AND CONCLUSIONS 

The findings are outlined in Table 1 and 
Figures 1-3. Statistically significant differ- 
ences were found on tests involving simple 
reaction time, motivation and/or speed in 
performing a simple repetitive task, men- 


a Lafayette Instrument Company, Lafayette, Ind, 


tal control, intelligence, planning or fore- 
taht iine reasoning, and pattern leam- 


TABLE 1 
Comparisons of Schizophrenic Groups Differing in Capillary Morphology 


of simple voluntary 
sae anki 


TEST 


Simple Visual Reaction 
Time 
Choice Visual Reaction 
Time 
Writing x's (90 sec.) 
Memory for Digits (forward) 
Memory for Digits (backward) 
Memory for Digits 
(forward minus backward) 
Picture Vocabulary 
(Quick Test) 
Porteus Maze Test 
Absurd Sentences 
Pattern Learning 


motivation/writing speed 
rote memory/attention 
rote memory/mental control 
lack of mental control 


intelligence, nonverbal 
response 
planning ability, foresight 


Pattern Learning 
(single alternation) 

Pattern Learning 
(double alternation) 


of contingent voluntary 
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FIGURE 2 
Double Alternation—Errors 
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FIGURE 3 
Learning Patterns—Number Learned 
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several measures, particularly errors in 


pattern learning, there was a clear separa- 
tion of the curves of the two groups with 
sizable areas in which there was little or 
no overlap* while on others there was a 


4Only one patient in the high plexus rating 
group was able to indicate the correct pattern on 
all 3 learning tasks. His capillaries were reexamined 
and it was found that subsequent to the initial 
classification of 17%, his capillary pattern has 


clear difference in the central tendency. 

It is apparent that the two schizophrenic 
groups differ greatly over a wide area of 
behavior. It would seem that further study 
as to the nosological utility of the plexus 
rating and as to the causal relations under- 
lying findings associated with it is war- 
ranted. 
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changed to 8, which cannot be considered definite- 
ly abnormal. The x writing test was also repeated, 
and he had improved from 67 to 96, advancing 
past about one-third of the sample with respect 
to his previous performance. Contrary to previous 
reports, such capillary changes, although not com- 
mon, do occur occasionally(6). 


The term self-pity is used so commonly 
that it is unnecessary to compose a defini- 
tion. Self-pity, under our viewpoint, is an 
emotional experience through which in all 
likelihood every human being goes occa- 
sionally. There are in normal life many 
opportunities to feel sorry for oneself: the 
infant or child who is not taken care of 
immediately by his mother if he needs her ; 
the older child who has to learn that not 
all his wishes can be fulfilled on the spot; 
the adolescent who looks down on his 
minors and feels rebuffed by his seniors ; 
the grown-up person who in his daily life 
and in his career is not always able to per- 
form according to his wishes and expecta- 
tions ; the aging and the older person who 
still want to participate in the life of the 
community, but see their limitations—from 
the inside and from the outside. 

In all these instances and in many more, 
the experience of self-pity is tied up with 
the sense or experience of frustration. This 
reminds us of the thesis of Doobs and Dol- 
lard that frustration leads to aggression. Al- 
though outwardly self-pity does not look 
like aggression, it can, under certain cir- 
cumstances, be used very effectively as a 
means of aggression. 

We are talking about good losers and 
bad losers. Among the losers self-pity 
is present and often considerable i 
expression of self-pity may even 
attempf at regaining part of what has been 
ost. 

In the experiences mentioned so far, self- 
pity is a transitory affair. Any of us may 
feel frustrated once in a while, as a child, 
as an adolescent, as a grown-up, oF as an 
old person. 

We have, however, to ies oe pae 
in whose life self-pity plays # k 
important role for an extended span of ae 
or even throughout. This leads to a one 
consideration of factors at work in 
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production of self-pity. One can look at the 
factors as having origin both inside and 
outside the individual. In the individual 
case, factors from various sources are likely 
to cooperate, r 

Inside sources of self-pity are based on 
the make-up of the individual concemed. 
Sensitivity and self-insecurity appear to be 
outstanding in this respect. An oversensiz] 
tive person is very prone to feel sorry for 
himself if he is faced with situational diff- _ 
culties which a less sensitive person would — 
scarcely or not at all consider as threats. 
The oversensitive person feels himself, as it l 
were, constantly threatened by the malice 
of the environment and may not only 
show “thin skin,” but clearly exhibit self- 
pity which in a few constellations may 
develop into an unmistakably paranoid at- 
titude. “I have all the bad luck of the 
world and I certainly do not deserve that” - 
might be the motto of the people we have 
in mind here. 

Even among these people the situation 
contains factors that contribute to the pro- 
duction of self-pity. If we think of the 
importance of stress in people's lives we 
recognize that these are people who carry 
stress less well than their more fortunately 
equi fellows. But in a ly num- 
ber of these more fortunately equipped fel- 
lows the stress from the outside may bes 
come so overwhelming that they canna 
escape feeling sorry for themselves. In 
this respect one remembers stress situa- 
tions that evolved under dictatorial re- 
gimes, when a multitude of the population 
did not know who would be next to be 
brought to a concentration camp or to 
execution, . 

The borderline between self-pity moti- 
vated from the outside and self-pity moti- 
vated from the inside is as vague as such 
borderlines usually are. Even under the 
most cruel circumstances there are some 
people who do not feel sorry for themselves, 
and even under the most comfortable cir- 
cumstances there are people to whose very 
daily life self-pity belongs. In respect to 
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first group, the literature is rich in examples 
of people who underwent torment and 
humiliation but did not lose their counte- 
nance and came through practically un- 
scathed. In respect to the second group, I 
__ remember a hunchbacked unmarried elder- 
__ ly lady who was living comfortably at the 
_ expense of her family. She was a rather 
demanding person; whenever she had an 
unusual or unexpected request, she would 
pronounce her standard phrase “I am fully 
_ mindful of my misshapenness and of my 
unworthiness.” The family always found it 
__ impossible to resist the demands of such an 

unlucky person. No doubt she was unlucky 
but she also knew how to play her unluck- 
iness and how to put her self-pity into 
words and work, 
= This example throws some light on the 
role physical shortcomings can play in the 
development of self-pity. The hunchback 
or any person with some innate physical 
defect suffers not only from his inability 
to perform as others do, but also from the 
actually or possibly derogatory attitude of 
the people in his situation. In former times 
this was more common than it is nowadays. 
At least in the Western culture the general 
attitude toward crippled people has 
_ changed very much: hunchbacked people 
are no longer derided by the children on 
the street ; the handicapped are dealt with 
_ considerately and helped wherever help 
is possible. Rehabilitation has replaced ne- 
glect. This change is, at least partly, due to 
to the vast number of people maimed during 
the wars, but it could not erase self-pity 
entirely, as it is still plainly used by a 
goodly number of crippled people. About 
the mentally sick we have to say a few 
words later on. 
We have often expounded and we made 
it also a point in our preceding remarks 
that an individual is never living in a vac- 
uum but in some situation, The individual 
is always a person in a situation. Hence 
we must ask what is going on “back stage” 
in the development of self-pity as a transi- 
tory or as a more or less lasting experience 
or attitude. The self-pitying person puts 
his own actual or alleged suffering into the 
foreground and expects more from his en- 
vironment than the environment per se 
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may be willing to give. This can be ad- 
judged as a disturbance of the individual’s 
relationships in his situation, or his relation- 
ships to other people or, if you prefer to 
say, of his interpersonal relationships. Yet 
this is not the whole story. Why should 
these relationships become disturbed? No 
experience of this sort, in fact no experi- 
ence at all, occurs without cause and pur- 
pose. It appears most likely that behind 
the disturbed relationships there is some 
fear. In our remarks on the supersensitive 
and the insecure who feel threatened by 
the environment we have already implied 
fear. The fears which belong to the core of 
self-pity can have many contents, e.g., the 
fear of losing an already obtained advan- 
tage; the fear of losing some personal re- 
lationship; the fear of impending disease 
or of the possible sequela of an already 
existing disease; even the fear of death. 

It appears as though uprooting produces 
self-pity in some people but not in others, 
This can be seen in many of the victims of 
dictatorial persecution. Several years ago I 
had to examine a 30-year-old Jew who at 
the age of 10 lost his whole family under 
the Nazi regime and was crushed by all 
the hardships he had to undergo until he 
teached this country, He is a pitiful picture 
of complete self-pity. The loss of personal 
relationships he suffered could never be 
made good. He is alone, though married, 
he is embittered and full of fear of what the 
future may bring, 


THE PSEUDO-MARTYR 

When we sum up what we explained as 
regards cause and background of self-pity 
we aver that there is some shortcoming in 
the person concerned which may or may 
not be particularly brought home to him in 
the attitude of the people in his situation. 
The purpose of the experience of self-pity 
is somehow to compensate, or to overcome, 
or to exploit the shortcomings of the in- 
dividual and stresses brought to bear on 
him from the inside or from the outside. 
We see people who cover up certain fears 
behind the facade of self-pity. We see peo- 
ple using their self-pity as a defense, as a 
means to gain attention, help, or even ad- 
miration from the people around them. 


Here the picture of the pseudo-martyr 
comes to mind. The martyr is a person 
who is suffering for a cause. The pseudo- 
martyr is a self-pitying person who uses 
his actual or alleged suffering in order to 
get attention, or if he is acting well enough, 
admiration from the crowd. There ar: 
cases in which this seeming martyrdom is 
played so well that it is taken for the “real 
thing.” 

An interesting case in point is Sgren 
Kierkegaard, the Danish existentialist ge- 
nius. He was a hunchbacked homosexual 
who had sufficient reason to be resentful 
and to feel frustrated. Yet in untold utter- 
ances he appeared to hold other people 
at a distance, to let his light shine, to make 
his superiority felt. Behind this facade 
evolves the picture of abundant self-pity in 
an unhappy man who exploited and mag- 
nified his actual suffering so skillfully that 
one could miss noticing how sorry he felt 
for himself. There is some exhibitionistic 
display in the manifestation of self-pity. In 
Kierkegaard we can see a case of “hidden 
exhibitionism.” He emphasized his suffer- 
ing, attempting to appear as a true martyr, 
but he overplayed his suffering in the man- 
ner of the pseudo-martyr. He enjoyed it 
in his own self-pitying way. 

Another example to ete ar ba 
poseness of self-pity I 
lan (The Inner World of Mental Illness). 
He quotes from Ruth S. Cavan's Suicide, 
from “A Suicide Diary” of a young woman 
who later killed herself and her paramour : 


despair, I believe 
show to what 


most contempt for m; 
Furthermore, “I have pes 
foolish things I have bag 
last two years . . . This book is aes 
moans—just one moan after ee: of it 
surprising how I can remain un fie 
all,” Kaplan adds: “Is it too farfetched 
us to suggest that ‘moaning Sa its satisf a 
tions ?” This suggestion is d 
many moans have their satisfying have 
fulness by whatever factors they might have 
been caused, 

Even when the self or ego s certain self- 
pitying persons appears 2 
expansive insofar as it would like to em 
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brace as many people as possible in a 
singing “we commiserate with you 
you are so unhappy;” in such instances 
the people concerned want the world to 
know and to appreciate that and how they 
are suffering, 

In this context I concentrate on 
I realize that there is much 
people without self-pity. I 
many self-pitying people go throu; 
deprivations and hardships. 


LONELINESS 
Coming back to the in 


perl 
perience of self-pity is tied up with 
liness or the fear of loneliness. 

the Jewish refugee 
moaned were utterly lonely persons; 


tion may aarp an al a 
some personal page t they 
been lacking. However, their defiant 


We have so far dealt with a wide range 
of responses 
borderland between 


some of which belong in the — 
the so-called normal: 
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the clinical diagnosis of a “psychosis” may 
be, the psychosis itself is the experiencing 
_ of a person in a situation. How far we may 
understand this experiencing and through 
it the person in his situation depends on our 
good sense and on the patient’s willingness 
to let us understand him. This last remark 
implies the possibility that patients may 
mislead us through what they tell or refuse 
to tell us; they may not want us to know 
= what they are actually going throngh; 
they may cover up purposefully. In such 
cases self-pity is probably rather rare as it 
f: would be much simpler for the patients 
concerned to come out with their com- 
plaints and problems if they were interested 
in getting our sympathy and our help. 
However, even patients who seem to be 
anxious to communicate and who seem 
to spill over with all manner of details 


f Despite these reservations we have some 
-~ impression as regards self-pity in a goodly 
number of the mentally sick, There are the 
depressed patients of whom I said “the 
endogenous depressive is suffering, the re- 
active depressive feels sorry for himself.” 
I still think that this is a sensible distinction 
but I know that one cannot divide all 
depressive conditions into two entirely 
different parts. In the melancholy or endog- 
enous depression ever so often reactive 
features are present not only in respect to 
the etiology, but also in the picture which 
the patient presents. On the other side, a 
person in a reactive depression may have 
some depressive background, he may be 
the kind of person that easily responds in 
this manner. On the whole, however, the 
role of self-pity played in the wide field 
of the depressive patients is definitely more 
often found in the essentially reactive than 
in the mainly endogenous. We do not for- 
get that the melancholy patient in his self- 
deprecation and self-accusation may in- 
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tend to give us a picture of a “bad kid” who 
feels sorry for himself. Nor will we 
disregard the relatively small number of 
reactive depressives in whom self-pity re- 
cedes to the background. In this connec- 
tion we cannot help thinking of the mourn- 
ers, that is the people who have always 
something or somebody to mourn and who 
perform their mourning in an unmistakably 
self-pitying manner. This reminds us that 
normally mourning people do not feel sorry 
for the deceased person, who after all is 
resting in peace, but for themselves on 
behalf of the loss they have suffered. Self- 
commiserating mourning is almost entirely 
alien to the endogenous melancholy pa- 
tient. 


SELF-PITY IN SCHIZOPHRENICS 

In depressive persons there may occur a 
magnification or a minification of the ex- 
perience of self-pity, that is a quantitative 
change in this very experience. Something 
else is observed in patients we call schizo- 
phrenics. We are often told that the schizo- 
phrenic loses contact with reality. We are 
less often told that in losing contact with 
our so-called reality the schizophrenic pa- 
tient is building up a reality of his own 
which, qualitatively different from our real- 
ity, is of highest importance and value to 
him. The schizophrenic patient appears 
to experience his situation and himself in 
his situation in a manner different from 
our everyday way of experiencing. He 
seems to experience himself at a distance 
from us, and he is going through many 
and manifold experiences which fill and 
color this distance. There are hallucina- 
tions and delusions, there are silliness and 
mannerisms which we might misinterpret 
since we cannot follow them in our own 
experiences at the very time they are ex- 
perienced by the patient. In most instances 
the patients tell us about these experiences 
after they have had them, not while they 
are having them. Many patients are very 
reluctant to disclose these experiences while 
they go through them. Hence we surmise 
that as regards self-pity the picture a 
schizophrenic patient shows to us may be 
deceptive; for instance, he may in his 
way play for our sympathy but experience 
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himself as highly exalted above us and pity 
us less blessed creatures. There are cer- 
tainly, after violent schizophrenic episodes, 
conditions in which a patient feels ex- 
hausted, so exhausted indeed that he is 
unable to commiserate with himself or to 
ask for our sympathy. I am inclined to 
assume that schizophrenics who play out- 
right for our sympathy and pity, and who 
make themselves appear self-pitying do so 
in many instances because they want 
something; mostly something which is 
within the power of the physician to give 
them—or at least that is what they think— 
namely, a' weekend pass, or some other 
favor, or a compensation, a pension or an 
increase of a pension. This is an attitude 
characteristic in compensatory situations ; 
it does not belong to schizophrenic psy- 
chopathology. 

The real flowers of the schizophrenic 
patients, that is the sensitive, imaginative 
and intelligent schizophrenics, rarely allow 
us to become aware of their self-pity if they 
harbor any at all. They are at least for a 
long stretch of time at too great a distance 
from our so-called reality to let us enter 
theirs. 

I used the phrase “mere bodily dis- 
turbance” in order to indicate the greater 
personal involvement in the mental disease. 
I do not underrate bodily disease the less 
so, as in respect to self-pity it is a rich 
field, Bodily diseases bring physical pain, 
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rplexed or frightened, but go on in fortune or misfortune at 
Jock in a thunderstorm. 


Quiet minds cannot be pe 
their own private pace, like a ¢ 


disablement, disfigurement, and in 
wake the sorrow of being unable to fulfill 
one’s obligations towards dependents, 
towards co-workers, towards the “job,” 
towards the institution of which one is a 
member. A prolonged siege of disease at 
home or in the hospital interrupts the 
planned continuity of life. We need not go 
into all the fears which such patients can 
have. No wonder that frequently self-pity 
comes to the fore in endless questions the 
physician is not prepared to answer to his 
own and to his patients’ satisfaction. There 
are, however, many true martyrs among 
the physically sick who, though cognizant 
of the seriousness of their condition, have 
the fortitude to give strength to their fam- 
ilies and to their friends, These people 
demonstrate that the supreme antidote 
against self-pity is the ability to feel pity 
for others and to help others. 

It is human to “feel better” when one is 
reassured that there are others who are 
doing much worse. “Why worry about a 
little heart attack, Mr, X.? Remember that 
Mr. Y. is slowly dying of an in ble 
tumor.” Such reassurance can be hel 
when a patient feels very sorry for him- 
self, but it is temporary and superficial. It 


le and respect for himself will fortify 
him in the battle that, in the end, all of us 
are bound to lose, 


—Ronext Louis STEVENSON 
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MEMO FROM THE EDITOR 


= m = An editorial in the July issue noted that the new Journal leadership would 
initiate no startling change for change’s sake. We would now like to call attention 
to a few modifications in content and style of the Journal. Some are of a merely 
technical nature ; others are intended to keep pace with developments in the APA 
publications program ; all are designed to assure high quality from both the scien- 
tific and the literary points of view. 

The “News and Notes” section of the Journal has been discontinued. By a deci- 
sion of the Executive Committee of Council, the APA Newsletter will be re- 
placed beginning in January with a 24-page monthly newspaper. The larger size 
of this new publication will permit comprehensive and detailed coverage of events 
of interest to psychiatry, However, current happenings that appear to have signifi- 
cant historical interest will continue to be carried in the Journal. 

By a decision of the new Editorial Board of the Journal, our January issue will 
no longer include the Review of Psychiatric Progress for the preceding year. In- 
stead, the Board has decided that review articles on various aspects of psychiatry 
will be published from time to time as they become available. In addition, most 
issues will carry special sections on subjects of current interest, such as the “Brief 
Psychotherapy” section in August, “Psychiatry and Poverty” in September and 
“Sleep and Dreaming” in this issue, 

A current problem facing the Editor and Editorial Board concerns the large 
backlog of manuscripts. Some of these are already in galley proof form, having 
been accepted before the changeover in Editorial Boards took place in July ; more 
than 300 manuscripts were received from the annual meeting ; and about 30 un- 
solicited manuscripts are received weekly. To insure both diversity and quality, 
an attempt is being made to achieve a balance in each issue through the use of 
some previously accepted manuscripts, some annual meeting papers and some 
newly submitted manuscripts. However, some delay is inevitable and patience is 
required—from contributors whose manuscripts were accepted some time ago, from 
those who gave papers at the annual meeting and from those who have submitted 
manuscripts more recently. 

Some of our changes are of a technical nature. New requirements for manuscripts 
are described on Page VII (“Information for Contributors”) in this issue. Potential 
contributors are invited to review these suggestions closely ; close adherence to 
them will expedite review and processing of manuscripts. Of particular importance 
is the desirability of following the new style in regard to references ; much edi- 
torial staff time which could be used to good advantage elsewhere must now be de- 
voted to correcting references. 

A final word : the practice of psychiatry does not have rigid rules ; the American 
Journal of Psychiatry does not intend to have a rigid and inflexible structure or set 
of rules. The guidelines we set are intended to make the information in the Journal 
more accessible to our readers and of a uniformly high quality. Suggestions for 
further changes will be given careful consideration by the Editor and the Editorial 
Board. 


Se ee! ee 


F. J. B. 
452 


aay 


1965 ] EDITOR'S NOTEBOOK 


INFORMATION EXPLOSION—INFORMATION RETRIEVAL 


Œ =æ æ Our contributors and readers are acutely aware of the so-called “informa- 
tion explosion,” resulting in the publication of over 58,000 scientific journals all 
over the world. While we are proud that new scientific knowledge is increasing 
more rapidly than any other product of society, we are faced with the fact that we 
are less able to transfer it expeditiously to those in a position to make use of it in 
the public interest. More journals are publishing articles pertinent to practising 
psychiatrists and investigators at all levels of human behavior, No longer can a 
clinician remain well informed about his field by judicious scanning of a half- 
dozen selected journals and attending one or two national meetings a year. 

With the continued proliferation of numerous new journals in psychiatry alone, 
the reader may well ask what is being done in our field to help him learn “the best 
that is being thought and said,” in addition to the established annual reviews in 
psychiatry, neurology, psychology and allied subjects. Paradoxically, many physi- 
cians who are overwhelmed by the growing number of professional journals are 
looking more to independent or drug-house-sponsored review journals for quick 
digests of current clinical and experimental investigation. Those interested in 
particular facets of psychiatry concentrate on subspecialty journals. 

One of the most important aids to the practicing physician and investigator is 
the new and improved Index Medicus, the vehicle for the dissemination of the data 
processed by the MEDLARS (Medical Literature Analysis Retrieval System, 
1964). In 1964, MEDLARS indexed about 145,000 entries from 3,300 journals of 
which about 220 (6.6 percent) were in psychiatry, gag ind psychology, and 
it is extending its coverage into the behavioral sciences, In t 


are not widely used by most clinicians a by E a as a regular part 
of their habitual routine to “keep up with the literature. 

Because these facts are EEE S RERA to investigators, agencies, scien- 
tifi inistrators, executives and legi y ca- 
tion pap precious man-hours in the design and operation of — 
projects, several task forces have pmd ep eaten a aoe y 2A pae 

one million dollars a week. AH s greed 
ow ea ways to assist the investigator, clinician and iare 
obtain desired information more efficiently and thereby save untold man-hours ol 


keo peasy the creation by the National Leland i spare 
i h Ii „w s! 

f the National Clearinghouse for Mental Health Informa! dying 

the ote field for i which to improve biomedical and behavioral science 


communication. 
5; accepted the responsibility of 
Several national professional papers S order to serve them better. We 


American 5 
skills leased ee Director, Dr. Walter E. Barton, has recently obtained a grant 


hip needs in conjunction with the cur- 
from NIMH for the study of our members! oe 
rent anda ae the National Clearinghouse Mental Health Information, hea 


d s ine Bouthilet. t 
; Be i Paul T. Wilson, who joined the APA sche July, u oa re 
information retrieval specialist. He is well qualified by Sim ing — 
give maeh adi professional leadership to a comp! 
methods for determining the needs of our members. 
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We are aware that the task is enormous because there are literally dozens of 
different major subject areas in our own specialty, and many more in the biologi- 
cal and behavioral sciences of crucial concern. Coordination with existing systems 
such as MEDLARS, Excerpta Medica and those of the allied sciences, particularly 
with psychology, and the developing programs of NIH and the National Clearing- 
house of NIMH are immediate goals, The key to genuinely useful information re- 
trieval is improved subject area or coordinate indexing, and we have reason to 
believe that major steps will be possible here with the cooperation of Dr. Bouthi- 
let of the National Clearinghouse and Dr, Martin Cummings, the Director of the 
National Library of Medicine. Much work must be done to develop appropriate 
title writing and preparation of abstracts in order to improve the efficiency of the 
computerized systems. 

However, we cannot expect computerized systems, however swift and complex, 
to do the job required unless we first learn more about both the expressed and the 
unrecognized needs of users. Information retrieval is a human and intellectual 
activity, not a mechanical one. We can help ourselves by enlisting the aid of our 
leading investigators, clinicians and scholars to prepare periodically judicious 
critical reviews of important subject areas which will enable the reader to know 
the best work available without exorbitant effort, and be able to withstand the 
changing winds of fashion. 

We can also help ourselves by cooperating in the effort now underway to de- 
termine the needs of our membership for psychiatric information. In the near 
future, the American Psychiatric Association will initiate its information processing 
study by distributing a questionnaire to discover what kinds of information are 
really wanted and needed in psychiatry, It will also seek to explore what efforts 
are being made now to deliver this information. Because it is the first of a series 
of studies, this questionnaire will play a central role in determining what further 
research will be done. 

Information retrieval at all levels of our meetings and publications is the con- 
cern of all our members, and not merely the esoteric province of computer ex- 
perts, however yaluable the latter may prove to be in the world of tomorrow. The 
pein Journal of Psychiatry welcomes your participation in this corporate en- 
erprise, 

Henry W. Brosin, M.D. 


RESPONSIBILITY OF PSYCHIATRISTS AND OTHER PHYSICIANS 
FOR ALCOHOL PROBLEMS +? 


m m B An adequate national attack on alcohol problems? necessarily requires 
the application of the knowledge of many professionals, reinforced by broad 
citizen support. Psychiatrists, together with general physicians and other medical 
specialists, have a continuing obligation and responsibility for contributing their 
relevant clinical knowledge and skills to the treatment and prevention of alcohol 


1A position statement authorized by the Council of the American Psychiatric Association, 
February 1965. 
2 The term “alcohol problems” is used advisedly in preference to the terms “alcoholic” and 
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problems. It is urgent 


imperative that psychiatrists and other physicians 
better prepare themselves for their proper role in attacking these slic on a 


national scale, so that the medical contribution may become far more telling than 
it has been in the past. 


Existing programs in the community for the management of alcohol problems 
are generally inadequate and need expansion and acceleration. General medical 
and psychiatric facilities, including general hospitals and psychiatric facilities, 
commonly discriminate against the patient with alcohol problems, Such meager 
services as they do render are offered in a spirit of therapeutic pessimism, What 
is needed are properly equipped and adequately staffed wards prepared to offer 
prompt and adequate treatment of acute and chronic physiological, psychological 
and social disturbances associated with alcohol problems, and all of this in close 
collaborative relationship with other community agencies concerned with the 
management of such problems, The principle of a continuum of services in the 
community applies here as well as to other kinds of disorders, 

All prepayment plans for defraying the cost of medical care through insurance 
should cover the person with presenting symptoms of alcohol problems who 
seeks treatment in medical settings on the same basis as for other illnesses, 

Medically speaking, every person with alcohol problems should have the 
benefit of comprehensive diagnostic study including an assessment of his general 
health, his mental and emotional condition and his social and economic adjust- 
ments. To concentrate exclusively on “the drinking problem” per se is to neglect 
the possibility of related diseases and various social and economic factors of pos- 
sible critical import, 

Treatment should reflect closely the results of careful diagnostic evaluation. As 
treatment progresses, furthermore, therapists should maintain continuous surveil- 
lance of the effects of that treatment and of intercurrent changes in the patient's 
condition. Critical review should continuously determine whether treatment is 
effective, appropriate and adequate. 

The patient and his problems with alcohol are affected by his social environ- 
ment, but they also affect that environment. Treatment programs should take this 
into account, Persons whose training is other than medical or psychiatric con- 
tribute substantially to the understanding and management of the patient, The 
treating physician should be willing to consult and collaborate with nonmedical 
individuals and institutions involved without assuming administrative or other 

i Such individuals include clinical psychol- 
nonmedical responsibilities in doing so. a ni 
ogists, social workers, nurses, clergymen, vocational rehabilitation counselors, 


his 
i will of course be always mindful of his medical obligations to 
Mene neither legal nor moral’ authority to abandon those obliga- 


tions. 
i | prob- 
Present research activities investigating the nature and causes of alcoho! 

lems are both commendable and productive. They have zy yot, howa 
reached levels commensurate with the magnitude of the alcoho! a = 

threat to our society. Urgently needed are greatly increased pu e let 
monies for research, expanded research institutes and ea and large E 
bers of fully trained personnel to conduct those institutes ani programs; 1 a 
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cedures should also be developed which will greatly accelerate the adaption of 
research findings to the problems of patients and their promulgation to personnel 
involved. 

We urge members of the Association to work with others in their communities 
for more adequate services for patients with alcohol problems in the context of 
this statement. We record our conviction of the need for undergraduate and 
graduate medical educators in general, and psychiatric educators in particular, to 
orient medical students in these constructive directions. 


HOFHEIMER PRIZE APPLICATIONS INVITED 


The American Psychiatric Association invites applications for its annual 
Hofheimer Prize Award ($1,500) for outstanding research accomplishment 
in psychiatry and mental hygiene. Applicants must be U. S. or Canadian 
citizens not older than 50. If a group of co-workers is involved, the majority 
must meet the citizenship requirement, and their median age must not 
exceed 50, Any professional person who has done creative research relevant 
to the general field of psychiatry and mental hygiene is eligible. The work 
must have been published within the past three years, : 

_To apply, submit six copies of published work and data concerning age, 
psec e by begs 1, 1966 i : Melvin Sabshin, M.D., Chairman, Hof- 
eimer Prize Board, versity of Illinois ici 
6008, Chicago, TROA iy College of Medicine, P. O. Box 
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PHYSIOLOGIC TREATMENT OF DEPRESSIVE REACTIONS : 
; A PILOT STUDY 


_ HOWARD D. KURLAND, M.D. 


The steroid exeretion patterns of neu- 
yotic- and manic-depressive patients 
viously studied over a 2-year period at 
this Center(1) were abnormal and proba- 
bly were indicative of a relative inadequacy 
of endogenous 17-hydroxycorticosteroids, 
In the present study, the use of physio- 
logic doses of prednisone to treat various 
categories of potentially suicidal 


scale (C-KDRS)(2), Following the com- 
pletion of prednisone administration to 
each patient, the depression scale ratings — 
were analyzed by Barnard's Sequential 
t-Test(3). Experiments were discontinued 


tions in depression ratings at the 99% level 
of confidence for each of the 3 diagnostic 


” 
patients was investigated. The results of groups. 


this study emphasize that the rapid allevia- 
tion of depressive symptoms may neces- 
sitate the treatment of basic personality 
problems which are uncovered by the 
removal of the defense of depression. 
The subjects in this study had histories 
of severe depressive reactions of over 3 
months’ duration, were potentially suici- 
dal, and had failed to respond previously 
to other antidepressive medications, The 
diagnostic categories studied included neu- 
rotic- and _psychotic-depressive and schizo- 
affective reactions, All subjects were giv- 
en 15 mg. of prednisone daily for 1 to 
2 weeks, then the dosage was tapered off 
progressively for a month. The clinical 
course of each patient was followed for at 
least 4 months, and ral were recorded 
on the Cutler-Kurland ion rating 
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Pre-treatment evaluations on the C-KDRS 
fell in a range of 14 to 16 (ratings greater 
controls 

without a history of psychiatric illness), 


and after 2 weeks the 

0 to pater the striking 

every ject, sequential 

vealed significant improvement 

analysis of only 4 patients in each 

3 diagnostic categories (a total of 12 cases 
studied). 


elimination of those sym) 


personality problems of t 
to the onset of 


le those with schizo-affective reactions 
mA tinahi rather than affective 


disorders. 
The uncovering of underlying psycho 
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Varying resistance to psychotherapy oc- 
curred in patients fantasying that the rapid 
removal of depressions was effected by a 
“miracle drug” which could be relied upon 
for “magical” solutions to future problems. 
Most patients easily transferred their de- 
sires for assistance from the medication to 
the psychotherapist who prescribed it (and 
might possibly have to do so again). 

_ The administration of adrenocorticoster- 
oids, however, may result in undesirable 
complications. The medical contraindica- 
tions to steroid therapy must be heeded, 
and constant watchfulness for the possible 
development of harmful physical side-effects 
is essential. Psychiatric and neurologic 
disturbances may follow the adminis- 
tration of corticosteroids or adrenocortico- 
tropin(4, 5). A too rapid tapering of 
steroid dosage may result in a period of 
relative hypoadrenalism, thereby exacer- 
bating and compounding psychiatric diffi- 
culties(5), During this study, reappearance 
of severe depressions occurred in 1 manic- 
depressive and 2 neurotic-depressives, in 
each case about 2 months after the dis- 
continuation of medication. These relapses 
may indicate the necessity for maintaining 
the recovered depressive patient on small 
doses of steroids for periods approximating 
the average duration of previous phases of 
severe depression. 

In this study the rapid relief of depres- 
sive symptomatology afforded by therapy 
with prednisone accentuated the patients’ 
basic personality problems. In schizo-affec- 
tives, adequate doses of phenothiazines 
were needed to treat the intensification of 
psychotic thought disorders which began 
concurrently with the remission of depres- 
sion. The treatment of patients having 
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involutional psychotic depressions with 
some paranoid features likewise required 
phenothiazines to suppress the paranoid 
thought disorders which replaced their 
affective disorders, 


SUMMARY 


No treatment has yet been devised that 
can cure all forms of depression or even 
all patients with any single type of depres- 
sive reaction. This pilot study revealed 
that prednisone was effective in amelio- 
rating only the components of affective 
disorder in neurotic- and psychotic-depres- 
sives and in schizo-affectives. Because of 
the marked effects in every subject, the use 
of sequential statistics to analyze the 
clinical ratings of depression yielded evi- 
dence of improvement at the 99% level of 
confidence with only 4 cases in each of 
the 3 categories. Further clinical studies 
of larger populations and variable treat- — 
ment combinations now appear wartanted. 
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SODIUM AMYTAL, HYPNOSIS AND PSYCHOTHERAPY 
S. H. KRAINES, M.D. 


Intravenous sodium amobarbital is an in- 
valuable adjunct to psychotherapy. In the 
last 10 years, over 10,000 injections have 
been given to over 1,000 patients. As an 


Dr. Kraines’ address is 30 N. Michigan Ave., 
Chicago 2, Ill. 


adjunct, it provides immediate relief from 
anxiety, tension, agitation ; it induces a rap- 
id onset of rapport; it facilitates the in- 
duction of hypnosis which may then be ` 
used for hypnotic imprinting of psycho- | 
therapeutic formulations ; and it accelerates 
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improvement and markedly shortens most 


psychiatric illnesses, 

The technique is simple. After the usual 
psychotherapeutie interview, sodium amy- 
tal-125 mg—is given intravenously and 
rapidly, Within 15 to 20 seconds, the 
tient experiences a dizziness, and at 
point becomes remarkably suggestible. The 
therapist immediately suggests, “Work with 
the medicine to relax not only your body 
but your mind ;” after a few moments he 
states (not asks), “Notice how good you 
feel.” 

Within a few moments, the patient who 
has entered the office tense, anxious, de- 
pressed, undergoes a dramatic change, His 
muscles relax, and he smiles with relief, 
His face suffuses with a healthy color, his 
eycs glisten, and his expression is that of 
disbelieving relief from his intense or long- 
standing symptoms. The patient reports, 
“I have not felt so good since I first got 
sick ;” “everything seems so clear;” “my 
backache (or other psychosomatic symp- 
ton) is gone.” His gratitude—and that of 
the witnessing relative—is great. 

He remains in a le chair or 
lying in bed for 15 minutes to one-half 
hour. He leaves the office completely con- 
scious and, in most persons, with minimal 
signs of sedation. Older persons are escort- 
ed by friends or relatives. Most of the pa- 
tients proceed on their usual routine, and 
often are hungry for the first time in 
months. The duration of the relaxation and 
the associated euphoria is from several 
hours to several Ca ad fon with the 
intensity of the illness and patient's 
suggestibility. The response to the first 
treatment is usually the most dramatic, 
and patients look forward to subsequent 
treatments for relief during the long period 
required by psychotherapy. 

Despite "satel statements made in the 
literature and in the package information, 
no respiratory distress occurred in the 
10,000 injections. In most cases, the blood 
Pressure drops immediately, returning to 
pre-treatment levels in 3 to 4 hours. No 
syncope or cerebrovascular disturbances oc- 
curred even in aged, hypertensive, or in- 
firm patients. 

The rapid administration of intravenous 
amobarbital was found to induce a mild 
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confusion and thereby to increase suggesti- 
bility, It is possible quickly to superimpose 
a light hypnotic trance in most 


maining tension. Good. Now that your 
is relaxed, relax your mind, Feel 
going into a deep 
better if you go to sleep, but even if you 
don't, you will f for, 


With some elaboration and serie 
tions depending upon the patient's re- 
this technique induces a trance state 

ın most patients, Very few, however, be- 


they- 
and the therapist's form- 
ulations at this time have increased effec- 


toms will disappear, but 
fig a peters of understandiy 
recting—the etiologic tension. 

ample, the patient is told, “Your 
colitis is the result of emotion and. 
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of the chronic emotionally disturbed pa- 
tients (constitutional psychopaths, chronic 
depressions, maladjusted personalities, 
etc.) who had been resistant to psycho- 
therapy, drug, and/or shock therapy, the 
relief from anxiety and the repeated im- 
printing of mental hygiene attitudes re- 
sulted in improved functioning. It is of 
interest that several patients with severe ob- 
sessive-compulsive disorders were relieved 
of their compulsions after a series of 20 to 
30 amobarbital treatments given at weekly 
intervals, 

The clinical conclusions were that in 700 
patients (70%) the psychosomatic symp- 
toms disappeared rapidly; healthy attis — 
tudes were inculcated more quickly; and — 
the depressive mood, which persisted as — 
long in the amobarbital patients as in the 

tal patients, was neither so 
intense nor so disturbing. 


THE USE AND EFFECTIVENESS OF ELECTROSLEEP IN THE 
TREATMENT OF SOME COMMON PSYCHIATRIC PROBLEMS 


E. C. MILLER, M.D., anp J. L. MATHAS, M.S. 


ness in psychophysiologic and neuromus- 
cular disorders. This study was under- 
taken in an attempt to discern the merit 
of the procedure when used in some 
commonly seen psychiatric problems. 

The treated population reported herein 
was selected from new admission psychi- 


~ The authors are with the Department of Psy- 
chiatry and Neurology, Duval Medical Center, 
Jacksonville, Fla. 


atric patients who were medically clear, 
agreeable and able to cooperate in the 
procedure but unscreened as to diagnosis. 
Psychotropic 


a sufficient number of patients had re- 
ceived adequate clinical trial they were 
with a control group of recently 
patients selected on the basis 
ep as to diagnosis, sex, 
weight age. Comparisons of the groups 
were made at the clinical level, the treating 
picin giving special attention to remis- 
presenting symptoms, gen 

adaptability of the patient and his ability 
and willingness to retum to his normal 

psy- 


activities. The mean daily weight of 
chotropic medication ile gel the 
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both of these objectively measurable indices The statistical comparison of Sis 
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Twenty-seven patients received electro- 
sleep create A commercially produced the duration of hospitalization. At the 
machine was employed and 
lasted from 30 to 50 a pn scores is significant. 

ven with a frequency to 
ee per week, Two hundred and twenty- souenon 
two treatments were given for a total of Tai Sey ee Se eee 5 eee 
160 treat: ent hours. Fifteen patients man- relationship between improvement 
aged a consi state during the tients of the diagnostic categories included, 
treatments, oe those ape and 
did so during t treatment, treatments, 
bo slept did so within the first three parameters employed. There appear i) 
treatments. no disturbing side swe} however, bere 

Table 1 summarizes treatment results. Of patient did undergo a dissociative 
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Acute brain sym- 
drome associated 
with alcohol 1 
intoxication 

Schizophrenic 
reaction chronic 
undifferentiated 
type 

Involutional psy- 
chotic reaction 

Depressive reaction 2 

Inadequate person- 2 1 1 
ality with depression 

Schizophrenic reac: 1 
tion hebephrenic type 

Schizophrenic reac 1 
tion simple type 

Emotionally unstable 
personality 


1 
Total 
TELE third trest 
egr yria arm brrr 

the 15 patients considered Serial po 
had slept darii Sc whig ai Sow formed on the a 12 patients thorwed 
considered not improved, 
mined d sl state. The — Ss 
pes who parry sre ve did so raised: If te 

d between 6 reported 

On the basis of clinical assessment, 56% rept NT How doe clnctodeay 
of the electrosleep-treated oe therapeutically from normal. chemi : 
vith, 6O% tai rate in the cont ý E l 
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ated or addicted to sleep treatments? 
What role does suggestion play ? Addition- 
al research and further clinical assessment, 
employing a wider range of diagnostic 
categories and greater flexibility in admin- 
istering treatment, may be indicated be- 
fore a final opinion is reached in the 
matter of usefulness of this procedure as 
a psychiatric treatment. 
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HALOPERIDOL—A PRELIMINARY CLINICAL STUDY 
ARTHUR P. HOLSTEIN, M.D., ano CALVIN H. CHEN, M.D., M.Sc. (Med.) 


Haloperidol, a butyrophenone with tran- 
quilizing properties, has previously been 
used to control the anxiety found in schizo- 
phrenia with varying results(1-3). In com- 
parison with other tranquilizers, however, 
there are some indications that patients 
with paranoid symptomatology control their 
activity best on haloperidol(1-6). This pre- 
liminary study was designed to further 
explore the usefulness of the drug in the 
latter’ group of patients, and to gain ex- 
perience in administration of the drug. 

Method. Twenty long-term treatment 
mental patients were selected for the study 
because they had overtly expressed para- 
noid symptoms, and had not responded 
to other treatments. Their primary diag- 
noses and the number of patients in each 
category were: schizophrenic reaction, 
paranoid type—12; schizophrenic reaction, 
childhood type—4; passive aggressive per- 
sonality—1 ; schizophrenic reaction, chronic 
undifferentiated type—1; schizophrenic re- 
action, hebephrenic type—1; and involu- 
tional psychotic reaction—1. 

All patients were withheld from other 


Haloperidol (Haldol) was furnished by McNeil 
Laboratories, Fort Washington, Pa. 

Dr. Holstein is a Research Psychiatrist, North- 
ville State Hospital, Northville, Mich. Dr. Chen 
is Director of Education and Research, Northville 
State Hospital, and Clinical Instructor of Psychi- 
atry, Wayne State University, Detroit, Mich. 


tranquilizers for 1 week before entering the 
study. They were started on haloperidol 
0.5 mg. b.i.d., and the dosage was gradual- 
ly increased at 3-5 day intervals, but not 
to exceed a maximum of 5 mg. q.id. The 
duration of this clinical trial was 6 weeks. 
However, in those patients who showed 
a favorable response, the drug was con- 
tinued. 

Observations were made on overtly ex- 
pressed paranoid symptomatology as well 
as changes in ward behavior and inter- — 
personal relationships. Laboratory studies — 
(SGOT, thymol turbidity, CBC, and uri- 
nalysis) were done prior to the study, 6 
weeks later on all patients, and at monthly 
intervals subsequently on those patients, 
who were continued on the drug. 

Results. Four patients were discontinued 
before the end of the study: 1 because 
of Parkinson-like syndrome; 1 because of 
dizziness which varied directly with the 
drug dosage; and 2 because of agitation 
and increasingly uncontrolled behavior. 

Of those who completed the clinical trial 
period of 6 weeks, 5 patients showed no 
clinical improvement and no side effects. 
Two of these patients developed intract- 
able hypochondriasis which was distressing 
enough to warrant the discontinuation of 
the drug, although it might be a sign of 
partial improvement. 


Jationships to such an extent that their 
ward physician continued them on the drug 
- beyond the 6 weeks. Two patients in the 
improved group were able to have leave 
of absence after 2 and 10 years of hospital- 
ization, respectively. Ten of them have 
maintained their new status for a period 
' of 5 months, and they are functioning 
socially much above their previous average 
behavior. The other, a teen-age patient, 
regressed after 3 months because of change 
_ of therapists. He is now recovering. The 
effects upon the expressed paranoid symp- 
toms were variable ; some patients stopped 
‘overt verbalization; others would only 
verbalize when questioned, and 2 patients 
continued to verbalize their paranoia, 
though they improved their behavior. Two 
of the improved patients developed extra- 
pyramidal symptoms which were readily 
controlled with benztropine (Cogentin). 
The average drug effect and the appear- 
ance of extrapyramidal symptoms and 
other side effects appeared at the 5 mg. 
per day level. Maintenance doses ranged 
from 5 to 20 mg, per day with the majority 
of patients requiring 15 mg. per day. 
All laboratory tests showed no significant 
changes. 


Of making convent! 


Haloperidol appears to be an effective 
tranquilizer in schizophrenic reactions ac- 
companied by paranoid symptomatology, 
and in other mental illnesses where para- 
noid symptoms are prominent. 

Extrapyramidal tract symptoms 0c 
curred, but were easily controlled with anti- 
Parkinsonian medication. 
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MENTAL PERSPECTIVE 


The habit of always seeing an alternative, 
Of not taking the usual for granted, ; 
ionalities fluid again, 
Of imagining foreign states of mind, 


—Winiam James 


COMMENTS 


CONFERENCE ON MEDICARE LEGISLATION 
Editor's Note: Following the passage of Public Law 89-97 (the “Medicare” legislation), the 


American Psychiatric 


Association called together a group of experts ta discuss the new law 


and the standards necessary for the care of psychiatric patients over the age of 65 who will 
be beneficiaries under the program. To be eligible for Social Security reimbursement for treat- 


treatment, If a general hospital, it must be accredited by the Joint Commission on Accredi- 


tation of Hospitals, There must 


the Secretary of Health, Education, and Welfare 


will issue standards for program, personnel and records of psychiatric inpatient facilities. 


Psychological Association, the National Association of Social Workers, the National Association 
for Mental Health and the National Association of Private Psychiatric Hospitals. Invited repre- 


John W. Gardner, Secretary of Health, 
to issue the regulations about November 1. 


1. Facilities. The conference endorsed the 
principle that all public and private mental 
hospitals and all general hospitals should be 
inspected and accredited by the Joint Com- 
mission on Accreditation of Hospitals. One- 
third of existing general hospitals—about 2,000 

= ~and about two-thirds of all public and private 
mental hospitals are not now accredited. There 
are large areas of the country where there is 
presently not a single accredited hospital. The 
group stressed the importance of working 
toward accreditation of all hospitals. Bota the 
hospital and its extramural extensions should 
be accredited by this agency. 

The group also recommended that the Joint 
Commission on Accreditation a t responsi- 
bility for the accreditation of tina homes, 
The desirability of a single inspecting and 
accrediting. agency is evident, and it was 
agreed that the Joint Commission on Accredi- 
tation of Hospitals is the sole agency able to 
undertake this task. 

The Joint Commission on Accreditation of 
Hospitals presently makes no comment in its 
written Standards for Accreditation about men- 
tal hospital inspections or about the inspection 
of psychiatric programs in general hospitals. In 
view of this fact, the American Psychiatric 
Association’s “Standards for Hospitals and 

Clinics,” Part 3, and its more recent publica- 
tion entitled “Emerging Patterns of Adminis- 
tration of Psychiatrie Facilities,” both prepared 
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by the Committee on Standards and Policies 
of the American Psychiatric Association, are to 
be used to guide the Joint Commission on Ac- 
creditation’s inspection and accreditation of 
psychiatric programs in any hospital. 

The profession of psychiatry has the obliga- 
tion to review and update its standards. This 
the psychiatric profession will do. 

The necessity to upgrade the quality of 
psychiatric care in general hospitals was 
Stressed ; the care provided should equal that 
available in the good public and private mental 
hospitals. Some general hospitals do not pres- 
ently provide this level of care for the elderly 
Patient. Often the general hospital lacks both 
qualified psychiatrists and registered nurses 
trained to care for mental patients. Also, many 
general hospitals lack departments of social 
work, occupational therapists and rehabilitation 
workers. The total management of the elderly 
psychiatric patient demands all these staff 
skills to insure a comprehensive program. 

Hospitals not accredited by the Joint Com- 
mission might be given temporary approval 
to accept geriatric patients during a probation- 
ary period upon certification that they are 
engaged in a program of improvement and 
upon the assurance that they will meet the 
acceptable standards for accreditation in a 
reasonable time. All conference experts agreed 
that high standards are essential but that some 
concessions could be made during a transition ` 


period. However, in the run, every effort 
must be directed ‘ome eflectuation of 
quality care. 

2. Utilization review committee. It was 
agreed that all general hospitals and private 
and public mental hospitals should io 
zation review committees. (The Joint Com- 
mission on Accreditation of is being 
asked to modify its by-laws to a utilization 
review committee as one of its requirements for 
accreditation.) It was recommended that psy- 
chiatrists be appointed to the utilization review 
committee in general hospitals which have a 
psychiatric unit or psychiatric service. Mem- 
bers of the utilization review committee 
should be so chosen as to represent the in- 
ternal hospital needs and to reflect the com- 
munity requirements in order to insure the most 
efficient use of all available resources, Broad 
representation on the review committee is 
especially important to avoid duplication of 
costly equipment and services that could be 
more efficiently organized on a regional basis. 

3. National medical review committee. There 
should be a psychiatrist on the National Medi- 
cal Review Committee and also on the Health 
Insurance Benefits Advisory Council, Inasmuch 
as new problems have been introduced into 
administration of the Social Security Act 
through the removal of most of the exclusions 
for psychiatric disorders, consultants in psy- 
chiatry would prove most valuable, It is sug- 
gested that these tatives be chosen 


from the Fellows of the American Psychiatrie 
Association. Consideration should also be given 
to representation on Heal 

Benefits Advisory 


participants stated 
sonnel engaged in 


uing education program 
uing education should 
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signed to a qualified staff member whose job it 
would be to create and lead the k 
program. There should be a formal curriculum 
and regular meetings to insure attainment of 
educational goals. 


The psychiatrist in charge of a 
geriatric program should be a uate of a 
medical school approved by the American 


Medical Association and a Diplomate of the 
American Board of 
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assistant 
is consultation from a registered 
tional therapist available. 
The following principle was agreed, 
geriatric program 7 
ter therefore, ally aed expe 
experience in the field of psychiatry sate 
atrics should be the person in charge 
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a program. When such an individual is not 
available, a person of lesser qualifications may 
be employed provided a consultant with full 
qualifications is available. The experts in at- 
tendance at the conference also recognized 
the desirability of employing persons from 
specialty fields other than the mental health 
professions noted above to work in the geri- 
atric program. Some of the others who are re- 
quired, if the program is to provide total care, 
are dentists, dieticians, podiatrists, physical 
therapists, physiatrists, clergymen, internists, 
specialists in rehabilitation, recreational thera- 
pists, industrial therapists, pharmacists, bar- 
bers, beauticians, ophthalmologists and otolo- 
gists. It was also noted that there should be a 
paid director of volunteers. It is possible that 
a new subprofessional, a geriatric technician 
who could be a generalist trained in insights 
_ and techniques derived from a number of dis- 
ciplines, may emerge in the years ahead. 

6. Clinical records, Clinical records should 
be written by a physician for all patients 
treated in the hospital and should be com- 
pleted at the time of discharge. Regardless of 
who writes the record or how it is obtained, 

_ the attending physician is ultimately responsi- 
ble for furnishing a complete, accurate and 

Scientific record. The committee agreed that 

ae for record keeping be adopted from 

se of the Joint Commission on Accreditation 
_ of Hospitals. Completeness alone should not 
= be the criterion of a good record ; meaning- 
Iness and portrayal of the quality of patient 
__ Management should also be taken into account. 
The record should be an expression of what is 
actually done for the individual patient. 
Essential information is required by all the 
specialists who share in the patient's care in 
the hospital and by those individuals who un- 
dertake continuing care in other components 
of a total community geriatric program. When 
records are utilized by several agencies, the 
problem of insuring the confidentiality of the 
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patient-physician relationship becomes impera- 
tive. The customary practice charges the med- 
ical librarian with the responsibility of pre- 
paring a suitable summary of the patient’s 
clinical record. This is a satisfactory method 
and allows selection of information essential to 
patient management and that required by the 
utilization review committee, while keeping in 
confidence those matters that ought not to be 
made public. 

When a trained medical librarian is not 
available to the hospital, the services of a 
qualified consultant should be obtained to su- 
pervise the preparation of essential clinical 
records. 

7. Reasonable fees. The reasonableness of 
fees should be determined at the local level by 
the district or county medical society and by 
the District Branch of the American Psychiatric 
Association. Experience has shown that a local 
medical society committee established to review 
fees may work collaboratively with insurance 
carriers and may serve as a source of informa- 
tion on customary and usual level of {ees be- 
ing charged and as a self-policing mechanism. 


Finally, the committee of experts considered 
the question: “What will happen if patients 
may receive benefits under Medicare only 
when admitted to those public and private 
mental hospitals which are presently accredited 
by the Joint Commission on Accreditation of 
Hospitals?” There are whole regions of the 
country without a single accredited hospital of 
any type; and if such a policy were enforced, 
many eligible patients could be denied benefits 
and services under Medicare. Political and 
social pressures might exercise a beneficial 
leverage to. improve local conditions, but on 
the other hand, pressures to relax standards 
could develop and prove damaging to quality 
care, as could pressures to accelerate inspec- 
tion of hospitals beyond the capacity of the 
accreditation commission. 


Don't, Sir, accustom yourself to use big words for little matters. 


—Jounson TO Boswett 


To do justice to the life of any man is a 
task calling upon the utmost in under- 
standing and wisdom. When that man has 
been a living part of the great running 
tide of progress which came bursting 
through our 19th century ideas of man 
and his nature to carry us far up to the 
extraordinary vistas of the 20th century, the 
task is formidable indeed. 

David Kennedy Henderson was born on 
the Scottish borders. Turbulence and 
change, courage and tenacity, heritage of 
a thousand years of wars with England 
were his heritage too. His schooling started 
in Dumfries, passed through the M.B. Ch. 
B. (1907) and the advanced degree of 
M.D. (1913) of Edinburgh University, and 
on for long years into the laboratories, 
clinics and hospitals and into association 
with a great galaxy of those outstanding 
men of his day who were preparing the psy- 
chiatric revolution of our times. From the 
very start psychiatry challenged him and 
fed the fires of his manhood. He entered 
the field at once, and under the direction 
of two of the greatest Scottish psychiatrists, 
Clouston and Robertson, he started his 
studies in the Royal Edinburgh Hospital 
for Nervous and Mental Diseases. It was to 
this hospital that he returned as director 
in the last decades of his life. 

A year later he was with Alexander Bruce 
unraveling the intricacies of neurology in 
the Royal Infirmary in Edinburgh. There 
he met his lifelong friend and brilliant col- 
league, young C. McFie Campbell. 

Under Campbell’s influence, David Hen- 
derson sailed for the United States and 
three years which were profoundly to 
affect his thinking and work. From 1908 to 
1911 he was an outstanding and greatly 
cherished pupil of Adolf Meyer when the 
latter was at the New York Psychiatric In- 
stitute, which was then on Ward's Island. 
In many conversations with both men 
_ through the years, I learned how great was 
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DAVID KENNEDY HENDERSON 
(1884-1965) i 


the regard and respect each had for the — 
othe 1 
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No visitor to Phipps was looked forward 
to with more warmth and enthusiasm than 
was D, K. Henderson. On his journ 
he was frequently accompanied by that la | 
of great , his wife, whom, as Miss 
Margaret Mabon, he had met when he was 
on Ward's Island. Her father had previously 
been Commissioner for Mental Illness in — 
the State of New York, To this happy mar- 3 
riage and his delightful children he turned i 
from his long work for renewed strength, 
for happiness and peace, $ 

] 
j 
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STUDIED WITH MOTT 

From Meyer in New York State he went 
to Munich and Kraepelin and T 
and thence to further studies with the eat 
figure then bestriding the psychiatric re- 
search field in Great Britain, Sir Frederick 
Mott in London. 

Ideas and knowledge have changed 
extraordinarily that it seems almost 
possible that one man in his lifetime sl 

m 


spal immense conceptual differences 
which lie between Kraepelin and his de- — 
mentia 


Pa os M 
sychiatry. At the inning o! 
tg lay his studies of spinal fluid cells 
under Alzheimer, the searchings of Mott 
for the cause of dementia praecox in the 
testes and ovaries; in his later years there 
was the rush and burgeoning of psychiatry 
into a hundred different forms quite un- 
known in his youth—community psychiatry, 
the MAO inhibitors. His life ran past the 
conquest of general paresis, the mastery 
phenylpyruvic acid oligophrenia, far into 
these days when our therapeutic coni 
the major psychoses has been rapidly cx 
tended and when we can even glimpse the 
time when they may well be 

In 1912 Henderson returned at the 
tation of Adolf Meyer to assist in 
establishment of that remar 
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Phipps Clinic at the Johns Hopkins Hos- 
pital. 

Two years later World War I broke out 
and Henderson’s deep sense of devotion to 
his native country brought him back to 
Great Britain in 1915 to serve as psychiat- 
tic consultant to the Royal Army Medical 
Corps for three years. When the war was 
over he remained in Scotland as senior 
assistant in the Glasgow Royal Mental 
Hospital, becoming superintendent of that 
hospital, and lecturer in psychiatry at Glas- 
gow University in 1921. It was there, with 
his distinguished pupil, R. D. Gillespie, that 
he began to write the first edition of his 
textbook which was first published in 1927; 
a ninth edition was in preparation at the 
time of his death, 

In Glasgow, long before any other center 
in Great Britain began to stir in response 
to the remarkable things which were being 
done on the North American continent, he 
began to send his young men to train with 
__ Adolf Meyer, or with his former colleague 
_ of Edinburgh, Ward’s Island and Phipps, 
who by then had become professor of psy- 
_ chiatry at Harvard, C. McFie Campbell. 

Also in Glasgow, he initiated a series of 
studies in social psychiatry which led to 
_ the publication of his widely read book on 
‘social psychiatry in 1931, Another book on 
psychopathic states appeared in 1939, and 
~ a third, on social and criminal conduct, in 

1955, His rich personality and his endlessly 
inquiring mind responded to every phase 
of psychiatry and warmed to every group 
which sought to bring its strength to the 
attack on mental illness. Men from fields 
far outside psychiatry delighted to do him 
honor, and it was with no less zest that he 
lent his powers to the development of their 
causes, 

He presided over the destinies of the 

Royal College of Physicians in Edinburgh 

(1950 to 1951). For general practitioners 

he wrote a notable section on the “Effective 

Reaction Types” in the book Psychiatry for 

Practitioners, published in 1936, From 

1950 to 1960, as its president, he led the 

growth and expansion of the Scottish 

Association for Mental Health, thereafter 

becoming its honorary president. During his 

stay in Glasgow he pioneered in the devel- 
opment of occupational therapy, setting up 


one of the first centers in this field. He 


became president of the Scottish Associa. _ 


tion for Occupational Therapy, remaining 
in that capacity for several years until he 
retired in 1951, Again and again his great 
talents as organizer and statesman in his 
field were recognized, and both in peace 


and in war, men knew his grasp of the © 


surging psychiatric events of his day. 
In 1931 and again in 1954 he was ap- 
pointed Morison Lecturer to the Royal 


College of Physicians in Edinburgh, speak- © 


ing on social psychiatry and criminal con- 
duct. In 1936 he was the Norman Kerr 


Memorial Lecturer and spoke on alcohol- _ 


ism and psychiatry. In 1938 he came to the 


United States to deliver the Salmon Memo- 


rial Lectures, speaking on psychiatric states 
and in 1939 he gave the Maudsley Lecture, 
speaking on the “Re-evaluation of Psychia- 
try.” In 1946 he was president of the Royal 
Medico-Psychological Association; and in 
1947 he was president of the Psychiatry 
Section of the Royal Society of Medicine. 
He was asked by such universities as the 
National University in Ireland and Durham 
University to serve as external examiner. 


HONORS AND DEGREES 


His great distinction and standing 
throughout the country were honored by 
his being created Knight Bachelor in 1947. 
Honorary degrees came to him from three 
different countries ; the National University 
of Ireland (Honorary M.D.) in 1958; Mc- 
Gill University. ( Honorary D.Sc.) in 1959; 
and the University of Edinburgh (Honorary 
LL.D.) in 1960. 

Henderson drew his great strength from 
his profound dedication to his field. Alike 
impatient and intolerant of the dull and the 
pedestrian, and critical of extravagant 
claims, he was part of the great revolution 
of his day, drew from it, gave to it and 
in so doing greatness grew around him. 

His gifts and his powers were recognized 
far outside his country, He was made an 
Honorary Member of the Swiss Psychiatric 
Association; an Honorary Fellow of the 
Polish Society of Arts and Sciences in 1963 ; 
an Honorary Fellow of the Forensic Society 
of Spain in 1962; his deep and continu- 
ing interest in psychiatric matters in the 
United States was recognized by his first 
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being made an Honorary Fellow 
Amei Psychiatric Association twee 
in 1963, being designated as a Distinguish 
Fellow of dat bod fei 
It would be impossible to do justice to 
Henderson without recording his warmth, 
his enthusiasm, the driving energy and un- 
failing interest which continually moved 
him and which he imparted to all those who 


MAXWELL GITELSON 
(1902-1965) 


Maxwell Gitelson, one of the foremost 
psychiatrists and psychoanalysts of our 
time, died suddenly on February 3. He had 
been president of the International Psycho- 
analytic Association since 1961. He was 
president of the American Psychoanalytic 
Association in 1955 and 1956, and chairman 
of the editorial board of the journal of that 
association from 1952 to 1961. He had been 
a member of the American Psychiatric 
Association since 1930, and a Fellow since 
1933. He was also a member of the Ameri- 
can Orthopsychiatric Association, the Group 
for the Advancement of Psychiatry and the 
American Psychosomatic Society. Locally, 
he was president of the Chicago Psycho- 
analytic Society in 1960-61. He was an 
ardent worker and a renowned leader in 
the organizational development of contem- 
porary psychoanalysis, 

I knew Max for 20 years as preceptor, 
teacher, supervisor, personal counselor and 
colleague. For the neophyte psychiatrists 
he bore the charisma oo aea and 
mysterious psychoanalyst was in pos- 
session of vast insight into the depths of 
the mind. His capacity to use almost poetic 
language to elucidate his insights into hu- 
man pen pee and his 
sights were ‘ound and incisive. 
readily became the professional ego-ideal 
of the young psychiatrists in his environ. 
He was a p s psychoanalyst, 
figuratively as well as, of course, literally. 
At the same time he was a scholarly man 
with a variety of scientific, literary and ar- 
tistic interests. His students always found 
it an enriching experience to be with him 
and came away with many memorable quo- 
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had the privilege of working with him 
Scotland has indeed been fortunate to have 
fostered in her midst, during this time of 
great transition, men of unusual distinc- 
tion in psychiatry, but by none has 
been better served than by David dy 
Henderson. Í 


D. Ewen Cameron, M.D, 


tations. In his memory, they have collected 
Max Gitelson’s aphorisms and papers fo 
the library of the Chicago Institute for 
Psychoanalysis, 

He himself attributed the facili 
which residents and patients developed 
transference reactions to him to his “beady 
eyes.” But behind those eyes and the oc 
casional look of inscrutability was a giving 


PROTECTED PSYCHOANALYSIS 


` He felt it his mission to protect psycho- 
analysis from contamination, distortion and 


treat. 
Max was Siper en aaas p r 
clinician, and decri narrow int 

of those residents who wanted only to 4 
behind the couch. His psychotherap 
acumen was remarkable, and he 
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_ patients from every cultural and socioeco- 
“nomic level and every age group. 

= As a staunch defender of psychoanalysis 
_ he often took professional stands in public 
debate which seemed doctrinaire and pur- 
ist. But in private discussions it was clear 
_that his essential humanity often super- 
 seded his insistence on pure technique. 
_ He was an instinctive and artistic healer. 
He knew how to use himself as a therapeu- 
c instrument, but he strove to keep that 
strument fine and the operative field un- 
contaminated. 


i contributed many scientific papers 
covering a wide range of topics: social 
problems, psychotherapy, mental hygiene, 
psychiatric education and clinical and theo- 
retical psychoanalysis. I shall mention here 
only some of those which I feel will be 
classic : “The Curative Factors in Psycho- 


analysis ;” “On Ego Distortion;” “The Emo- 
tional Position of the Analyst in the Psy- 
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choanalytic Situation;?” and “Character — 


Synthesis: The Psychotherapeutic Prob- 
lems of Adolescence.” 


Maxwell Gitelson was born in Vitebsk, — 


Russia, in 1902. He came to this country as 
a very young child and managed to get 


himself an advanced education in spite of — 


a childhood of parental loss and economic 
hardship. He graduated from the School 


of Forestry before getting his medical edu- _ 
cation at Syracuse University. His psychiat- 


tic training was received at the New York 
Psychiatric Institute, the Institute for Juve- 
nile Research, Michael Reese Hospital and 
the Chicago Institute for Psychoanalysis, 
During his professional years, he became 
chief of staff at the Institute for Juvenile 
Research, director of psychiatric services at 
Michael Reese Hospital, and Sloan Visiting 
Professor at the Menninger Foundation in 
1961. At the time of his death he was a 
training analyst and staff member at the 
Chicago Institute for Psychoanalysis. 

He was married to Frances Hannett, 
herself a psychoanalyst. They had one son, 
Derek. 

Max Gitelson was a dedicated psychia- 
trist and psychoanalyst, a devoted husband 
and father and a loyal colleague who will 
be long remembered by those who knew 
him personally, Professionally he will al- 
ways be known as an outstanding figure in 
the history of psychoanalysis, 


Morris A, SKLANsky, M.D. 
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forth from every one of his sentences. 
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space permits, Please submit 


BEYOND THE UNCONSCIOUS: 

THE ULTRACONSCIOUS 
Editor, THE AMERICAN JOURNAL oF Psycui- 
ATRY : 

Sm: There is a facetious saying that psy- 
chiatry has made such amazing advances in re- 
cent years that it is now almost impossible for 
a psychiatrist to find a normal person. 

Yet the secret of mental health still remains 
a secret. 

Is it possible that in our headlong quest for 
new answers, we may be overlooking some a 
ones ? Today’s technical progress in space an 
communication provides us with unequalled 
transcultural opportunities to rediscover ideas 
which, if too long hidden, might be lost. 

I refer especially to a supra-sensory, supra- 
rational state of mentation whose existence 
has been known since antiquity, to which 
miraculous powers have been attributed, and 
from which have sprung profound religious 
and sociological events. It has been called 
by many names: nirvana, satori, samedhi, 
shema, kairos, cosmic-consciousness, unio-mys- 
tica, Godliness, etc. However, I think such a 
universal phenomenon should not be confined 
to regional terminology, and for the sake of 
uniformity would suggest some such term as 
“ultraconsciousness” and “ultraconscious,” in 
the dictionary sense of “ultra” as meaning 
“beyond, extraordinary.” In discussions with 
many lay and professional people I have found 
that “ultraconscious” seems to reach them 
semantically, although semantic bridging is 
still prodigious. PEINE TAA 

The purpose o Lt 
systematic investigation of the ultraconscious 
and its integration into current psychiatric 
and psychotherapeutic usage, not only because 
its attainment exerts an ennobling influence 
upon the mind, but because of its extraordi- 
nary ability to bring about freedom from ata 
tal and physical suffering. I do not believe = 
semantic difficulties need obstruct such an in- 
vestigation, for repeated confrontation, ex- 

planation and intuition can bridge the gap toe 
large extent if not completely. Nor should it 

scorned because of its mystical, abstract ea 
notation. Says Plochman with brilliant brey ic 
“The mystical is neither a mere asylum of ig- 
norance nor a mere place where for some rea- 
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CORRESPONDENCE 


Letters to the Editor are welcomed and will be published, if found suitable, as 
s 1 two copies (typewritten, double spaced), the length, 
if possible, not to exceed 500 words. Letters will be subject to AY tet editing. 


son logic leaves off so that we have to 
quiet . . ." (“A Note on Harrison's Notes on 
Das Mystiche,” Southern Journal of Philosophy, 
Fall 1964). 


enced the summit 
simple questioning would elicit the infor 
tion that many have had flashes and fo 

frustes. It is probably latent in all of us and, 
like the unconscious, ad pe bys 

propriate disciplines ues, 
might even conceivably become more or 
standardized and available for general 
EA 
regi trappings—m' d 
trimming—in which it is usually presented. 


be t 
calls kairoi) fond pape to 


y and related subjects, as 
peng rary Braceland and other leaden 
in our field, would be a major step in U 


direction. 
Stanier R. Psat Fi 
m 
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MORE ON BRIEF COMMUNICATIONS 
_ Editor, Taz AMERICAN JOURNAL oF Psycuta- 
TRY: 

Sm: I would just like to second the motion 
Dr. Pinsker made in the August issue regard- 
ing “brief communications.” It seems to me 
that some expansion in this department of the 
_ Journal would stimulate rapid interchange of 
_ views and findings. Formal papers should 
represent major carefully undertaken research 
_ projects and programs for the most part. I 
_ wonder if the Journal might not move toward a 
_ policy of encouraging such “brief communica- 
tions.” 


W. G. Smita, M.D. 
Ithaca, N. Y. 


ILLNESS IN THE PHYSICIAN’S WIFE 


_ Editor; Tae American JOURNAL or Psycuta- 
TRY: 


seen in my practice constituted 20 per- 
t of the total number seen, while the physi- 
in the area did not exceed one-half of 
ercent of the population. 
reason why the ratio of physicians 
en as psychiatric patients was high is 
_ Speculative ; among possible causes, one thinks 
_of greater awareness in the doctor's family of 
psychological issues and a better readiness to 
_ accept and deal with them properly. 

Whether emotional problems in physicians’ 
children are more frequent than in other pro- 
fessional groups can only be ascertained if a 


STEPS TO PEACE 


there will be beauty in the character. If there 
is beauty in the character, there will be harmony in the home. If ‘there is harmony in the 


home, there will be order in the nation. When there is order in the nation, there will 


If there is righteousness in the heart, 


be peace in the world. 
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careful comparative study is conducted. The 
difficulties involved in such a study are self. 
evident but by no means unsurmountable. 
Leon Tec, M.D. 
Norwalk, Conn, 


BOOK REVIEW BY ANTHROPOLOGIST 
Editor, Tue AMERICAN JOURNAL oF Psycuia- 
TRY: 

Sm: Re: Ashley Montagu’s review of Sid-* 
ney Gellis’ Current Pediatric Therapy in the 
July issue of our journal. While I am in com- 
plete agreement with Dr, Montagu’s thesis on 
the natural superiority of women, etc., I was 
nonplussed to see an anthropologist reviewing 
for us psychiatrists a now outdated book fac- 
cording to my pediatric colleagues) on the 
treatment of children’s diseases. I now eagerly 
await a pediatrician’s review of some anthro- 
pological tome on incest taboos or puberty 
rites among the Watusi or Tasmanian bush- 
men, for our edification. I mean we are really _ 
getting multi-disciplinary or something. 

GENEVIEVE AARNESON, M.D. 
- New Orleans, La, © 


A CORRECTION 

In our July issue, the editorial “Some Notes 
on the History of the Journal, Its Editors and 
the Silver Pitcher” referred to Dr. Richard 
Bucks as a former President of the American 
Psychiatrie Association. The reference should 
have been to Dr. Richard M. Bucke, the dis- 
tinguished Canadian psychiatrist whose major 
work Cosmic Consciousness, published in 1901, 
is now in its 22nd edition. The Editor regrets ` 
the error, 


—CHINESE PROVERB 
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OPPORTUNITIES IN A Psycutatay Caneen, By 
Henry A. Davidson, M.D. (New York: 
Universal Publishing and Distributing 
Corp., 1964, pp, 144. $1.45 paper, $2.65 
cloth.) 


Even though one expects every new writing 
of this prolific contributor to display his char- 
acteristic crispness and perspective, this manual 
scores a first in reducing to so few pages a 
vast amount of information regarding psychia- 
try as a career. Designed as a vocational 
guidance aid in a series on various occupations, 
it presents the picture of what psychiatry is, 
what a psychiatrist does, how he is trained, 
how he practices and what the rewards and 
limitations in the field are. 

On the educational and training process 
alone, the author succeeds in condensing the 
most essential factual data on studies, courses, 
schools and hospital training programs not 
gathered together under one cover before. 
While rich enough in data to serve as a re- 
source book, it reads exceedingly well with 
helpful emphasis on the realities—the observa- 
tion, for instance, that oe the Siegen 
actually accept only college degree 5 
though only a have established that as a 
requirement. The essence of practicality is 
widely evident, as illustrated in the listing of 
medical schools by their lar names. 
reader is progressively offered counsel on 
the selection and ere of education and 
the choice of location type of practice, 
and he is given a glimpse of the psychiatrist 
as an “organization man. 


Residents in training can well ea from 
scrutinizing the several eRe the varie- 
ties of practice that be their choice. Dr. 
Davidson's anecdotal descriptions of the oe 
fessional lives of private and public 
trists will amuse and amaze those se 
their reflections mirrored here. With clarity 
and realism, the author vividly chronicles typ- 
ical work days of the several pattems of psy- 
chiatric practice. 

While the psychiatrist is seen as often toing 
involved with a myriad of allied ed 
resources, no prognostication is actually rips 
as to how future practice might change as i 
increasingly influenced by the i Sepa 
ing community psychiatry and mental healt 
center concepts. 5 

The bookie a must for those oe cae 
Psychiatry as a career. It should prove a va 


BOOK REVIEWS 


SENILE DEMENTIA, A CLINICAL, SOCIOMEDICAL 
AND EOE E By Tage Larsson, 
Torsten Sjögren and George 
with the assistance of Gota Sj ( 
hagen, Acta Scandinavica 
plement 167, 1963, vol. 39, pp. 259.) 
This excellent study of te clinical, socio- 

posto yer of 


constitutes — 
interest in the various factors associated 


genetically conditioned diseases, There have 
been in the past studies 
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ing that somatic disease was of any significance 
for the onset of senile dementia. 

By the end of the hospitalization period 
studied, there was no instance in which the 
dementia could be assessed as slight or even 
moderate. In all cases dementia was severe, 
and in the majority (81 percent) it was near- 
ly total. The simple dementia type (including 
the delirious and confused and the presbyo- 
phrenic type) accounted for 69 percent, the 
_ paranoid type for 18 percent, the affective 
~ type for 10 percent and the combined para- 
noid and affective type for 3 percent of the 
sample. For patients hospitalized for senile 
dementia, the remaining mean expectation of 
life one year after hospitalization is reported 
by the authors to be less than 40 percent of the 
expectation for persons of the same age in the 
general population. Senile dementia was not 
_ accompanied by an augmented risk of suicide, 
but threats of suicide were fairly common in 
the affective and paranoid subgroups. 

The authors stress that “in spite of the pro- 
nounced clinical symptoms, many of the cases 
_ did not display cerebral atrophy and cerebral 
_ arteriosclerosis” (p. 221). However, the post 
_ mortem findings described in this study are 

_ meager, indeed. Only 55 of the 377 probands 
_ had pathologic anatomic records. For eight of 
the cases there was no information about the 
= Occurrence of cerebral atrophy, cerebral ar- 
l teriosclerosis or encephalomalacia. The neuro- 

_ pathologic reports were concerned only with 
macroscopic examination of the brains. 

The assessment of morbidity risk for senile 
dementia is given as 0.12 percent to age 65 
: years, 0.40 percent to age 70, 1.2 percent to age 


75, 2.5 percent to age 80, 3.8 percent to age 

°85 and 5.2 percent to age 90. The morbidity 

risk for senile dementia among the siblings, 

parents and children of probands was as. 

= sessed at 4.3 times the corresponding mor- 

_ bidity risk in the general population. There 
was no indication of any increased morbidity 
risk for other types of psychosis among the re- 
latives of the probands, nor was there any “in- 
termediate” group between senile dementia 
and normal aging among the unaffected family 
members. No instance of Alzheimer’s or Picks 
disease was found among the relatives of the 
probands. 

The authors emphasize that the evidence 
concerning important hereditary factors in the 
etiology of senile dementia does not exclude 
the possibility that senile dementia sometimes 
is conditioned by exogenous factors, but these 
are factors mostly connected with the physiolog- 
ic process of aging and not with the sociomed- 
ical environment. They conclude that the most 
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probable hypothesis is that senile dementi 


“is in the main conditioned by a major gene 
which is inherited as a monohybrid autosom 
dominant” (p. 225). 
There is much of interest in this monograph 
for the psychiatrist dealing with the geria 
mentally ill, who as a group present an 
creasingly important problem in Europe an 
the United States. 
ALEXANDER Simon, M.D, 
San Francisco, 


Mepicat Aspects or MENTAL RETARDATION, 
Edited by Charles C. Carter. (Springfield) 
Ill.: Charles C. Thomas Co., 1965. xv + 
1062, $32.50.) r 


The stated purpose of this volume is to 
provide a ready reference source for the phys 
sician in the field of mental retardation. It 
32 chapters were submitted by 32 different 
contributors, Many of the contributions do ful- 
fill the stated purposes; thi 


terminants of mental retardation, explored in 
Separate chapters by Weaver and Rubinstein, 
are definitive expositions in these areas, Clem- 
ens Benda’s chapter on mongolism is an up-to- 
date discussion of the topic, with full review 
of recent genetic considerations, 

The middle portion of the volume contains 
nine chapters devoted to the inborn errors of ; 
metabolism and associated areas—especially the _ 
two chapters on the leukodystrophies by 
Austin. The lead encephalopathy, brain metab- 
olism and neurocutaneous syndromes, and 
the role of psychotropic medications in the 
management of disturbed children are also in- 
cluded. 

The uniform quality of the book is marred 
by the absence of certain topics (e.g., epidemi- ` 
ology), a number of brief chapters on rare 
disturbances and some thinness in the discus- 
sion of other important clinical areas (e.g: 
family counseling). The editing and in particu- 
lar the five different reference systems noted 
are minor but irritating detractions. 

This volume appears to be an initial attempt 
to provide a ready reference source for physi- 
cians who are interested and engaged in the 
evaluation and study of mental retardation. It 
must be employed with selective caution be- 
cause of its unevenness; it does not have the — 
over-all uniformity or depth that one would 


want in such a handbook. It is hoped that the 
second edition of this volume will carry through 
the quality of some of its present chapters so as 
to provide an authoritative source 
for the physician in the field, 
Frank J. MENoLAascINo, M.D, 
Omaha, Neb. 


Review or Cup DEVELOPMENT RESEARCH. 
Vol. 1. Edited by Martin L. Hoffman and 
Lois W. Hoffman, Prepared under the 
auspices of the Society for Research in 
Child Development. (New York: Russell 
Sage, 1964. $8.00.) 


People who work with children are constant- 
ly deluged with questions like “Is it worth- 
while to send my child to nursery school? 
What’s the advantage of breast over bottle 
feeding? Should I regulate how much and 
what Johnny watches on TV ? How can I teach 
my child to be creative or to be a moral up- 
standing citizen?” Hoffman and Hoffman's 
collection of reviews of child development 
research attempts to acquaint the beleaguered 
practitioner with the research relevant to these 
questions, and more importantly to enable the 
reader to evaluate the meaningfulness of the 
question being asked and the research de- 
signed as an answer by providing the approp- 
riate conceptual, m and factual 
background. In addition, each reviewer at- 
tempts to draw some practical bg aici 
from his analysis about the most 


tions with varying degrees of success. How- 
ever, despite the diversity of 
topics covered, the book generally 

in communicating in each chapter that it is 
time to rephrase the practical questions in a 
more thoughtful way. Leon Yarrow, for ex- 
ample, points out that the answer to the 
question “What is the effect on the ae 
separation from the mother ?” depends on dk 
duration, frequency, cause and emotional Er 
mate of the separation as well as the age 
the child and the nature of the parent-child 
relationship. Wesley Becker 
to prove that the effect of 

nary practice depends on the degree of 
emotional involvement regi child. 
the parent as as 

The theme of the book is that eS few 
simple cause-effect relationships in devel 
opment. The answers to each research ques 
tion may be found by analyzing the intera 


of many variables. 


is given as much weight 


of 
the relevant variables and research to be 
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workers and ancillary psychiatric personnel is 

an attractive showcase of the clinical talent 

now at the Temple University Department of 

Psychiatry. While the several contributors for 

the most part share a conventional Freudian 

frame of reference, some diversity is evident, 

particularly where analytic concepts are broad- 

ly applied in those chapters dealing with group 

and family therapy, the psychotherapy of 

schizophrenia and the treatment of the lower- 
class patient. 

In addition to the clinical discussions, the 

_ book somewhat casually deals with some on- 

Going research at Temple and whets one’s ap- 

petite for a more definitive presentation. For 


example, Baum’s and Felzer’s work relating 
lower-class dropouts to therapist variables and 
other factors, of which a preliminary account 
is provided, looks quite interesting. 

Thus the contributors have not set out to 
_ startle us nor to answer any burning questions, 
but they have engagingly introduced us to 
their work and aroused our curiosity. Ap- 

propriately, bibliographies are provided. 

Tra Lesson, M.D. 

Baltimore, Md. 


_ Tue Enp or Hore. By Arthur Kobler and Ezra 
Stotland. (New York: The Macmillan Co., 
1964, pp. 266. $6.50.) 


The End of Hope is concerned with five 
psychotic patients in a small, Private, psy- 
= choanalytically oriented hospital who attempt- 
_ ed or committed suicide during a period of 
= six months, The authors characterize their 
_ theoretical orientation as being psychosocial 
_ or transactional. They attempt to relate the 

suicide behavior to changes which had oc 

curred in the morale of the staff, A de- 
teriorating financial situation in the hospital, 
' the placement of a new director and a num- 
ber of policy changes had led to discourage- 
ment and anxiety in the staff. The major 
hypothesis of the authors states that “for actual 
suicide to occur, a necessary (although in- 
sufficient) aspect of the field is a response 
characterized by helplessness and hopelessness, 
The helpless-hopeless response usually is 
communicated through an implicit expecta- 
tion that the troubled person will kill him- 
self.” They claim that the staff's expecta- 
tion of suicide engendered a suicidal identity 
in the patients which was then acted out. 
The observations of the interpersonal relation- 
ships between the staf and the patients do 
not sùpport their hypothesis. 

Unfortunately the authors do not provide 
any analysis of data derived from interviews 


between the patients and their psychia 
Numerous distortions and unfounded gi 
izations appear. For example, they report tl 
the use of suicide precautions and tranquilizin 
drugs on a severely disturbed, suicidal pati 
was tantamount to a communication of he 
lessness on the part of the staff. Actually such 
procedures are often interpreted by patients ii 
the opposite way, as a communication of con 
cern and determination to prevent suicide, h 
authors do not provide observations which 
would demonstrate that a helpless and hopeles 
staff response is a necessary condition for 
cide to occur, nor do they provide an exp! 
tion for this part of their theory. The book fail 
to mention the recent works of Joost Meerlo 
who has written on the role of social 
interpersonal processes in the etiology of 
cide. Meerloo has described how the co m- 
munication of death wishes by people whe 
are emotionally significant to a depressed per- 
son may provoke suicide, i 
This book, although called transactional in 
orientation, presents a limited and one-si 
point of view. In their reckless iconoclasm th B 
authors depreciate other theories and observa- 
tions which have to do with intrapsychic con 
flict in suicide behavior. This book does 
fulfill its promise of establishing a new. an 
psychosocial theory of suicide. 
THEOporE L. Dorpat, M.D, M 
Seattle, Wash, 


An EXPERIMENTAL APPROACH TO PROJECTIVE 
Tecunigurs. By Joseph Zubin, Leonard D. 
Eron and Florence Schumer., (New York: 
John Wiley and Sons, 1965, pp. 6 
$13.50.) 


Zubin, Eron and Schumer have given us an 
encyclopedic volume which should quickly bes 
come an important and authoritative reference 

k in an area of psychology rife with ten 
which are ofttimes challenged. While the title 
refers to projective techniques per se, t 
book is concerned essentially with the Ror- 
schach and TAT and specific derivatives 
these two instruments, The authors feel, how- 
ever, that much of the material they. presen! 
would have considerable import for other pros 
jective tests. 4 


not to write a “skills book” nor to prepare an 
exhaustive review of research and clinical. 
findings pertaining to the Rorschach and TAT. 


and current contributions and deficiencies of 
the two tests. They conceive of their book as 
an effort to return projective techniques to the 
“scientific fold” by directing attention to un- 
warranted attitudes and practices in this sphere 
and by concomitantly providing methodology 
for judging the validity of the clinician's 
hunches and testing his working hypotheses 
in using projective instruments. : 

Zubin, Eron and Schumer present their 
material in very incisively written, exceeding- 
ly well organized fashion. In a first chapter 
they give a brief historical survey of the pro- 
jective field. They review classification schemes 
and the assumptions underlying projective 
techniques and focus on the relationship be- 
tween the projective and psychometric ap- 
proaches, In a particularly interesting gori 
of this chapter they discuss projective 
niques in cross-cultural research, concluding 
that they have not succeeded in providing us 
with “culture-free” personality evaluations, In 
several subsequent chapters, theories of per- 
ception are systematically reviewed with an 
emphasis on the appraisal of possible links 
between perception and personality. Accord- 
ing to the authors, associations to projective 
techniques are more than responses 
and to be viewed as determined by the proper- 
ties of the test stimuli, bly interactin 
with a host of personality, situational 
background variables. However, they feel the 
direct relationship between personality factors 
and perception has not as yet been clearly 
demonstrated. 

Several chapters are devoted to the history, 
methodological considerations and present sta- 
tus of the Rorschach and TAT. The authors in- 
dicate that TAT studies manifest a greater 
degree of research sophistication than those 
utilizing the Rorschach. They ascribe this to 
the fact that the TAT was developed consider- 
ably after the Rorschach and students trained 
in its use also received better gods a 
perimental and statistical procedures, as aed 
benefitting from the difficulties anae 
with the intuitive trial and error appi 
which characterized the earlier Rorschach re- 
search. They observe that the TAT is an ia 
usually adaptable instrument, enioying. al 
status as a favorite research tool af eet 
psychologists and personality theorists level of 
attempts to measure such variables as ri 
aspiration, authoritarianism, drives, needs ani 
motivational states. 

In other portions of the book the Rorschach 
and TAT are analyzed as C e e SP 
tions.” Hypotheses underlying 
tests, elements in the administration of the 
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Wiesel, which is beginning to f: 
complexity of perip| processing of sensory 
messages, is not mentioned. In pn io 
synapse it would have been no more 

to have included the flavor of recent contro- 
versy, over chemical mediators of synaptic 
transmission; and the book would have 
stronger for the inclusion. Except for 
Gestalt school, modern perceptual 


E. 


Dwcertion ts wild weet 
in 
F. H. Allport’s excellent book 
told, however, exactly what he 
. Much of the philosophical 
is schematic to the point of almost 
sounding like a caricature of itself. J 
This is a well-made book. The text is clear y 
l 


and well presented and the illustrations, of 
which there are quite a few, are well chosen } 
and relevant. A genuine collaboration of spe- T 
cialists from the disciplines represented by the 
authors would be welcome. The writers do 
not pretend to or promise such collaboration, 
But sometimes the lack of communication is 
close to embarrassing. Thus much is made, in 
the philosophical section, of the extraordinary 
distortions of perception due to psychotomi- 
metic drugs, particularly mescaline, But the 
part of the book, in a section la- 
“Effects of Drugs,” is content with men- 
tion of alcohol and nitrous oxide, and neglects 
entirely the exciting prospects of research with 
mescaline, LSD, and other psychoactive drugs. 
The book is, then, not a reference work, «ta 
book for the nonspecialist and not the book 
for the general reader. It is not a bad book; 
one is simply hard-pressed to find an audience 
to whom it might be recommended. 
C. Doveias Creetman, Pu.D. 
Toronto, Ont., Canada. 


Tue Roan to H : Narcotics, Delinquency, and 
Social Policy. By Isidor Chein, Donald L. 
Gerard, Robert $. Lee, and Eva Rosenfeld. 
(New York: Basic Books, 1964, pp. xii + 
482. $12.50.) 


Sucwr yxp Misssraucn: Ein Kurzgefasstes 
fuer Aerzte, Juristen, Paedago- 

gen. Edited by F. Laubenthal, (Stuttgart, 
Germany: Georg Thieme Verlag, 1964, 
pp. xii + 685, DM 84.) 
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chodynamic and clinical 
understood, This is not to 
is « disappointment or does to 
expectations by readers who may look for an 
answer to the to 


do?” Realistically, perhaps it is 


t too to 
» have an answer, Realistically, too, Fog del 
own 


measures up to at least 
some of which the studies 
haps none has done before. Thus, the 
on “Social and Economic Correlates abe 
Use” and “The Cultural Context,” as 
on “Becoming an Addict,” 
reader, whether beginning or advance practi- 
tioner, some of the necessary background in- 
formation wee which, it n to me, any 
therapy must patch-work, appendices 
are useful for two reasons: (1) the authors 
have kept the text almost undisturbed by 
scientific tools, such as tables, 
tistics, and so on, and (2) the research 
ods, such as statistics, are not omitted, 
completely presented to the reader in 
pendices, Although the 
graphical footnotes, the absence 
odical listing of references, 
to be one of the few Habilit 
While the study under 
NIMH is necessarily confined 
does not aim to ask limitless questions, it nov- 
ertheless presents an organic unit, a 
wholistic approach; in short, one story fs 
ing told, Not so the German text. As is obvious 
with all compendia of contributions 
scientists, it can rarely be a harmonious blend 
with just one story; that is its ee 


also, as in the present case, a 
There are 33 contributors from Germany, 
Austria, Switzerland, N ono repre- 
ita from the USA, Prof, Dr. Walter 0. 
Jahrreiss in Baltimore. Dr, Jahrreiss discusses 
his observation of drug addiction in the USA 


ize 
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4 and Canada, using among other references 


studies by the authors of The Road to H. 
Other authors discuss their observations in the 
Scandinavian countries, Switzerland, Paua 
Austria (Prof. Hans Hoff), in Russia, in 
Canada. These combined surveys comprise 
about one fourth of the book; they are prob 
ably unique and certainly constitute a handy 
reference for researchers making a 
studies of drug addiction. In “nl er 
are chapters on nee po its pre = 5 
tural, economic regional 

well as a chapter on pharmaceutical pod 
some of which are still in the experiment 
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480 BOOK 
THE Doctor AND THE 
therapy to Logotherapy. By Viktor E. 
Frankl, M.D. New York: Alfred A. Knopf, 
1965, pp. 289, $5.95. 
f This is the second, expanded edition of well 
T known work. This edition revised with added 
chapters in English written by author, con- 
cerned with a psychotherapy in spiritual terms. 
Author sees need for a form of psychotherapy 
which gets underneath “affect dynamics and 
‘sees beneath the psychic malaise of the 
neurotic, his spiritual struggles.” States that 
psychotherapy inevitably falls into error of 
psychôlogism and sets out to demonstrate 
practicability of Logotherapy. Author is con- 
Minced that the gas chambers of concentration 
_ Camp were ultimately prepared at desks and 
_ lecture halls of nihilistic scientists and philoso- 
phers. Chapters also on “Logotherapy as a 
Psychotherapeutic Technique” and “From Secu- 
lar Confession to Medical Ministry.” 


| Fonenstc Psycutatay, By Henry A. Davidson, 
© M.D. New York: Ronald Press, 1965, pp. 
Second, up-to-date edition of an excellent 
work published first in 1952; much judicial 
‘action since then. Extra chapter added on mal- 
tice vulnerability of hospitals, plus tempta- 
tion to base suits on breach of contract rather 
than negligence. Also another chapter on drug 
addiction in view of contemporary interest in 
the subject. This is a valuable work particular- 
in present-day plethora of law suits with 
involved legal complications. Chapter 
on courtroom etiquette should be read by all 
physicians, as should the chapter entitled “Mal- 
practice and the Psychiatrist.” Contains ap- 
pendices : Legal Lexicon for Doctors and Ex- 
amination Guides, Highly recommended, ` 


You anp Your AGING PARENTS. By Edith M. 
Stern with Mabel Ross, M.D, New York : 
Harper and Row, 1965, pp. 211. $3.95. 

This is a new, revised and enlarged edition 
of Edith Stern's original work of same name in 

1952. An excellent and timely collaborative 

venture. Problem comes more and more to the 

fore in present-day efficiency apartments and 
with husbands and wives working. Considers 
all aspects of the situation. Book castigates no 
one. It is a work for grown children faced with 
decision of how to do best for aging parent or 
parents, Discusses problems of re-marriage of 
parent, work after retirement, how to get 
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part without becoming martyrs. Physicians æ 
recommend book to families faced with 
situation, which bids fair to increase, Hig 
recommended. 


Depressive States, A Pharmacotherapeutie 
Study. By Anthony Hordern, M.D., D.P.M., 
in collaboration with C. G. Burt and N. 
Holt. M.A. Springfield, Il. ; Charles 
Thomas, 1965, pp. 166. $7.50. 

A monograph which lucidly demonstrates 
the relative merits of two major antidepressant. 
drugs. Gives analysis of depressive epidem 
ology, symptomatology and nosology and de- 
tailed description of clinical trials; com: 
pares relative efficiency of amitriptyline and 
imipramine and notes that treatment of choice 2 
in depressive delusional states is still E.CTa 
Work was done in university clinical schoo 
and displayed admirable objectivity in design 
and procedure. Excellent discussions of the 
findings plus consideration of the phenomenol- 
In: 


older patients with depressant illness, Well 
done. 


PRINCIPLES AND PRACTICE or HYPNOANALYSI 
By Jerome M. Schneck, M.D. Springfield, 
Ill, : Charles C, Thomas, 1965, pp. 234. 
$11.50. 

A work based on long clinical experience by. 

a recognized authority in this field. A rat 

complete treatment of subject, utilizing 

torical notes and additional data to place it in 

Proper perspective. Book divides into five parts. 

Begins with definitions and historical antece-_ 

dents and influences through test methods; 


4 contains varying views of the structure of 
hypnoanalysis and part 5 a long chapter on- 
ation of psychoanalytic observations, 
doctor-patient relationships and behavior, ete. 
bibliography and index. i 
F.J.B. 
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_ about.all three”parts; it is doubtful that 
all parts, will develop in the same way or 
to the same degree. 

- 1. a body of theory and “fact,” 
2. a technique that has both exploratory 
and therapeutic usefulness and 

3. an organization of psychoanalysts. 

» _ If we take the last part first, one can un- 
derstand the beginnings. Freud made his 
’ discoveries very much alone—not that he 
was not a product of his time, nor of his 


X e But he had the courage to 
¥ e a new look and he had a marvelously 
synthetic mind. His discoveries called to 
him a small group of people who, with 
him, formed a band of followers made 
fa by the ostracism they were accord- 
ed and no doubt stimulated as much by it 
_ as hurt. This developed into “the psycho- 
analytic movement,” a political movement 
in the scientific area, One can understand 
that a group of people feeling they had a 
new key to understanding were excited by 
_ it and anxious on the one hand to pro- 
_ tect it against a hostile world and on the 
other to spread its insights. 


ORGANIZATION RIGIDITIES 


| It was not so different from our present 
_ day medical organizations, perhaps espe- 
= cially the specialty boards, except that the 
= first group of analysts had the feeling it 
Was the first. None of our medical organi- 
zations seems to be overloaded with politi- 
~ cal acumen and as all of them consolidate, 
one sees a tendency to husband their 
knowledge, to prolong the required training 
for acceptance, to protect rather than to 
advance their fields. So it is with the ana- 
lytic movement, so it is with the American 
Board of Neurosurgery and so on. What 
will happen to all these organizations I am 
sure I don’t know, other than that they will 
change. All of them have served a useful 
function, but as they mature they can get 
overripe, not unlike the Civil Service sys- 
tem, which was a great reform at one time 
but now acts in many instances like a great 
block against reform. If we continue to 
live on this earth, the gradual wearing 
down of these rigidities in our institutional 
concrete will take place. The demands of 
life are strong and finally win. 


upbringing, nor of his education nor of his . 


But the danger in these institutional ri- 
gidities is great, because we know how 
stultifying the influence of culture can be, 
While institutions are clearly an increasing | 
part of our culture, in science we hope not 
to have to swing too far and kill a whole 
institution or body of knowledge to get a | 
new start, as seems to be necessary in — 
some political and religious circumstances, 
We hope, instead, to build upon the good 
and evolve more good. Part, and perhaps 
the major part, of the culture of science 
is the critical acceptance of change. Every ~ 
innovator has the breath of change within 
him. Followers lack this ability because 
they identify with the substance, not the 
spirit of the discovery. Therefore, what 
starts as a liberal reform becomes con- 
servative, in the sense of resistance to 
change, as an organization forms to protect 
and spread the discoveries of the innovator. 
Revolts against these organizations may 
well throw out the substance whole and, 
lacking discrimination to the same degree 
as the uncritical follower, become a re- 
gressive, not an advancing step. This ac- 
counts to a large degree for the constant 
phenomenon of rediscovery. It seems to 
me much of the storm around the head of 
psychoanalysis now centers around the in- 
stitution rather than the substance. 

Enough for this topic. Let me turn now 
to analysis as a body of “fact” and theory 
and as a technique. 


First, there is a body of observation and con- 
struct which is the “basic science” of analysis. 
This body of material is woven into a theory 
that is true theory. I regard a scientific theory 
as an orderly construction of observations and 
extrapolations which gives the holder a frame- 
work to which other observations may be re- 
lated and by which an over-all grasp of useful 
complicated material may be gained. The 
theory is not proved or disproved because an 
alternative construction is always possible. It 
may be said to be a good theory when it 
Provides a grasp of observed phenomena and 
particularly when it leads to new findings, and 
a poor one when it does not do these things. 
It is a dynamic device, constantly changing 
to keep up with new observations, When re- 
futed by an observation the theory must go or 
be changed, or the observation suspected. 
This, as I understand it, is the way theory is 
used in all science. The danger of any theory 


1965 $ 
is that it might seize the mind of its holder too 
firmly so that he comes to regard it as an as- 
semblage of frozen truths, In this case the 
theory leads to no new observations, 
Secondly, there is the psychoanalytic 
of free association. This method is 
which led to most of the findings in 


in a therapeutic relief of symptoms. 
“unfortunate” because a method of investiga- 
tion became confounded with therapy, 
sibly to the detriment of the former, It seems 
to me that it is as if physiological exploration 
had in itself been therapeutic and rat becchi 
medicine. Instead, of course, 

been free to pursue its study of the 
of the body unhampered by therapeu 
siderations while its fin have been applied 
in some measure by icine. The therapy 
offered by psychoanalysis has very limited 
scope and many theoretical 
tations ; yet it is 


results (1), 


What the future holds seems evident to 
some degree. Certainly there will be a 
burst of new knowledge about the work- 
ings of the brain. The confluence of elec- 
trical and chemical findings which newer 
techniques will allow will change our 
whole understanding of the underpinnings 
of the mind. Although it is difficult indeed 
to think of putting a thought in a box, it is 
inconceivable hat enre i in- 
timately the product oi 0; 
esses, We may begin to eE 
sources of mental energy and to define it 
in some operational way. Already there is 
increasing evidence for a hard 
timetable of the development of the mind 
~something akin to the embryological 
timetable, which dictates that certain de- 


mands be met at the proper tine’ or pe 


process by which information coming from 
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There are many other kinds of 
tion to come from biological stu | 
no reason why the analytic 
follow can not only accommodate 
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more ability to apply the knowledge, for 


courage or more restraint. r 
AS I sce our task as a whole itis to help 
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man be more reasonable, to help him over- 
come the irrational elements in his be- 
havior, to lessen prejudice in the narrow- 
est and broadest sense. This task certainly 
is not ours alone, for men have been study- 
ing men from many vantage points for 
centuries. The physician has a particular 
approach to the study of the organism and 
it has proved a most valuable one, namely 
the window of disease. He has used the 
imbalance of disease to make clear the 
balance of health. This, too, is the approach 
of the psychiatrist and the analyst. We 
are, therefore, at least as interested in 
understanding the growth and develop- 
ment, the formation and the workings of 
the normal mind as we are in the study 


and treatment of disease. 


One of the great developments of the 


_ future should be a clarification of what we 


mean by “normal” or perhaps the aban- 
donment of the concept, or perhaps best 
of all the more complete understanding 
that normal is a shifting concept that obeys 
a kind of relativity to time, place and 
fashion. If one turns to the physical con- 
cept of normal and examines it with some 
sincerity, it is clear that there is nothing 
simple about its definition. Is one normal, 
for instance, with a few drops of pus in 
the antrum? Our ideas of normal height 
have shifted upward markedly in 20 years. 
Is one normal when he sits here and 
without his knowledge several cells in his 
body are beginning a malignant change? 
Not long ago people harboring what we 
now consider gross disease were consid- 
ered normal. What a remarkable thing it 
is that aging is now considered an illness 
and that one can get grants to study it, 


hopefully to cure it. Will it be that some 
day it will be normal to stay at a certain 
“age”? I submit that although in both 
physical and mental spheres the idea of 
normal has certain rough practical values 
that are of great importance, there is little | 
of theoretical interest attached to the whole — 
concept, Much more interesting are the 
forces from within the organism and those 
from without which through interactions de- 
termine what we are and what we can be. 
We know little of these limits. I have 
thought of many neglected children as 
having a defect not unlike rickets—that 
they lacked the Vitamin D of love and 
care in their infancy and they will bear the 
scars forever, and all the Vitamin D or 
love given later does not replace its lack 
at an early critical time. Was there ever a 
child raised where the timing of these in- 
fluences was optimal? What would be the 
result ? 

To close, my plea is just this: that we 
recognize that psychoanalysis has added a 
new dimension to our scientific thinking. It 
clearly has not justified our early hopes 
for it because of strict limitations in tech- 
nique and therapeutic achievement, but 
we will not advance by discarding it, nor 
on the other hand by defending it. We will 
advance only by using its many hypotheses 
as the basis for experiment and by an 
open willingness to build upon the old with 
the new. 
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That much of the jurisprudence of insanity, in times past, should bear marks 
of the crude and imperfect notions, that have been entertained of its pathological 


character, 


is not to be wondered at; but, it is a matter of surprise, that it should 


be adhered to, as if consecrated by age, long after it has ceased to be supported 
by the results of more extensive and better conducted inquiries. 


Isaac Ray, M.D., APA President 1855-1859 
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SPECIAL SECTION 


Six Papers on 
EDUCATION OF THE NONPSYCHIATRIST PHYSICIAN 


PSYCHIATRIC TRAINING AND THE GENERAL PRACTITIONER 


C. H. HARDIN BRANCH, M.D. 


The increasing interest in postgraduate 
psychiatric education for nonpsychiatrists 
deserves special attention from several 
points of view. We must consider how best 
to bring suitable physicians into these pro- 
grams, what social and professional forces 
are impinging on these educational at- 
tempts, what new recruitment ideas can 
be developed and what use can be made 
of these partially or completely trained 
physicians once they have completed their 
selected program. 

This whole project has assumed tremen- 
dous proportions, perhaps best evidenced 
by the amount of support received from 
the National Institute of Mental Health. 
For the fiscal year 1963, according to the 
Statistical Source Book published by the 
NIMH, psychiatric training programs for 
general practitioners were awarded $7,000,- 
000, of which 79 percent was for residency 
training, Contained in this figure were 400 
stipends averaging $11,225 each, and some- 
where must be included the cost of the 
short-term psychiatric training programs 
which can provide training in six-month 
increments for nonpsychiatrist physicians 
desiring this kind of orientation. 

Although there seems to be general 
agreement that physicians come into the 
psychiatry training programs because they 
are dissatisfied with what they are doing, 
Solomon(12) commented that some 90 
percent of general practitioners do not 
attend. He added, “We do get ten percent, 
and we always feel these are the ten per- 
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cent that need it least.” Schwab(11) felt 
that the recruitment of physicians as stu- — 
dents in these teaching programs is subject _ 
to waves of enthusiasm. He notes, also, — 
that some 10-20 percent of the “students” — 
are repeaters who enroll year after year, — 
indicating their genuine interest but raising — 
the question of why other nonpsychiatrist 
physicians do not become involved. That 
these are the findings of other colloquium — 
groups is evidenced by very similar state- 
ments in the report of the fifth annual d 
training session for teachers of seminars 
for nonpsychiatric physicians, sponsored — 
by the Western Interstate Commission for 
Higher Education in Denver in March 1965, 
There is no question that there is need 
for more psychiatric personnel, whether in — 
the form of board-certified specialized psy- 
chiatrists or as general practitioners trained 
to handle psychiatric problems and, what — 
is more important, interested in doing it, 
Estimates of the actual number of mental ~ 
health personnel needed would, of course, — 
vary considerably from area to area, de- y 
pending upon the kinds of standards used, — 
But if the number of psychiatric faculty } 
f 
i 
i 
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positions presently unfilled in medica] — 
schools can be used as any kind of cri- 
terion, psychiatry leads among the clinical 
fields, 72 positions being vacant at the 
time of the report(9). ) 
Futhermore, it is agreed that general 
practitioners are in a very favorable posi- 
tion to carry out an extensive amount of 
psychiatric treatment for their patients and 
in fact would be denying them the beni 
of their existing and already therapeutic 
relationship if they fail to discharge this 
responsibility. Drs. Kline and Lehmann 5) 
are highly specific with their statement t 
“the average psychiatric patient is r 
treated by the general practitioner oF the 
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TRAINING AND THE GENERAL PRACTITIONER 


[ November 


specialist in some other discipline than by 
psychiatrists.” They add, “the medical prac- 
titioner needs to know as much psychiatry 
as he intends to practice.” 

Certainly it is true that the psychiatric 
patient, whether hospitalized or not, would 
be in a much better position if he could 
be referred back to the primary physician, 
with the expectation that follow-up care 
could be provided there. Garber(2) has 
pointed out that 57 percent of 2,600 doctors 
note that state and county hospitals do not 
refer their patients back to them; 41 per- 
cent said VA hospitals did not; and 32 
percent said private hospitals did not. Of 
those who did not provide follow-up care, 
35 percent gave as their reason the state- 
ment that they were not asked to. Unfor- 
tunately, our own efforts to involve the 
general practitioners in the community, 
even to the extent of attending staff con- 
ferences on their patients, have not been 
very successful. It may be that we have 
not entirely eliminated from their minds 
the fear that their treatment would be 
criticized in our staff conferences, but how- 
ever we try to involve them in these case 
discussions, they are apparently extremely 
reluctant. 


CHANGING STATUS OF PHYSICIANS 


Another factor coming into prominence 
in this total picture is the changing status 
of the physician and the fact that in some 
ways the psychiatrist is apparently occupy- 
ing the personal position in medical prac- 
tice which was formerly assigned to the 
family doctor. As a corollary, it happens 
that the general practitioner may find in 
psychiatric education an answer to some of 
his problems. As Berblinger(1) says, “As 
long as the general practitioner could con- 
sider himself a ‘personal’ physician, he 
retained sufficient identity. But . . . it is 
not surprising that he is overcome by a 
feeling of professional depersonalization.” 

People are, of course, somewhat con- 
fused in their expectations of their physi- 
cians since on the one hand they expect 
them to be at their beck and call, always 
ready to make house calls and to spend 
endless hours with individual patients ; 
while at the same time they are critical of 
their physicians unless they are up to the 


Se ee eee 


minute on the latest medical developments, 
all of which requires time away from the 
office for postgraduate medical education, 

In spite of all this—and my point of view 
may be distressingly nostalgic—I have the 
impression that a certain number of medi- 
cal graduates go into general practice be- 
cause they actually retain the romantic 
idea of medicine which caused them to 
seek out this profession. It is unfortunate 
that this romanticism and the expressed 
desires of the public for the “old family 
doctor” are not encouraged by such pro- 
saic considerations as status and hospital 
appointments. 

Part of this problem apparently stems 
from the fact that teaching in medical 
school is done largely by specialists, many 
of whom have not themselves actually en- 
gaged in the practice of medicine. Dr. 
George Baehr(6) says, “ . . . the (medical) 
schools have not interested their student 
body in rural practice and in general prac- 
tice in an urban area . . . the professors of 
medicine in our medical schools are quite 
properly full-time experts but very few of 
them haye ever practiced medicine. 
. . . General practitioners are not going 
to increase in number until the teaching 
of medicine is changed. . . . (Teachers) 
should . . . be men who have practiced « 
medicine and who have some understand- 
ing of the problems of sick people, men 
who are. teaching medicine side by side 
with the man who holds the chair in the 
department. Only a reorganization of the 
medical department of our medical schools 
can achieve the objective that all of (us) 
have in mind.” 

This statement makes one wonder if there 
may not be a certain number of physicians 
who come to medical school with the gen- 
eral idea that their medical practice will 
consist of “personal relationships with their 
patients,” and find this rather romanticized 
idea of medical practice somewhat depre- 
ciated by the more impersonal approach 
which is taught by the highly specialized 
medical school faculty. Later on they may 
feel that the involvement in the emotional 
problems of their patients leads them to 
a desire to increase their “psychiatric” prac- 
tice while at the same time they are dis- 
contented because of their lack of the 
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status which specialization would give 
them. An editorial in the Canadian Medical 
Associations journal(3) considers this 
troublesome question in terms of what the 
author calls the differentiation between 
“external” specialization, which is the ac- 
ceptance of a special set of goals set by 
community needs, and “internal” speciali- 
zation, which begins with the ambition of 
the individual to acquire special skills and 
knowledge. Dr. Donald M. Clark(7), 
speaking on “The General Practitioner's 
Viewpoint,” suggests that a possible solu- 
tion might be the development of a field 
of “intermediate medicine” which will lie 
somewhere between the general practition- 
er and the specialist. 

The whole picture of the physician is 
to some extent changing (and not always 
for the better) in our culture. It may well 
be that we have not reached the low 
point indicated by Daniel Drake(8) who 
in speaking of how an individual became a 
physician said, “A neighboring physician 
wants a student to reside in his office, or 
one son of the family is felt too weakly 
to labor on the farm or in the workshop. 
He is indolent and averse to bodily exer- 
tion, or addicted to a study but too stupid 
for the bar or too immoral for the pulpit. 
. The parents wish to have one gentleman 
in the family and a doctor is a gentleman. 
But certainly the very real awareness on 
the part of the general public that medical 
gains are now dramatically keeping alive 
many individuals who a decade or two ago 
would inevitably have perished does not 
stop the flood of criticisms of the unavail- 
ability of physicians, the high cost of medi- 
cal practice, the obstructionist attitude of 
organized medicine, etc., etc. Whether or 
not these criticisms are justified, they do 
exist and we must be prepared to deal with 
them as forces which contribute to our 
interest in making our proper contribu- 
tion to medical education and medical 
practice. A part of this concern, of course, 
lies in our desire to enlist physicians in our 
postgraduate psychiatric training programs. 


REASONS FOR CHOOSING PSYCHIATRY 


There is apparently considerable varia- 
tion in the attitude of the individuals who 
come in for training on these general prac- 


titioner stipends, It is certainly true that 
some applicants come in because they 
tired and discouraged with the work they 
are doing and would like to spend the 
latter parts of their lives with specialist 
ratings which would increase their em- 
ployability in certain fields. It has been 
suggested that a certain number come in 
because they are aware of personality prob- 
lems in themselves and feel that this is one 
way to achieve better understanding, Per- 
haps some come in because they feel that 
the life of the psychiatrist is somewhat eas- 
ier than the life of the general practitioner 
—does not involve as much night work, 
house calls, emergencies, ete, 

Our own experience has not led us to 
any of these mistic points of view. We 
would, I be critical of an individual 
who came into psychiatry with the idea 
that the life was necessarily going to be 
easier than that of the general tioner, 
because it seems to us that the psychia- 
trist must in every le way be ready to 
carry out his complete medical responsibil- 
ity just as any other physician should. The 
psychiatrist who is not able to provide his 
patients with help in emergencies, with a 
continuation of care if a apie of hospital- 
ization is necessary, with supervision and 
administration of appropriate medication 
and with all of the other therapeutic modal- 
ities which are open to him, has lost the 
contact with medicine which is the primary 
basis for his patient’s confidence in him. 
If this be accepted as an adequate descrip- 
tion of the general practice of psychiatry, 
there is little reason to feel that the general 
practice of psychiatry will, in very many 
ways, be easier than the general practice 
of medicine. And further, if one takes into 
account the fact of the strain on the psychi- 
atrist’s nervous system from the intense 
interpersonal relationships involved in psy- 
chotherapy—relationships from which to 
some extent the general ae can 
escape by the interposition of less 
arapen procedures—it is possible that 
the practice of psychiatry is actually mora 
tension-producing than the practice of gen- 
eral medicine. í 

In our opinion the individuals who have 
come into our general practitioner training 


program are not trying to find an 
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way of life for themselves ; they are simply 
trying to acquire training adequate to carry 
on the kind of medical practice in which 
they have a genuine interest and to which 
they expect to dedicate themselves unre- 
servedly. 

However, it does appear that there are 
recruitment problems in this total field. It 
is certainly true that it is a major step to 
stop one’s presumably established prac- 
tice. It may be very difficult for an in- 
dividual to pull up stakes, particularly with 
children who are in college or nearly so, 
and embark on a course of training with 
the need to re-establish one’s self, either in 
one’s original community or in another 
area, The relatively large stipends provided 
for these training courses obviously do not 
really take care of the financial loss sus- 
tained by many physicians, and this in it- 
self seems to me to be a good test of the 
motivation of the applicant. 

Realistic increases in the stipends would 
eliminate part of these difficulties but mul- 
_tiply the possibility that financial gain 
might, for some physicians at least, actual- 
ly be the motivation. 

Of particular importance in this general 
_ area is the development of training pro- 
_ grams specially designed for women physi- 
_ cians. Kaplan and others(4) have de- 

scribed such a program for “physician 

mothers” and have indicated the necessity 
for modifying the schedule to allow for 
= household responsibilities. We have found 
that some stipend adjustments are also 
necessary, but we agree that these women 
make excellent residents and have had no 
difficulty in locating themselves in posi- 
tions where they can provide invaluable 
service and still function satisfactorily as 
wives and mothers, Rossi(10) has urged 
that we stop “restricting and lowering the 
occupational goals of girls . . .” and feels 
that help in handling the triple roles of 
professional worker, wife and mother can 
be obtained from “social engineering.” 

One of the problems which has been 
mentioned in listing the difficulties of re- 
cruiting physicians is that if a physician 
has an established practice he may not be 
able to leave it comfortably for less than 
the full training period, even though ad- 
mittedly this full training period would 
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require complete uprooting and therefore 
a major decision, A certain number of 
physicians would thus be prevented from 
having a six-month to one-year program 
which could be very useful if their goal was 
simply to increase their own ability to 
handle their psychiatric problems more 
adequately. A possible solution might be 
to utilize senior residents in psychiatric 
training as locum tenens replacement for 
the physicians who are coming into the 
training program, Such an arrangement — 
would essentially have several possible ad- 
vantages. For one, the community would 
become oriented to the idea of having a 
person with psychiatric interests in prac- 
tice in the area. For another, the practice 
would be protected since the locum tenens 
arrangement would be for a definite, limited 
time and lastly, the resident himself might 
well profit from having experience with 
psychiatric activities in a general practice 
situation, Such an arrangement would, of 
course, call for adequate consultation ac- 
tivities and an appropriate community ac- 
ceptance of the idea. 

Possibly improvement in the total recruit- ~ 
ment picture could be made if the physician 
and the training program and the adminis- 
trators of the state mental health programs 
could collaborate in such a way that a phy- 
sician in his own community could be given 
some help in managing psychiatric prob- 
lems once he had received his training. Per- 
haps there could be improvement in the 
control of excited patients, adequate trans- 
portation for excited patients into special- 
ized facilities, improvement in local insur- 
ance arrangements so that mental illness 
receives equal and appropriate considera- 
tion and the maintenance on the part of the 
training center of an adequate consultation 
service so that the person who had received 
some psychiatric instruction did not feel 
himself isolated once he had returned to his 
community. The creation of special hospi- 
tal facilities such as those reported by the 
Illinois Department of Mental Health 
seems to me to be an imaginative con- 
tribution to this sort of program. 

In conclusion, it would seem that con- 
siderable attention should be paid to re- 
cruitment difficulties in an attempt both 
to increase the number of trained psychi- 
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“TANDEM” TEACHING TO NONPSYCHIATRIST PHYSICIANS 
JAMES R. NICHOLAS, M.D., axo WILLIAM RANSOHOFF, M.D. 


This report describes a teaching method whether it is a conference, ward rounds o 
at the University of Cincinnati College of a lecture-demonstration. The tandem pair 
Medicine which appears to have particu- in our teaching of physicians in n 
lar value in training nonpsychiatrist physi- specialties consists of a psychiatrist and a. 
cians in the application of psychiatric prin- physician in the samo specialty as the 
ciples to their own fields. trainees. Both members of the tandem pair 
: The term “tandem” teaching aor od attend each teaching session. 
obvious analogy to “a bicycle built for 
two” and par to the method of having "™isTonY 
two persons simultaneously responsible for As early as 1939, Dr. Maurice 
the operation of the teaching vehicle, conducted seminars for nonpsychiat 
physicians. Out of this experience came 
Read at the 12lst annual meeting of the his book Psychotherapy in Medical Prao 
American Psychiatric Association, New York, N. Y» tice(6). ale out of os a can 
May 3-7, 1965. umber of nom cians d 
Dr: Nicholas is with te be a this community with an increased inten 
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and Enid Balint and by their periodic 
visits and participation in the sem- 
inar(1, 2, 8). 

In 1941, primarily through the active in- 
terest of Dr, Milton Rosenbaum from the 
Department of Psychiatry and Dr, Eugene 
B. Ferris from the Department of Internal 
Medicine, these two departments began to 


participate in weekly conferences on psy- 


chosomatic medicine. 

In 1949, a 12-bed psychosomatic ward 
was opened at Cincinnati General Hospital 
under the joint leadership of the Depart- 
ments of Medicine and Psychiatry of the 
_ University of Cincinnati College of Medi- 

cine. Since the opening of the ward, its 

ward rounds have been attended regular- 
ly by at least one internist and one psychi- 
atrist. Also, dermatologists and obstetrician- 
‘gynecologists have attended these rounds 
and cared for patients on the ward for 
extended periods of time. Initially these 
_ nonpsychiatrist attending physicians were 
from those who had participated in Dr, 
Levine's seminars or in the psychosomatic 
ices. Later they were joined by 
former residents who had served on the 
psychosomatic ward, 

Each of the psychiatrists had main- 
tained an active interest in general medi- 
cine and a majority had had one or more 
years of residency in a specialty other than 
psychiatry or had done research in basic 
_ medical sciences, It seems that the im- 


_ portance of this training in another special- 


_ ty lies more in its being an index of identi- 
fication with general medicine than of 
specific competence in the nonpsychiatric 
specialty. The basis for this statement is 
that in the later years of the program some 
of the psychiatrists in the “tandem” 
have not had nonpsychiatrie resi 
training and yet have worked effectively 
with this teaching method. 


CURRENT APPLICATIONS 


During the last three years the teaching 
program has been expanded at Cincinnati 
General Hospital to include all of the resi- 
dents in dermatology, internal medicine 
and obstetrics-gynecology. There are week- 
ly or bi-weekly conferences with residents 
of each of these specialties. The confer- 
ences are attended by residents in the 


attending psychiatrists make rounds regu- 
larly with attending internists on two 
the four medical wards. 

In all of these teaching sessions the focus 
is on the impact of the illness upon the 
patient, his family, his community and his 
doctor, and on the impact of the patient, 
his family, his community and his doctor 
upon the illness. Although this particular 
way of describing the focus suggests that 
the illness is seen as something separate 
from the patient, this is not our viewpoint, 
Rather we emphasize the view that under- 
standing illness requires constant recogni- 
tion of the interrelationship between the 
stress and the patient’s reaction to the 
stress(9, 7, 4). 

From the beginning of the program, the 
sessions have been oriented around individ- 
ual patients, most of whom are inter- 
viewed during the course of the conference 
or rounds, The patient’s problems often 
lead to a discussion of related but more 
general problems. At times a subsequent 
session may be devoted to further discus- 
sion of the more general problem, a per- 
tinent article may be suggested for read- 
ing or a pertinent movie may be shown. 
However, we have used these teaching 
adjuncts sparingly; and when they are 
used, an attempt is made to point out 
promptly their relevance to the specific 
patient. 

Although the principle of orienting the 
teaching session around an individual pa- 
tient applies whatever the content of the 

iscussion may be, specific mention should 
be made of the question of the impact of 
the patient upon the doctor and of the 
doctor upon the patient, It is important 
that the instructors have knowledge of 
group dynamics and skills as leaders of a 
working group, but their function is not to 
conduct group therapy. At the same time, 
it is t the trainees will discuss 
their feelings about and reactions to their 
patients with the goal of being able to use 


these feelings and reactions in their care 
of the patient. Admittedly there is an in- 
distinct line at best between this kind of 
self-learning and the kind of self-learning 
in formal therapy. However, keeping the 
ca centered around an individual 
patient helps in identi and maintain- 
ing this line, which me even though 
indistinct. 

The study of the interaction between 
patient and doctor arouses mixed responses 
in the teaching seseo It ka up the 
greatest interest in learning and the great- 
est resistance to learning. One technique 
that has been helpful in reducing this 
resistance is not only to discuss the dif- 
culties in diagnosis and treatment that 
might arise because of the relationship be- 
tween doctor and patient but also to dis- 
cuss and emphasize the positive contri- 
butions to both diagnosis and treatment 
that can arise from the doctors being 
aware of the patient's feelings and of his 
fo. lings toward the patient. 

In all of the teaching sessions the resi- 
dent presents to the group the history and 
current problems of a patient in his care, 
The interview with the patient is usually 
conducted jointly by the two instructors. 
There is no prearranged agreement as to 
who will question the patient in what areas, 
and often no prearranged agreement before 
the patient comes in as to who will open 
the interview. At other times the e 
trist and the nonpsychiatrist specialist do 
the interviewing in alternate sessions. Also, 
at times one teacher interviews the patient 
in front of a closed circuit television cam- 
cra while the other teacher and the trainees 
discuss the developing doctor-patient re- 
lationship as they observe a monitor in 

7 is 
another room. After the interview there 
further discussion, with special emphasis 
on what was learned from the interview. 
No attempt is made to give the impres- 
sion that the two specialists ppe 
now furnish all the answers. As in e 
tient interview, there are no EBen 
specific areas of responsibility for the in- 
structors. 

Contrary to first a pay ee 
great deal of structure and organiza nt by 
this system. This is provided in par a 
the focus on the problems of the í A 
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ual patient under discussion and in s x 
part, from the experiences of the two 
structors working with each other. This 
does not mean that one always knows fust 
what the other has in mind or where he is 
hea during an interview or discus- 
sion; but in working together each has 
developed confidence in the abilities of the 
other to lead the conference in a worth- 
while direction, even though he may not 
see the other's goal at the moment. 

Along with an awareness of mutual re- 
spect and confidence in cach other 
comes a need to compete at 
demonstrating the value of one's own con- 
tributions, thus decreasing the single larg- 
est disorganizing force in such a teachi 
method, There is an active interchange 
opinion and information between the two 
teachers, and so + a4 ay) a 
learnin; experience for t as woll as 
for Ea biais. We think that the trainoes 
are more likely to be stimulated to loam 
if the teachers are also genuinely inter- 
ested in learning with them. On one occa 
sion one of the medical residents made the 
remark, “I think (the 
as much medicine on these 
teaches try.” Far ged feeling criti- 
cized, the psychiatrist saw this as a recog: 
nition of his interest in the medical rest- 
dents’ work and of his respect 


for their 


bilities, and he recognized that this em- 
hanced his effectiveness in teaching them. 


COALS OF THE PROGRAM 


fatric reac 


patients whose psy- 


pot 
pena interfering with 


lems are 
eee A ani or treatment recom 
mendations or patients who are react 
to their illness in an unusual way. 
later some come to realize that it ix not 
even necessary to select a case, that 
patient can be looked at with profit. 
this is the primary goal : that they see th 
value in any and all patients of 
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the impact of the illness upon the patient 
and his environment and the impact of the 
environment upon the patient and his ill- 
ness. 

There are also secondary goals. The 
trainee should improve his skills of obser- 
vation and description of the patient. The 
trainee should learn to recognize psycho- 

_ pathology when it is present and to evalu- 
ate its severity. He should develop skills 
_ in the use of the doctor-patient relationship 
- in diagnosis and in treatment of the com- 
= mon minor psychopathological reactions he 
= will meet in his practice, He should have 
competence in the use of drugs in treati 
__ these minor reactions. He should be able 
to evaluate his own competence in rela- 
tionship to the nature of the patient’s psy- 
chopathology so that he knows when to 
ask for consultation. And he should learn 
how he can work with a psychiatrist for 
; yee benefit of his patients, 
ertain things are specifically not our 
goals. We do not expect the trainees to 
_ learn in these sessions to become psycho- 
therapists in the same way a psychiatrist 
may be a psychotherapist. No attempt is 
made to make them proficient in the use 
| of psychiatric diagnostic nomenclature. 
They are not taught the technical psychiat- 
ric terminology, which is usually used 
only when the trainees themselves ask 
about definitions or use terms incorrectly, 
And it is not hoped that the trainees will 
_ change their specialty to psychiatry. In 
_ fact, if a large proportion of the trainees 
_ did specialize in psychiatry, we would see 
_ this as a sign of failure to convince them 
that they can make as significant use of 
psychological principles in their own spe- 
cialty as in psychiatry, The training should 
provide increased satisfaction for them in 
their own specialty, not dissatisfaction 
leading to a change of specialty or frustra- 
tion leading to a conviction that only a 
trained psychiatrist can use these prin- 
ciples effectively, 


ADVANTAGES OF THIS TEACHING METHOD 


There are several alternatives to the 
teaching method described in this paper ; 
teaching by a psychiatrist only, by a mem- 
ber of the other specialty only or by a 
physician who is both a psychiatrist and a 


member of the specialty of the trainees 
being taught. We believe that the method 
described here has certain advantages over 
these alternatives. 

As medical knowledge increases year by 
year, it is becoming more and more diffi- 
cult for a physician to maintain a high 
level of general knowledge and skill in his 
own specialty, let alone to be competent 
in two specialties. There are a few such 
unusual physicians, but there are certainly 
not enough either now or in the near future 
to handle the nation’s need for teachers of 
psychiatric knowledge to nonpsychiatrist 
physicians. 

More important, however, than the ques- 
tion of current availability of teachers is 
the question of which method furnishes the 
trainee with the most useful model with 
which he can identify(3). 

A psychiatric instructor alone may be 
seen as an outsider, someone different, 
someone who does not understand the prob- 
lems of the other specialty, someone with 
whom it is difficult for the trainee in another 
specialty to identify. An instructor from 
the trainee’s own specialty alone would not 
have these disadvantages, but he would 
not have the broad experience in and 
theoretical knowledge of psychopathology 
that the psychiatrist could bring the 
trainee, 

The weaknesses of either of the two 
preceding plans could be avoided if the 
instructor were qualified in both special- 
ties(5). However, this introduces another 
problem in terms of the model for the 
trainee. One of the trainee’s tasks is to 
learn what he can do with his own level of 
knowledge and training. To see what a 
member of his own specialty, who is also 
a psychiatrist, can do can be broadening 
and stimulating (and is of course tremen- 
dously important for research) ; but it can 
also be discouraging for the trainee, who 
realizes he just cannot do the same. The 
Tesponse to this discouragement may be 
to specialize in psychiatry also, or it may be 
to give up out of failure to see what he 
can do with his more limited training in 
psychiatry. Although the former response 
does have some value, neither it nor the 
latter response meets this profession’s or 
the country’s needs for increased under- 
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standing and use of psychiatric knowledge 
by other physicians. , 

In observing the “tandem” pair the 
' trainee has available the psychiatrist as a 
resource for psychiatric information, In 
addition, he has available as a model a 
member of his own specialty who has ac- 
quired his level of psychiatric knowledge 
and competence in a way that is possible 
and practical for most or all of the trainees. 
An additional experience that the other 
three teaching methods do not provide is 
the experience of seeing a cooperative 
working relationship between a member of 
his specialty and a psychiatrist. In seeing 
his own model turn to the psychiatrist for 
consultation and in seeing the psychiatrist’s 
respect for what the other specialist is do- 
ing, the trainee learns when and how to 
seek psychiatric consultation, and he learns 
that within the practice of his own spe- 
cialty he can help patients with psychiatric 
problems in a significant way. 

Finally, this method may increase our 
knowledge of how psychiatric principles 
can best be applied by the nonpsychiatrist 
physician. It is often assumed that as the 
latter becomes more like the psychiatrist 
in his interviewing technique or manage- 
ment of the doctor-patient relationship, the 
more effective he will be in helping pa- 
tients with psychiatric problems. In some 
ways this assumption is probably true, but 
in others it is just as likely quite false. The 
use made of psychiatric principles by the 
nonpsychiatrist may be much different 
from that by the psychiatrist. And the ef- 
fectiveness of this difference can be quite 
surprising at times to the psychiatrist and 
can thus lead to learning for the psychi- 
atrist as well as the trainee. The “tandem 
method then can lead to experimentation 
and ingenuity in the application of psy- 
chiatric principles in a way that might not 
have occurred to the psychiatrist and yet 
in a way that is responsible and that can 
be examined by both the psychiatrist and 
the nonpsychiatrist physician. 


SUMMARY 

The “tandem” pair in our teaching of 
physicians in other specialties consists of a 
psychiatrist and a physician in the same 
specialty as the trainees. Both members of 
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the tandem pair attend each session and 
are simultaneously responsible for the oper- 
ation of the teaching vehicle, whether it is 
a conference, ward rounds or a lecture- 
demonstration. Some factors interfering 
with cooperative leadership, and ways of 
dealing with these factors, are discussed, 
The goals of our program are outlined. We 
believe this method has particular value 
for training nonpsychiatrist physicians be- 
cause it furnishes the trainee with a useful 
model in his own specialty with whom he 
can identify. The paper closes with a brief 
comment about the research value of such 
a teaching method. 


ACKNOWLEDGMENTS 


In addition to those physicians already 
mentioned in the text of this report, many 
others have contributed greatly to the de- 
velopment of this teaching method, We are 
still getting dividends from past invest- 
ments of ability and effort made by Dr. 
Charles Aring, Dr. George Engel, Dr. Ar- 
thur Mirsky, Dr. Morton Reiser and Dr, 
John Romano, 

To these dividends are being added the 
current investments of ability and effort of 
Dr. Stanley Kaplan, Associate Director of 
the Psychosomatic Ward, Dr. Frederic 
Kapp, Director of the Consultation Service, 
Dr, W. Donald Ross, Director of the Train- 
ing Program for Nonpsychiatrist Physicians, 
and many others, The authors wish to 
thank Dr. Kaplan and Dr. Ross for their 
help in the preparation of this report. 


REFERENCES 


1. Balint, M.: The Doctor, His Patient, and 
the Illness. New York: International Uni- 
versities Press, 1957. 

2. Balint, M., and Balint, E. : Psychothera- 
peutic Techniques in Medicine. Spring- 
field, Ill.; Charles C. Thomas, 1962. 

3. Dwyer, T, F. and Zinberg, N. : Psychi- 

atry for Medical School Instructors, J. 

Med. Educ. 32:331-338, 1957. 

Earley, L. W., and Gregg, L. A. : A Long- 

Term Experience with Joint Medical-Psy- 

chiatric Teaching, J. Med. Educ. 34:927- 

930, 1959. 


> 


m 


graduate Teaching Program on the Psy- 

chological Aspects of Medicine, J- Med. 
. 32:859-871, 1957. 

Educ. S, 


Levine, M.: Psychotherapy 


D 


Engel, G. L.: A Graduate and Under- 


ess 


i 
3 


I VOTI 


METHODOLOGY IN 


Practice. New York : Macmillan, 1942. 

7. Levine, M., and Lederer, H. D.: “Teach- 
ing of Psychiatry in Medical Schools,” 
in Arieti, S., ed.: American Handbook of 
Psychiatry, vol. II. New York: Basic 
Books, 1959. 

. Pittenger, R. A.: Training Physicians in 


eo 


Diy 


JATE EDUCATION — 

the Psychologic Aspects of Medical Prac- 

tice, Penn. Med. J. 65:1472-1474, 1962. 
9. Ross, W. D., and Levine, M.: “Training 
in Psychosomatic Medicine,” in Deutsch, 
F., and Stunkard, A., eds.: Advances in 
Psychosomatic Medicine, vol. IV. New 
York: Karger, 1964. 


METHODOLOGY IN POSTGRADUATE PSYCHIATRIC EDUCATION 


WILLIAM F. SHEELEY, M.D. 


Those who provide the hundreds of pro- 
grams of continuing psychiatric education 
for thousands of practicing physicians 
have not discovered new teaching meth- 
ods, nor have they developed revolutionary 
new applications of the old ones. But to 
test anew the validity of ancient educa- 
tional principles in medicine, they have 
peculiar and stern opportunities denied to 
most teachers of undergraduate or graduate 
medicine, for they offer their educational 
programs in a hot crucible indeed. 

The practicing physician, when a stu- 
dent, need not mute his criticisms as must 
an undergraduate or graduate student. The 
seasoned physician seeks primarily to ex- 
pand his knowledge and skill. He is not the 
servant of his teacher. He need not submit 
to obsolete lectures which are but parts of 
a rite of passage to medical degree or 
specialty certification. Academic gowns 
cannot stifle him, nor pedant’s preening 
bemuse him. Flashy but specious profes- 
sorial theories soon explode in the heat of 
his medical practice. 

Faculties offering him psychiatric educa- 
tion accept this rigorous teaching situation. 
They accept a special value system: let 
research productivity content the teacher 
of undergraduate and graduate medicine 
as a basis for fame and academic promo- 
tion, The teacher of continuing psychiatric 
education demands of himself pedagogic 
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perceptiveness, empathy and skill. To him, 
the classroom is neither suffered evil, nor 
treadmill nor yet a showcase for intellectual 
display ; but it is an arena of communica- 
tion—of dialogue which refreshes and 
enlarges both teacher and student. He 
welcomes being obliged to improvise, to 
experiment and to evaluate. He is delight- 
ed that continuing psychiatric education 
courses vary so from faculty to faculty, for 
he guards jealously an academic freedom 
which fosters variation and resists regi- 
mentation. He joins his colleagues regu- 
larly in colloquia and elsewhere to ex- 
change ideas, to argue and to compare 
methods, but not to arrive at consensus 
nor to accept standardization. 

As he experiments and innovates and as 
his programs founder and as they prosper, 
he accumulates experience. And as he does 
so, he almost intuitively follows certain 
classical educational principles which sur- 
vive the harsh pragmatism of his world. 
The following examples give some notion 
of those principles. 

1. The needs of the student take prece- 
dence over those of the teacher, 

2. Actively participating in the educa- 
tional process promotes the student's in- 
tellectual and emotional involvement and 
thereby motivates him to learn. 

3. Teachers should program their instruc- 
tion. $ 

4. Teaching methods must relate closely 
to goals and objectives, to subject matter 
and to student experience and expecta- 
tions. 

5. Education programs should weave ex- 
plicit facts and specific skills into a matrix 
of general principles. 
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6. Spaced learning excels continuous 
learning. 

7, Learning disturbs self-perception and 
thereby produces student anxiety, but op- 
timal levels of anxiety motivate learning. 

8. Teacher and student should feel them- 
selves members of the same group. 

Let us first examine the principle the 
needs of the student take precedence over 
those of the teacher. This principle is surely 
self-evident, Yet many a teacher seeks not 
to promote student learning, but to solve 
his own problems. He seeks to recruit psy- 
chiatric residents, or to stimulate referral 
of patients, or to gain political advan- 
tage, or to fill his own “neurotic” needs to 
dominate others in a classroom. But when 
he sins thus, participating physicians react 
with outrage or with vague uneasiness, 
frustration and boredom; they openly chal- 
lenge the material being taught, come to 
class late, or fail to show up altogether. 

Actively participating in an education 
program promotes the student's intellectual 
and emotional involvement and motivates 
him to learn. To apply this principle, the 
teacher provides situations in which the 
physician will be most active, such as 
group discussions, applicatory exercises 
and analyses of problems drawn from the 
physician's everyday medical practice. To 
motivate the participating physician, the 
teacher shows him how each new particle 
of material offered simplifies his job, facili- 
tates his patients’ cooperation, sharpens his 
diagnoses and strengthens his therapy. 

Teachers should program their instruc- 
tion. Most faculties in continuing psychiat- 
ric education have not yet fully accepted 
that thoughtful and disciplined approach 
called programmed teaching, but many are 
experimenting with it. Its greatest value 
lies, perhaps, in the fact that it forces the 
faculty to analyze the material to be taught, 
on the one hand, and to consider the 
capabilities and limitations of the learner, 
on the other. Such detailed analysis and 
consideration does not always produce a 
sequence geared to electronic gadgetry. It 
may produce only a lecture or a demon- 
stration. But however the teaching is ac- 
tually offered, the learning process has 


erved. 
PE methods must relate closely to 


goals and objectives, subject matter and 
student experience and expectations. The 
wise teacher relates teaching method to- 
the knowledge or skill to be taught, but 
he selects that method from among those 
which are familiar and acceptable to his 
particular group of physicians, A teaching 
method, however sophisticated and ap- 
propriate in most situations, may prove 
unacceptably novel in a given locality. Any 
method, then, may be good or bad de- 
pending on the circumstances. If the doc- 
tor-students accept the lecturer’s authority, 
and if his material does not involve new 
and strange conceptions, the lecture meth- 
od can be both effective and time-saving ; 
one can offer it to classes of almost un- 
limited size. But if his material encounters 
skeptical and hostile attitudes among the 
physicians, he had best present it as a 
dialogue between him and his physician- 
student. And if his material is complex, he 
must give the physician an opportunity 
to discover its subtle nuances, and he must 
himself have an opportunity to discover the 
physician’s nilsapprehensions and correct 
them. These are individualized and in- 
volved procedures, 

Because most continuing medical edu- 
cation programs rely heavily on lectures, 
most physicians entering psychiatric pro- 
grams expect the lecture method. One psy- 
chiatrist has suggested that lectures give 
symbolic nurturance to physicians, who are 
emotionally spent by always giving them- 
selves to others. However that may be, 
many of the more popular psychiatric edu- 
cation programs start with lectures, al- 
though they may later turn to other meth- 
ods. Physicians also readily accept the 
case-demonstration, in which the teacher 
shows in a patient specific facts which 
flesh out general psychiatric principles. He 
provides a tangible bridge between psy- 
chiatric theory and the problems of the 
physicians’ own patients. He enables the 
psychiatrist to demonstrate details of the 
patient-physician interaction. i 

Relatively few physicians have had ex 
perience with the discussion met 
teaching, if one disallows the limited di- 
alogues during question-and-answer peri- 
ods which immediately follow lectures ures andi 
which are really impromptu lecturettes. 

oe 
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The discussion method employs matrices 
of interaction, which in this case are physi- 
cians’ groups. Each group has its unique 
system of values, its ways of achieving 
group acceptance and prestige and its 
modes of reward and punishment. When 
used with understanding of group proc- 
ess, the discussion method induces the 
group to motivate the physician to open 
his mind to new facts and principles, to 
learn them and to apply them to his daily 
practice, And when crises arise while he 
is making these unfamiliar applications, 
the group supports him, 

Also foreign to most physicians’ experi- 
ence with continuing medical education is 
the applicatory method of teaching, where- 
by the physician actually practices, under 
supervision, the skill being learned. For 
example, one faculty has the physician 
give the patient psychotherapy for an hour 
weekly; immediately thereafter a super- 
vising psychiatrist discusses that hour with 
him. Another faculty has the class of physi- 
cians gather behind a one-way screen to 
observe one of their number interviewing a 
patient. By watching him and thereafter 
discussing the interview with him, both 
they and he discover their strengths and 
weaknesses and expand their understanding 
and skills. 

Most faculties 


more than 12 physicians per one or two 

Other faculties first offer a 
lecture series but thereafter invite the phy- 
sicians to join advanced courses which 
use both lectures and group discussions or 
discussions alone. 

Education programs should weave ex- 
plicit facts and specific skills into a matrix 
of general principles, As he practices medi- 
cine, a physician encounters therein psy- 
chiatric facts and he develops treating 
skills, but he still may see neither their 
pertinency to his daily needs nor the gen- 
eral psychiatric principles involved. Yet 
command of basic concepts and principles 
is especially urgent for the physician who 
would develop skills in psychotherapy and 
other aspects of psychiatric management 


and who would achieve the sound judg- 
ment needed to decide whether to treat a 
given patient or to refer him, It is also 
necessary that the physician learn to relate 
minutiae of psychiatric fact both to medical 
Practice and to general psychiatric prin- 
ciples. Without such grasp of general prin- 
ciples and of methods of relating minutiae 
to principles and practice, the physician 
cannot use later experiences in medical 
practice to continue on his own to expand 
his body of knowledge. 

Most continuing psychiatric education 
programs respect the long-recognized prin- 
ciple that spaced learning excels continuous 
learning. That is, three one-hour units of 
instruction offered at intervals of one week 
produce higher learning levels than does 
one three-hour unit, The weekly spacing 
also permits the physician to try out ideas 
he takes away 
tries the ideas out in his office, he en- 
counters confusion or difficulty, he uses 
misapprehen- 
sions and to consolidate learning. 

Learning disturbs self-perception and 
thereby produces student anxiety, but op- 
timal levels 
Material treated during psychiatric courses 


his anxiety 
by coming 
the course 


within the zone of maximum learning mo- 
tivation; he goads the complacent and 
calms the fearful. 


- Teacher and student should feel them- 
selves members of the same group. What- 
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process, such as desire to acquire the cul- 
ture of the group in which one finds him- 
self, desire to emulate and imitate the 
group’s leaders, desire to earn group ap- 
proval and desire to acquire skills respect- 
ed by the group. Learning depends upon 
the individual group member's feeling 
secure. That feeling depends upon the 
teacher's proper exercise of authority, upon 
the group cohesiveness and upon com- 
patibility between the personal goals of 
the teacher and those of the physicians. 

If a number of practicing physicians and 
a psychiatrist are to form such a cohesive 
group, they must overcome the traditional 
estrangement of psychiatry from the rest of 
medicine. All too often, psychiatrists and 
other physicians have little sympathy with 
one another's fields of professional activity. 
Moreover, the practicing physician may 
believe that to take psychiatry seriously he 
must abandon those tenets and self-con- 
cepts which have made him feel he is a 
doctor; he must, he fears, become a neo- 


phyte psychiatrist. The psychiatrist, on the 
other hand, may believe that to reach the 
physician with his teaching he must aban- 
don his role as a psychiatrist. These ideas 

are, of course, wrong. Actually, for either 

practicing physician or psychiatrist to 

abandon his primary role would nullify the 

holism of the soma-psyche concept and 

vitiate the educational process, 

The psychiatrist must therefore employ 
methods which respect those common de- 
nominators of psychiatry and of other med- 
icine which make psychiatry indeed an 
integral part of medicine. When he has dis- 
covered, analyzed and evaluated these 
common denominators, and when he has 
demonstrated them to the physicians, a 
truly cohesive group of psychiatrist and 
other physicians can form in which nei- 
ther must abandon essential professional 
identities, The group can then address itself 
to its raison d'etre: learning the psychiatry 
which is needed in medical practice, 
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Since 1958, the Brooklyn Project, spon- 
sored by the Medical Society of the Coun- 
ty of Kings, Brooklyn Psychiatric Society 
and American Academy of General Prac- 
tice, has been successfully offering sem- 
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inars for the psychiatric education of the 
practicing physician. Actually, 710 doctors — 
have applied for one or more of these 
seminars since their inception eight years 

ago. Numerically, at least, it represents by 
far the most successful attempt at con- 
tinuous postgraduate education in psychi- 
atry. Le 
The contents of such psychiatric indoc- 

trination have been in constant change to — 
satisfy the needs of the enrolled physi- 
cians and to conform to the opinions of 
the psychiatric instructors. Twenty-five psy- 
chiatrists conduct the seminars at their 
offices for six consecutive Wednesday eve- 
nings every spring and fall. The number of 
physicians assigned to each instructor 
varies from six to eight. The format 1 
essentially that of a small informal gather- 
ing of medical colleagues who can freely 
present their professional problems and 


seek insight, direction and proper manage- 
ment for their patients’ problems, 

The content of the courses offered was 
initially determined by the goals of the 
psychiatrists. They sought to teach the 
physicians of their borough the emotional 
factors inherent in the doctor-patient re- 
lationship. The first seminar offered coy- 
ered the topics of the hypochondriac, the 
resisting patient, the surgically prone pa- 
tient, the overprotective mother and psy- 
chogenic impotence, The aim was to bring 
to the attention of the physician the various 
emotional problems and illnesses that 
bring a patient to his family doctor. It was 
felt that the doctor who could understand 
more of the basic emotional patterns pres- 
ent in our complex social existence would 
develop more empathy for his anxiety- 
ridden patient. 

The small seminars encouraged each 
participant to discuss his problem cases 
and accept the psychiatrist’s elaboration 
of the psychogenic factors involved. All 
the attending physicians were encouraged 
to give their opinions as to the proper 
management of the presented cases. The 
pattern of thinking in psychological con- 
cepts became a major goal of the Brooklyn 
Project. 

As the years passed, the psychiatrists 
became aware that additional stress had to 
be placed upon the resistance within 
physicians when taking histories from their 
patients. Many of the doctors possessed 
misconceptions of sexual problems brought 
to their consulting rooms. Many were em- 
barrassed to ask tactful questions because 
of their own sexual anxieties. The topics 
of homosexuality, frigidity, impotence, per- 
version and promiscuity were delicately 
presented so that previously fixed atti- 
tudes could be altered. 

The seminars revealed to the instructors 
that the average physician had his share of 
countertransference episodes. The infor- 
mality of the teaching sessions encour- 
aged open, frank opinions. This exposed 
rigid concepts in dealing with problems 
of marriage, religion, pregnancy, filial du- 
ties, parental obligations and money. Very 

few of the physicians had been aware that 
they were fostering their own personal 
prejudiced opinions upon helpless patients, 
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and making decisions for other people that ` 
went beyond the duties of their profes- 
sional role. 4 

The psychiatrists emphasized that physi- 
cians should serve more as empathic lis- 
teners than as guidance counselors. The 
concept of emotional catharsis and relief 
of anxiety through the use of verbal ex- 
pression became a topic in every seminar. 
This led to the subject matter of the trans- 
ference phenomena embodied in the doc- 
tor-patient relationship. 

Physicians were taught that sickness and 
fear of death could easily cause regression 
to a helpless infantile state in which the 
doctor became the strong protective sur- 
rogate parental figure. Examples were giv- 
en to prove to the physician that an overly 
dependent patient was basically a fright- 
ened, regressed, anxious person. Physicians 
were shown that they faced an occupa- 
tional hazard in the practice of medicine 
if they accepted the role of omnipotence 
placed upon them by their insecure pa- 
tients. Practically every general practition- 
er was engaged in some form of supportive 
psychotherapy. He sought help in extricat- 
ing himself from a relationship brought 
about by the gratification of the strong 
positive transference state. He too often 
had unknowingly encouraged complete de- 
pendence upon himself; and unwittingly 
became angry when the seduced patient 
made more and more demands, 

Many physicians told of the increased 
numbers of mothers who came to their 
offices seeking advice about their children. 
This led to courses concerning the emo- 
tional problems of children, the psychologi- 
cal problems of adolescence, the school 
problems of children and the emotional 
conflicts of college students. Emphasis was 
placed upon the physician’s role to elabo- 
rate upon these problems, rather than to 
advocate decisive action, The need to 
utilize psychiatric consultation in severe 
character disorders was explained as a step 
towards a good mental hygiene program. 

Recently, every physician has been satu- 
rated with literature and samples of tran- 
quilizers, sedatives, energizers and anti- 
depressive drugs. He has become confused 
as to the efficacy of the pharmacological 
management of his patients. Seminars were 
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offered concerning this problem. It was 
stressed that the basic need was the em- 
pathic dedication of the loyal physician 
and that the drugs should be utilized as an 
adjunct to control free floating anxiety and 
modify depression. 

In selecting courses for the specialists, 
the contents varied with the specific medi- 
cal specialty involved. The obstetricians 
and gynecologists were given courses on 
the emotional problems of pregnancy, the 
psychological conflicts of women, the psy- 
chosexual problems encountered in daily 
practice and the management of marital 
problems. 

The internist sought and was offered 
seminars on emotional problems of the 
cardiac case, the psychosomatic illness, the 
management of the ulcer patient and the 
psychogenic factors in skin disorders. 

The pediatricians usually signed up for 
courses such as emotional problems of chil- 
dren, management of the mentally retarded 
child and school problems. 

The few surgeons who did attend the 
seminars were interested in topics like the 
emotional factors in the quest for plastic 
surgery and the psychological components 
of general surgery. 

The concept of empathy is never men- 
tioned by name but is constantly being 
advocated within every seminar. The psy- 
chiatric education of clinicians cannot take 
place by means of a formal lecture. The 
physician must participate as a profes- 
sional man and as a human being. The 
psychiatrists attempt to demonstrate what 
is going on within the thinking process of 
each sick patient. The word “psychoso- 
matic” has been too often utilized as a 
cliché. The seminars try to convey the true 
meaning of the emotional situations that 
finally produce physical complaints. 

The importance of the physician-patient 
relationship (the transference and counter- 
transference phenomena) is subtly brought 
to the attention of the seminar physicians. 
When the unconscious components of the 
physicians’ behavior are brought to light, 
such insight creates a stronger motivation 
for additional seminar registration. Only in 
an informal seminar can this take place in 
that such a procedure allows the physi- 
cian the opportunity to talk freely about 


the management of his cases. It is best for 
the psychiatrist to be cautious in his ap- 
proach when facing resistance in his in- 
terpretations. However, the other physi- 
cians in attendance can more easily grasp — 
the core of the psychodynamics within the ~ 
resisting practitioner. This facilitates more 


acceptance and tolerance in the future 
when their own blind spots are being dis- 
cussed, 

In summary, the physicians who attend 
the seminars have been in practice over 
20 years. The requests from these men 
depend upon their personal needs and type 
of practice. Content of seminars must vary 
to include material to satisfy all physi- 
cians. Didactic lectures are sterile and too 
theoretical. Informal small groups can lead 
to a frank intelligent question-and-answer 
type of education. There will always be a 
small group of men (5 percent in our 
project) who have a yearning to incor- 
porate some definite form of supportive 
psychotherapy into their medical practice. 
This group will benefit mostly by a con- 
tinuous type of seminar, in which the con- 
tents actually cover the daily experiences — 
of office practice. Case histories are more 
fully discussed and more formal proce- 
dures are taught. 

One final need is to seek content of 
courses that may appeal to the skeptical 
physician. Many doctors signed up for the 
first seminar because the course offered 
was somewhat related to a personal prob- 
lem or to a problem facing a member of 
the family. Usually, this first exposure to 
a psychiatric seminar created enough in- — 
terest to continue with other seminars in 
the ensuing years. Topics that belong to 
this category were offered, such as emotion- 
al problems in college students, family _ 
problems and marital conflict, emotional 
problems of the adolescent and the psy- 
chological problems of women. 

As the seminars continued, it became — 
somewhat apparent to the psychiatrists that 
many of the case histories being di s 
were personal or family problems. No at- 
tempt was made to carry on a form 
therapy within the medium of the seminar, 
but insight does develop as psychogenic 
factors are revealed. This educati 


500 


method of creating insight reduces the ten- 
sions within the practicing physician and 
produces a more secure doctor. The prac- 
titioner who becomes more objective when 


; 


Attempts to evaluate educational pro- 
_ grams for graduate physicians have only 
begun on a large scale during the last ten 
_ years and perhaps we should start by asking 
__ why this is so, Surely, when one considers 
_ the time, money and energy given over to 
this teaching, it is surprising that evalua- 
_ tion has been so tardy a development. Some 
_ tentative answers may be proposed for 
_ this puzzle. First of all, in this situation 
usually both teacher and learner are busy 

practitioners whose primary identity is as 
healer and whose time is already over- 
- committed. Secondly, there seems to be a 
_ tendency to assume that learning has oc- 
curred out of simple contact and/or the 
_ desire to have it occur. Such an expecta- 
_ tion is not really hard to understand. In a 
_ sense it is logical. After all, the practition- 
ers come out of felt needs related to their 
role as physician, so it is reasonable to as- 
f sume they are well motivated. And in their 
: practices they have the opportunity to test 
i what they have been taught. As many an 
_ instructor has learned, the practitioners will 
soon tell him if his material is too theoreti- 
cal for their use or inappropriate to the 
world of general medicine. To put it brief- 
ly then, the students’ goals are concrete 
and fairly urgent. 

A third reason for the slow development 
of evaluation is that, unlike medical stu- 
dents, graduate physicians are not a 
captive audience. To ask a mature physi- 
cian to fill out long questionnaires or give 
interviews is often an imposition. As a mat- 
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treating his patients is essentially a bet- 
ter trained physician in any form of sup- 
portive psychotherapy that goes on within 
his office. 
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ter of fact, he may have had to take the 
course during his only day off. Thus, many 
program directors are reluctant to impose 
any further upon the doctor’s good will 
and time. Lastly and perhaps the most 
powerful deterrent of all is that even a 
beginning look at the problems involved in 
evaluative research may convince a teacher 
that the task is too big to be tackled. This 
feeling is both sensible and mistaken. 

Delayed or not, general postgraduate 
medical education has to its credit a num- 
ber of studies beginning evaluative work, 
and there is heartening evidence of interest 
in the field(19). Sponsors and faculties in 
all subject areas wish to know how effective 
their programs are and in what way they 
can be improved. 

When we focus on continuing education 
in psychiatry, the subject matter provides 
added complications. It is relatively easy 
to test whether a physician learns and re- 
members heart sounds(11) or the approach 
he uses to arrive at a diagnosis of cardio- 
vascular disease(12). How much harder it 
is to determine if he has handled well the 
psychological aspects of, for example, a 
76-year-old woman chronically ill with 
arthritis, hypertension and beginning di- 
abetic retinopathy, or a 56-year-old bank 
executive, restless and depressed as he 
recovers from his first coronary, or a 35- 
year-old mother of three with advanced 
metastatic carcinoma of the liver. 


PROBLEM AREAS IN EVALUATIVE RESEARCH 


What have we learned in ten years’ 
work? The answer is bifurcated : 1) We 
have learned that the problem is even 
more complex and difficult than was ex- 
pected and 2) the results are tantalizingly 
suggestive, but far from coherent. Taken 


in order then, let us discuss the problems 
first. Challenges can be thought of as clus- 
tering in four areas; goals, sampling, in- 
strumentation and methodology—all of 
these, of course, being interrelated and 
interdependent. Where goals are concerned 
there is general agreement that the non- 
psychiatric physician and particularly the 
general practitioner is in an excellent posi- 
tion to do both preventive and therapeutic 
psychiatric work of great value if he is 
provided with some assistance from his 
psychiatrist colleague. But what exactly 
shall he do? Some programs seek to point 
out the practitioner's errors(14), some try 
to teach him clinical psychiatry(8) or how 
to do psychotherapy(4) and others(2) aim 
for a more ambitious goal—a major change 
in the doctor's style of medicine. A variety 
of goals and programs may indeed be a 
good thing. But for evaluative research 
the problem is that often goals are not 
precisely stated or carefully thought out. 
This makes it difficult to ask the right 
questions, let alone form a series of cohe- 
sive hypotheses. 

Then there is the question of sampling. 
Where shall we look to examine the results 
of this educational experience ? Should we 
test for changes in cognitive processes or 
* altered feelings, for example, underlying 
attitudes, or must we examine the doctor's 
performance in his job—a subject in itself 
virtually untouched by scientific scrutiny. 
These are difficult enough choices for the 
researcher and each one leads directly to 
the next issue—instrumentation. 

What is the best way to measure cogni- 
tive changes—by tests of clinical acumen, 
straightforward recall and retention of in- 
formation, or manipulation of both of 
these? At what level will standardized 
attitude tests reveal changes in the physi- 
cian’s feelings, for example, about psychia- 
trists or the discharged mental patient? 
‘And how can one study the practice of 
medicine so that the resulting data are 
relevant and manageable ? y 

Having made some decisions concerning 
goals, sampling and instrumentation, there 
is yet another pandemic problem : method- 
ology—the design of experiments. Con- 
ventional designs are really not of much 
help, including even the newer multivariate 


techniques. For in this work, we have no 
particulate variables but overlapping coag- 
ulates of factors. Instead of sedate, well 
ordered data, ready made for the proper 
statistical destiny, we must face quantities 
of data, all of it relevant, which often must 
be radically pruned before it can safely be 
called manageable, And as an added at- — 
traction there is no body of basic knowl- 
edge to fall back upon. To be sure, half a 
dozen fields have contributed meaningful 
information to this area, but each, of course, | 
in its own time and in its own language, All 
of this may sound unpromising but in — 
reality, we are left with the best of essential , 
ingredients; the scientific method, raw 
data and a need for answers. 


RESULTS OF CURRENT PROGRAMS 


In the reporting of results the inter- 
mingling of the four problem areas men- 
tioned above becomes highlighted, and 
each evaluative program can only be de- — 
scribed as a whole. Adler and Enelow(4), — 
working within a large educational pro- — 
gram, have defined goals most precisely, — 
Their instruments include questionnaires, — 
reactions to filmed interviews with patients _ 
and observations of participants through a 
one-way vision screen. Results from this 
work show that after course work, prac- — 
titioners tend to be more observant of pa- 
tients’ behavior and appearance, and that 
while more psychiatric concepts are not — 
evidenced, those which are tend to agree — 
more with the instructor. 

; 


Pearson(13) and his colleagues used 
four original and sophisticated scales in a 
questionnaire study. These scales dealt ~ 
with 1) role-tolerance, 2) psychiatric ori- — 
entation, 3) apostolic function and 4) so- — 
cial distance. Results were varied but pro- — 
vide a most illuminating description of the — 
“successful” seminar participant. He is 
“young in years, has been practicing in his — 
community a short time, is in individual 
private practice and is Republican in politi 
cal orientation.” Forman and his group(5) — 
tested responses to two tape-recorded doc- 
tor-patient transactions, one patient being 
depressed and the other an ambula 
schizophrenic, Results were not consi: 
but some of the participants’ attitudes 
judgments did shift toward more ag 


eit 
, ARIRAN TE, 


ATTEMPTS AT EVALUATION 


[ November 


ment with the criterion group of psychia- 
trists. 
Michael Balint and his co-workers at 


' Tavistock Clinic in London have been pi- 


j 
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oneers in the teaching of general practi- 
tioners. Recently(3) they have described 
a most complex classification scheme for 
evaluating the doctors’ progress on the 
basis of their behavior in the teaching sem- 
inars. Judgment on participants?’ excellence 
is linked to time and dynamic concepts, 
as the instructors feel that anyone staying 
in the seminars less than two years will 
show little or no change and that for any 
change in skills, “small, but perceptible 
changes” must occur in the personality of 
the doctor. 

Kleinschmidt(8) and Weiner(18) in two 
separate programs use their observations 
of students in clinical situations both to 


_ evaluate progress and to enhance teaching, 


These authors feel that the opportunity 
within the supervisory experience to talk 
about anxiety-producing situations in prac- 
tice has benefited learning in their stu- 
dents. Watters(17) has stressed evaluation 
in his work, and emphasis in technique 
has been on introspective self-evaluation 
and the eyaluation of the participants by 
their peers in the seminar. This group has 
found the study of drop-outs to be partic- 
ularly informative, Krystal(9), Smith(15), 
Garber(6) and Taylor(16) have all pre- 
sented data from questionnaire studies 
which show that despite persistent efforts 
and some success, communicational gulfs 
still yawn between psychiatry and the rest 
of medicine. 

Finally, my colleagues and I on the 
Staunton Evaluation Project(20) have at- 


_ tempted to evaluate courses by sending 


psychiatrist-observers into the practition- 
ers’ offices to watch them while they work. 
Although the project has been in existence 
only three years, we feel that when com- 
pleted it will give a first-hand picture of 
both the strengths and rigidities of the 
ways in which general practitioners handle 
psychological problems. 

A critique of these studies seems to me 
inappropriate at this time because every 
one of them is in some methodological hot 
water. Examples may help to explain. Ques- 
tionnaires provide data at a verbal level 


only, but those who propose observation 
instead wrestle with the dangers of com- 
parity and small samples. Judgments of 
students’ excellence are often made by 
their own teachers, in this case an in- 
formed but possibly biased group. While 
most psychiatrist-teachers say that they 
don’t want practitioners to be like psychi- 
atrists, results indicate that this may in- 
deed be exactly what is happening and 
further, in evaluative work, psychiatrists 
often form the criterion group against 
which participants are compared. 

But there is a silver lining. All the ex- 
perimenters mentioned have faced and fo- 
cused on evaluation—a laudable first step. 
And each group seems to be keenly aware 
of the shortcomings of its methods and 
intent on overcoming these and keeping 
up a flow of comparisons with the data 
from other centers. And serendipity is 
rampant. For example, the Balint group, 
studying seminar behavior, has found that 
less experienced instructors in their first 
semester of teaching cause unexpectedly 
high casualties among practitioner-students, 
Forman has discovered that questionnaire 
responses may hinge upon whether or not 
a physician feels free to criticize a col- 
league and further, that young men are 
more likely to do this than older ones. In 
our work, we have found that psychiatrists 
make excellent nonparticipant observers 
and that the general practitioner’s world is 
even more distinctive and uncharted than 
we had imagined. 

I said at the beginning that often psy- 
chiatrists looking at the problems inherent 
in evaluation had the feeling that the job 
was overwhelming and that this feeling was 
both sensible and mistaken. The time has 
come to explain. Properly defined scien- 
tific evaluation in this area is indeed a big 
job, so in this sense it is not surprising 
that many feel discouraged. But the work 
has already begun and it is my conviction 
that one of the best ways to advance it is 
by the use of a properly balanced inter- 
disciplinary research team, in which the 
psychiatrist fills a slot as intimately con- 
nected with the data and the gritty work of 
its processing as his natural science col- 
league. 

But what of those situations in which 
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large-scale research is not feasible? It 
seems plain that, by their very training 
and experience, psychiatrists are the best 
suited to contribute to evaluation here. 
Their skill in working with intrapsychic and 
interpersonal processes, their clinical judg- 
ment and insight and their knowledge of 
the theoretical aspects of human psychic 
functioning are unique. If these skills could 
be mobilized, some attention might be 
given to evaluation in every project. Even 
if the psychiatrist-teacher limited himself 
to a brief descriptive report, this might con- 
tribute precisely that kind of data which 
can lead to more refined hypotheses. Such 
work may be unadorned by some of the 
customary cosmetics of conventional re- 
search, i.e., controls, parameters, hypoth- 
eses and statistics, but it substitutes the 
healthful glow of contact with and sen- 
sitivity to the complexity of the data. These 
contributions, used as feeders for and 
checks upon the large-scale projects, would 
assure coherent coverage of the problem. 


LOOKING TOWARD THE FUTURE 


And now, what may the future bring? 
The first development we may hope for is 
increased interest in evaluation of all kinds 
with greater participation by psychiatrists 
in at least the two kinds of ways men- 
tioned above, i.e., informal description and 
interdisciplinary research. More precise 
definitions of goals for each project may 
occur and along with this the evolution of 
more polished instruments for measuring 
these goals. It may even be that, as Masser- 
man(10) has suggested, standardized tests 
amenable to objective scoring and analysis 
could be developed and validated. To be 
sure, an objective test constructed to assess 
learning in the practicing physician would 
require agreement on criteria of excellence 
from representatives of the entire medical 
profession, but such worthy and formidable 
tasks may indeed be a part of the work 

ming years. 
ee of suitable methodology is a 
process which takes time but there are sev- 
eral reasons for optimism. Sister behavioral 
sciences—sociology, anthropology and psy- 
chology—are wrestling with issues similar 
to those we face. These fields must also 
deal with problems of data ordering, the 


quantification and elucidation of theoreti- 


cal superstructures so that empirical testing 
can begin and the use of new tools such 


as mathematics and computer languages to 
aid in conceptualization. Solutions worked 


4 


out in one discipline may well prove to be — 


adaptable in another. Psychiatrists already 
know much about the processes of learn- 
ing, teaching, remembering and forgetting, 
but little has been done to interdigitate this 
kind of knowledge with that which pours 
from the conditioning laboratory, the math- 
ematician’s elegant models or the psycho- 
metrician’s respectable tables. Again, this 
is no easy task, but it has been begun(1) 
and perhaps coming years will see it ex- 
panded. 

This is the state of things, then. In a short 
time, evaluation of continuing psychiatric 
education has in a way been born, grown 
up and matured, Technical problems have 
been identified, a number of approaches 
have been devised and tested, work on 
families of hypotheses has begun and theo- 
retical development proceeds apace. Those 
in the field of general education(7) may 
well be impressed by the speed of these 
developments. In an era of increasing tech- 
nical specialization and rapidly receding 
scientific frontiers here is one situation 
where there is room for pioneering efforts. 
Social factors inside and outside medicine 
provide the pressure, i.e., more and better 
medical care is being demanded for more 
people; data from other fields are full of 
pertinent material and promising leads; 
and psychiatry itself may have the ele- 
ments of a body of knowledge with which 
to solve the riddles. 
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THE GENERAL PRACTITIONER'S APPROACH TO EMOTIONAL 
PROBLEMS: A COMPARATIVE STUDY IN TWO COUNTRIES 


C. KNIGHT ALDRICH, M.D. 


For some years, particularly in urban 
areas, the American general practitioner 
has been struggling for survival against the 
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onslaught of the specialists. Meanwhile 
his British counterpart’s position in the 
hierarchy of medicine has been made some- 
what more secure by the National Health 
Service(2). The NHS as a pattern of medi- 
cal care has been severely criticized by 
physicians and others both here and 
abroad, but moves in the direction of great- 
er United States governmental participa- 
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tion in medical care nevertheless seem like- 
ly, in spite of the opposition of organized 
medicine, In anticipation of such moves, 
therefore, it is essential for physicians in 
this country to appraise with as much ob- 
jectivity as possible the kind of care that is 
given patients under other than traditional 
conditions. 

Although, according to Action for Mental 
Health(4), the majority of people take their 
everyday emotional problems to their physi- 
cians, not much is known about the details 
of the physicians’ treatment of these prob- 
lems. For a good many years, particularly 
since the Commonwealth Fund Course in 
1946(7), psychiatrists have been experi- 
menting with various ways of teaching psy- 
chiatry to general practitioners, but the 
participants in these projects number only 
a small, self-selected fraction of the total 
number of physicians in this country. The 
work of Zabarenko and her associates(8) 
represents a pioneer approach to the eval- 
uation of the results of these courses, but 
the characteristic approach of the average 
general practitioner to the patient with 
emotional problems is still not known. 

In this study an attempt was made to 
compare the approaches to the treatment 
of emotional problems by randomly select- 
ed general practitioners in Edinburgh and 
in Chicago. This preliminary report de- 

. scribes the plan and some of the vicis- 
situdes of its execution, and gives a pre- 
liminary statement of results with some 
very tentative conclusions. 


PROCEDURE 

Following a design developed by Rei- 
chert in a similar study(5), I prepared a 
series of vignettes of cases with emotional 
components, cases that I suspected might 
be characteristically encountered in general 
practice. An example is case 5 : 


A 35-year-old salesman complains of insom- 
nia, “pension” and irritability of gradually in- 
creasing severity over the past six months or 
so. No clearly defined cause emerges at the 
first interview ; his relationships at home, at 
work and with friends have deteriorated some- 
what, but it is difficult to say whether these 
changes preceded or followed his symptoms. 
He has tried barbiturates, but has found them 


generally ineffective and is bothered by th 
side-effects. 


I tested this series with several general 
practitioners, eliminated those vignettes that ~ 
were considered infrequent or atypical, and 
settled on a group of ten. The subjects of | 
the ten vignettes were: enuresis, school 
phobia, unmarried mother, asthma, mild © 
depression, headaches, anxiety reaction, ag- — 
ing, suspected delinquency and hypochon- — 
driasis. d 

I then selected at random two groups of — 
general practitioners, one group from each | 
city, and wrote identical letters to each 
physician, requesting an appointment to — 
give me the opportunity to learn something 
of the management of emotional problems 
in general practice. I visited each physician — 
who responded, presenting the case vig- 
nettes and asking him to tell me how he | 
would ordinarily manage each case, assum- 
ing that he had satisfied himself that no 
organic disease was present. For purposes — 
of comparison, I presented the same case 
vignettes to five Edinburgh and five Chica- 
go psychiatrists, all of whom have been — 
active in teaching general practitioners, 4 
with the instruction to tell me how they 
thought a general practitioner should man- ` 
age each case. ~N 

Of the Edinburgh general practitioners i 
who received letters, 25, or 63 percent, were 
interviewed, 4 refused the request and 11 
did not answer the letter. Of the Chicago. 
group who received letters, 15, or 31 per- 
cent, were interviewed, 10 refused and 23 
did not answer. Thus proportionately twice 
as many Edinburgh as Chicago physicians” 
were willing to participate, although a fol- 
low-up letter was written to each Chicago. 
nonrespondent and no follow-up was at- 
tempted in Edinburgh. Two factors may 
be significant in causing the marked differ 
ence in response. First, in contrast to the 
situation in the U. S., both the British 
eral practitioner and psychiatrist consid 
that the outpatient treatment of patients 


function of the general practitioner. 
therefore has more interest than his Am 
can counterpart in thinking aboul 
studying their care, and hence more inte 
in discussing it with a psychiatrist. $ 


without hospital privileges and with an 

upper limit to the size of his practice, the 

_ British general practitioner has more time 

_ to give to his office or “surgery” patients, 

_ and therefore more time to discuss their 
care. 


RESULTS 


Although a 63 percent sample of one 
group and a 31 percent sample of a com- 
_ parison group are hardly material for re- 
_ fined statistical treatment, some advantage 
_ may be gained by looking at the raw data. 
_ A more detailed analysis of the responses 
_ will be presented in a later communication ; 
_ for purposes of this paper, each response 

was judged according to which of three 
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techniques—interview, medication or en- 
vironmental modification—appeared to be 
most important in the suggested manage- 
ment. Although in the instructions referral 
had been indirectly discouraged, some re- 
spondents considered referral essential, and 
a few other alternatives were occasionally 
suggested. 

For three of the ten cases, psychiatrists 
in both countries considered that interviews 
were most important in the management of 
the emotional factors, while both groups of 
general practitioners placed primary em- 
phasis on other forms of management. 

Enuresis. In the management of an 8- 
year-old girl with enuresis (Table 1), med- 
ication was given priority by 15 of the 25 


¥ TABLE 1 
_ Treatment of Selected Emotional Problems in General Practice: Recommendations of General Practitioners and 
Psychiatrists in Edinburgh and Chicago 


EDINBURGH 
PSYCHIATRISTS GPS 


CHICAGO CHICAGO 
PSYCHIATRISTS GPS 
(5) (25) (5) (15) 


Interview 

Medication 

Environmental modification 
Referral 

Interview 

Medication 

Environmental modification 
Referral 

Interview 

Medication 

Environmental modification 
Referral 

No Treatment 

Interview 

Medication 

Environmental modification 
Referral 

Interview 

Medication 

Environmental modification 
Referral 

Interview 

Medication 

Environmental modification 
Referral 

No treatment 

Interview 

Medication 

Environmental modification 
Referral 
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Edinburgh general practitioners, and by 
only 2 of 15 Chicago general practitioners. 
More of the Chicago general practitioners 
recommended some form of environmental 
modification. In view of the frequent oc- 
currences of enuresis it is somewhat sur- 
prising to find 4 of the 15 Chicago general 
practitioners recommending an immediate 
referral to a child guidance clinic. 

Asthma. The Edinburgh general practi- 
tioner also had more faith in medication 
than his Chicago counterpart in the man- 
agement of a case of bronchial asthma 
(Table 1) whose course was described as 
affected primarily by a complex family 
situation. 

Aging. The most dramatic difference be- 
tween psychiatrists and general practition- 
ers occurred in response to the case of a 
mildly senile grandmother described as dis- 
turbing the home of her somewhat com- 
pulsive, overconcerned and overprotective 
married daughter (Table 1). All the psy- 
chiatrists recommended interviews with the 
daughter in an effort to help her work 
through some of her feelings before taking 
any action; by contrast nine of the Edin- 
burgh and six of the Chicago general prac- 
titioners concentrated on recommending 
environmental changes, chiefly moving the 
grandmother to a home for the aged. 

In contrast to the three preceding cases, 
the general practitioners of both cities were 
more inclined than the psychiatrists thought 
they should be to undertake interview treat- 
ment (primarily with the mother and pos- 
sibly with the child) in a case of school 
phobia (Table 1). However, ten Edinburgh 
general practitioners preferred to refer this 
type of patient. This is the highest propor- 
tion of referrals for any case and reflected 
a relative uneasiness on the pe of Edin- 

urgh physicians to attempt the manage- 
oe of emotional problems in children. On 
the other hand, as might be expected from 
the patterns of medical care in the two 
burgh general practitioners 


ei Edin 
ae ART more willing than the U. S. 


ere 
general practitioners to undertake outpa- 
tient care of adults with emotional prob- 
lems. 


The psychiatrists in the two countries 
were in substantial agreement as to pri- 
orities of the type of treatment offered. 
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There were, however, two exceptions to 
this rule: mild depression in an adult and 
suspected delinquency in an adolescent, for 
both of which Chicago psychiatrists recom- — 
mended interview treatment and Edinburgh 
psychiatrists preferred other forms of treat- t 
ment. . 

Depression. For a mild depression, four 
Edinburgh psychiatrists advised antide- 
pressants and none, psychotherapy ; the op- 
posite held for the Chicago psychiatrists 
(Table 1). The general practitioners were 
in closer agreement, although a higher pro- — 
portion of Edinburgh physicians preferred — 
drug treatment. 

Suspected delinquency. For suspected — 
delinquency (Table 1), most Edinburgh 
psychiatrists believed that the physician 
should advise the parents to change their 
programs of discipline, while Chicago psy- 
chiatrists recommended interview treatment 
for the adolescent and for his parents. The 
general physicians in both countries ex- 
pressed a good deal of frustration about 
the management of delinquent adolescents — 
under any circumstances, and the physi- 
cians in both countries who recommended 
referral did so with little faith in the vari- — 
ous people and agencies to whom they 
would refer, i 

The case vignette on suspected delin- 
quency was constructed so as to make it evi- 
dent that although the worried parents sus- 
pected their son of delinquent behavior, 
they had no tangible evidence. Neverthe- 
less, 14 of the 25 Edinburgh general prac- ~ 
titioners and 10 of the 15 Chicago general 
practitioners assumed that the parental 
suspicions were correct. None of the psy- 
chiatrists made this assumption. 

No significant differences among the 
groups tested appeared in the responses to 
the remaining four cases. í 

Individual physicians in the study were 
reasonably consistent in their general ap- 
proaches to emotional problems : thus, if a 
physician preferred medication for one 
case, he was likely to recommend medica- 
tion for the majority. The physicians’ treat- 
ment styles—medication, environment 
modification or — interview—corres) 
roughly to Szasz and Hollender’s(6) 
basic models of the doctor-patient re 
ship—activity-passivity, guidance-coopera= 
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; tion and mutual participation. 
All but one of both psychiatrist samples 
F preferred the interview or mutual partici- 
pation model although, consistent with the 
greater strength of the psychotherapeutic 
tradition in American psychiatry, the de- 
gree of preference was greater among the 
_ Chicago psychiatrists. No parallel bias to- 
= wards the mutual participation model was 
found among the Chicago general practi- 
_ tioners, however: 9, or 36 percent of the 
Edinburgh general practitioners preferred 
the interview, as contrasted with 3, or 20 
percent of the Chicago general practition- 
_ ers. The physicians who subjectively seemed 
_ to me most interested in the emotional 
_ problems of their patients tended to prefer 
_ the mutual participation model. 
For the most part, on both sides of the 
ocean psychiatrists were perceived by the 
_ general practitioners as considerably more 
helpful in consultation with psychotic or 
__ other patients requiring hospital care than 
with the type of patient under considera- 
tion in this study. The general practitioners 
in Edinburgh complained that the psychi- 
-atrists’ recommendations in ambulatory 
cases frequently reflected inadequate 
knowledge of the patients. The pattern of 
_ medical care seemed in large part respon- 
sible for this discrepancy(1, 3) : the hospi- 
__ tal-based consultant’s customary single in- 
terview does not provide him with enough 
information to be of real assistance to the 
; referring physician. In Chicago the practi- 
4 


tioners’ specific complaints were more 
varied—psychiatrists were described as 
too expensive, too busy, unwilling to com- 
municate their findings or less effective 
than the general practitioner in the care 
of the relatively minor emotional illnesses— 
but the complaints added up to the defi- 
nite impression that in spite of the great 
interest psychiatrists in this country have in 
treating relatively mild emotional illness 
by psychotherapy, the general practitioner 
does not find their advice very helpful. 
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SUMMARY AND TENTATIVE CONCLUSIONS 


1. Proportionately twice as many general 
practitioners in Edinburgh as in Chicago 
were willing to participate in a study of 
their management of patients with emo- 
tional problems. The assignment by the 


NHS to British general practitioners of the 
major responsibility for office treatment 
may be the most important factor deter- 
mining their greater interest. 

2. General practitioners in both cities 
were substantially less likely than psychia- 
trists to recommend interview treatment. 

3. The majority of general practitioners 
and psychiatrists tended to prefer one type 
of treatment—interview, medication or en- 
vironmental modification—for the majority 
of situations rather than to adapt the type 
of treatment to the situation. 

4. The patient with an emotional prob- 
lem who is treated by a general practitioner 
is more likely to receive the kind of treat- 
ment an American psychiatrist would ad- 
vocate if he lives in Edinburgh than if he 
lives in Chicago. Although psychiatrists 
teach more psychotherapy in the U. S. than 
in Great Britain, Chicago general practi- 
tioners used less psychotherapy than their 
Edinburgh counterparts. The selective use 
of the psychotherapeutic or other models 
by general practitioners may be due more 
to their personality patterns than to their 
training. 
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THE CATECHOLAMINE HYPOTHESIS OF AFFECTIVE 
DISORDERS: A REVIEW OF SUPPORTING EVIDENCE 


JOSEPH J. SCHILDKRAUT, M.D. 


During the past decade there has been a 
gradual accumulation of evidence suggest- 
ing a possible link between the affective 
disorders (depressions and elations) and 
changes in central nervous system catechol- 
amine metabolism. Most of this evidence 
is indirect, deriving from pharmacological 
studies with drugs such as reserpine, am- 
phetamine and the monoamine oxidase in- 
hibitor antidepressants which produce af- 
fective changes in man(15, 16, 34, 43, 53, 
57, 109). 

These studies have shown a fairly con- 
sistent relationship between drug effects on 
catecholamines, especially norepinephrine, 
and affective or behavioral states. Those 
drugs which cause depletion and inactiva- 
tion of norepinephrine centrally produce 
sedation. or depression, while drugs which 
increase or potentiate brain norepinephrine 
are associated with behavioral stimulation 
or excitement and generally exert an anti- 
depressant effect in man. From these find- 
ings, which are summarized in Table 1, 
a number of investigators have formulated 
a hypothesis about the pathophysiology of 
the affective disorders(25, 50, 56, 77, 81, 
87). This hypothesis, which has been desig- 
nated the “catecholamine hypothesis of af- 
fective disorders,” proposes that some, if 
not all, depressions are associated with 
an absolute or relative deficiency of cate- 
cholamines, particularly norepinephrine, at 
functionally important adrenergic receptor 
sites in the brain. Elation conversely may 
be. associated with an excess of such 
amines. 

Although the hypothesis may not be di- 
rectly testable by currently available ex- 
perimental methods, this formulation is 
nonetheless of considerable heuristic value. 
In this paper we shall review the findings 
which have led to the formulation of the 
“catecholamine hypothesis” and consider 
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the significance of this hypothesis for con- ~ 
temporary research in psychopharmacology — 
and psychiatry. l 


BIOLOGY OF BRAIN MONOAMINES 


Various aspects of the extensive litera- 
ture on monoamine metabolism and its — 
possible relationship to behavior have been ~ 
well reviewed by several authors(3, 18, 25, — 
30, 46, 52, 56, 77, 87). In this section, ` 
however, we shall briefly summarize some 
of the basic biology of brain monoamines ~ 
pertinent to the catecholamine hypothesis. 

The catecholamines, norepinephrine and 
dopamine, and the indole amine serotonin, — 
are the brain monoamines on which interest 
has focused. Norepinephrine is present in — 
many areas of the brain but highest con- ~ 
centrations are found in the hypothalamus. — 
Highest concentrations of dopamine are 
found in the caudate and lentiform nuclei 
and only minimal concentrations of this ~ 
amine are found in most other brain areas. — 
Epinephrine, present peripherally in the ~ 
adrenal medulla, occurs in the brain in low — 
concentration and may not be of functional — 
importance centrally, Serotonin, while 
found in large concentrations in various 
peripheral tissues, is also present in the 
brain in appreciable concentration and is ~ 
generally similar to norepinephrine in its ` 
distribution(11, 21, 22). 

While norepinephrine functions as the — 
transmitter substance of the peripheral — 
sympathetic nervous system, the role of 
this and other amines in the central nervous 
system is less clear. Some investigators 
have suggested that norepinephrine, dopa- 
mine and serotonin may each function di- 
rectly as a transmitter substance, while 
others have postulated that one or more of 
these amines may act as modulators or 
regulators of synaptic transmission mediata 
ed by some other direct transmitter, © 
acetylcholine(2, 9, 22, 28, 67, 110). 

The biosynthetic and metabolic 
ways for norepinephrine are diagram 
in Figures 1 and 2. Current concepts 
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TABLE 1 


| Summary of the Pharmacological Observations Consistent with the “Catecholamine Hypothesis of Affective Disorders” 


EFFECTS ON MOOD 


EFFECTS ON BEHAVIOR 


EFFECTS ON CATECHOLAMINES 


DRUG IN HUMANS IN ANIMALS IN BRAIN 
Reserpine Sedation Sedation Depletion (intracellular deamination and 
Depression (in some inactivation) 
patients) 
_ Tetrabenazine Sedation Sedation Depletion (intracellular deamination and 
Depression (in some inactivation) 
patients) 
Amphetamine Stimulant Stimulation Releases NE* (? onto receptors) 
Excitement Inhibits cellular uptake (and inactiva- 
tion) of NE* 
Monoamine oxidase Antidepressant Excitement Increase 
(MAO) inhibitors Prevents and reverses 
reserpine-induced 
sedation 
Imipramine Antidepressant Prevents reserpine- Inhibits cellular uptake (and inactiva- 
induced sedation tion) of NE * 
Potentiation of ? Potentiates action of NE* (as in 
4 amphetamine effects periphery) 
 Dihydroxyphenylalanine ? Reverses reserpine Excitement Increase 
(DOPA) effects Reverses reserpine 


effects 


___* NE = Norepinephrine. 


norepinephrine storage and metabolism 
_ suggest that synthesized norepinephrine is 
_ stored in a bound form in intraneuronal 
_ granules. This norepinephrine exists in at 

least two metabolic pools which are in a 

dynamic equilibrium. One of these is labile 

and may be released in active form by 
_ sympathomimetic drugs, while the other, 
_ released by reserpine, is presumed to func- 
tion as a storage reservoir(76). Norepi- 
nephrine released from the nerve in active 
form either by nerve stimulation or sym- 
pathomimetic drugs is inactivated by cellu- 
lar reuptake or by conversion through 0- 
methylation to normetanephrine (Figure 
2). Norepinephrine released from the “res- 
ervoir pool” either spontaneously or by 
reserpine-like drugs is inactivated mainly 
by mitochondrial monoamine oxidase be- 
fore leaving the cell(61, 62) [Figure 2] 
(4, 9, 19, 60). Secondary 0-methylation or 
deamination reactions involved in the for- 
mation of 3-methoxy-4-hydroxymandelic 
acid (Vanillylmandelic acid or VMA), the 
major urinary metabolite of norepineph- 
rine and epinephrine, presumably can oc- 
cur in the liver or kidney as well as in the 
nervous system (Figure 2). Monoamine 
oxidase also functions in the oxidative de- 


amination of the other brain amines, in- 
cluding serotonin and dopamine. While 
most of these findings derive from studies 
utilizing peripheral nervous tissue, similar 
mechanisms have also been demonstrated 
to occur in the brain(9, 36, 38). 


STUDIES WITH ANTIDEPRESSIVE AGENTS 


Although the role of the central sympa- 
thetic system and the catecholamines in 
affective disorders had been a subject of 
investigation for many years(29, 31, 32, 79, 
99, 107), contemporary research interest 
in this area was largely stimulated by the 
crucial discovery that iproniazid, a mono- 
amine oxidase inhibitor, was also a thera- 
peutically effective antidepressant agent 
(15, 20, 66, 68). 

Subsequent studies on experimental ani- 
mals have shown that iproniazid and the 
other clinically effective antidepressant 
monoamine oxidase inhibitors produced 
both behavioral excitation and elevated 
brain levels of norepinephrine and sero- 
tonin in many species. This elevation of 
brain monoamines presumably results from 
the direct inhibition of intracellular de- 
amination by the monoamine oxidase in- 
hibitor. The observed behavioral stimula- 
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FIGURE 1 
Pathways of Biosynthesis of the Catecholamines—Dopamine, Norepinephrine and Epinephrine (Schematic) 
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tion is better related to the rise in brain 
norepinephrine than to the elevation of 
serotonin and has been postulated to result 
from the spillover of free norepinephrine 
onto receptor sites(95, 96). _ 
Amphetamine is a short-acting sympatho- 
mimetic psychic stimulant, which _ has 
been used for many years with variable 
results in the treatment of depression (39). 
Amphetamine is believed to act both by 
releasing active norepinephrine from nerve 
cells and by blocking the subsequent in- 
activation of this released norepineph- 


rine by cellular reuptake(36, 48). It has 
been observed clinically that the period of 
acute amphetamine stimulation, particular- 
ly after large doses, is often followed by a — 
“rebound period” of mental depression and — 
fatigue(39). This period of depression fol- ~ 
lowing amphetamine stimulation may re- ~ 
flect a temporary depletion of norepineph- 
rine stores available for continued release. — 
Consistent with this interpretation is the 
finding that large doses of amphetamine ~ 
significantly lower the concentration of 
brain norepinephrine in animals(69, 94). 
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Pathways of Metabolism of Norepinephrine and Epinephrine (Schematic) 
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MAO = monoamine oxidase; COMT = catechol-O-methy] transferase 


The discovery that imipramine, a drug inhibitors(55, 63, 68), initially cast doubt 
which does not inhibit monoamine oxi- upon the catecholamine hypothesis of af- 
dase, was an even more effective anti- fective disorders. In one of the earliest 
depressant than the monoamine oxidase explicit formulations of the catecholamine 
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hypothesis recorded in the literature, Ja- 
cobsen said, in 1959: “Where the effect of 
imipramine stands in this matter is still a 
complete riddle which must await elucida- 
tion. Here our present ignorance is such 
that not even a preliminary hypothesis 
can be offered’(50). In the ensuing five 
years, however, the considerable advance 
in our knowledge of the pharmacology of 
imipramine has brought us close to the 
solution of this riddle. 

Although imipramine does not chemi- 
cally inhibit either of the enzymes involved 
in the metabolic inactivation of norepi- 
nephrine, it has been found to potentiate 
both the response to sympathetic nerve 
stimulation in several experimental systems 
and many of the peripheral effects of exo- 
genously administered norepinephrine in 
animals and in man(33, 82, 91, 92, 103). 
Axelrod’s group, moreover, has found, in 
animals, that imipramine interferes with 
the uptake of infused norepinephrine into 
peripheral tissues, suggesting that imipra- 
mine may decrease the cell or storage gran- 
ule membrane permeability to this amine. 
Potentiation of the effects of norepineph- 
rine by imipramine may thus result, in 
part, from impairment of the inactivation 
of free norepinephrine by cellular reup- 
take(45). This provides a mechanism for 
the “sensitization of central adrenergic syn- 
apses” which Sigg had proposed to account 
for the antidepressant action of imipra- 
mine(91). Experimental evidence that imi- 
pramine inhibits norepinephrine uptake in 
the brain as it does peripherally has been 
reported recently. Moreover, it was found 
that the chemically related antidepressants 
desmethylimipramine and amitriptyline al- 
so inhibited norepinephrine uptake in the 
brain while the tranquilizer chlorproma- 
zine did not(35). 

Stein and other investigators have found, 
in animals, that many behavioral effects of 
amphetamine are potentiated by imipra- 
mine(12, 83, 98, 108). If these effects of 
amphetamine result from the action of free 
norepinephrine in the central nervous sys- 
tem, this would support the hypothesis 
that imipramine may act, in part, by po- 
tentiating the effects of free norepinephrine 
in the brain. More recently Glowinski and 
‘Axelrod have found that the effects of 
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imipramine and amphetamine on the in- 
hibition of norepinephrine uptake by rat 
brain are additive(36). 


STUDIES WITH RESERPINE AND 
RESERPINE-LIKE DRUGS 


Pharmacological studies with reserpine 
provide further data compatible with the 
catecholamine hypothesis. This drug has 
been observed to produce severe depres- 
sion of mood in some patients(1, 43, 70) 
and these drug-induced depressions have 
been considered possible pharmacological 
models of the naturally occurring disor- 
ders. Depressions have also been reported 
in patients treated with tetrabenazine, a 
drug which is similar to reserpine in many 
of its pharmacological properties including 
the depletion of catecholamines(65). 

The effects of reserpine have been ex- 
tensively studied in experimental animals 
and in vitro systems(90). By a mechanism 
not clearly understood, reserpine is be- 
lieved to interfere with the intraneuronal 
binding of norepinephrine and other mono- 
amines(49, 90). With impairment of the 
binding mechanism by reserpine, norepi- 
nephrine may diffuse freely onto mitochon- 
drial monoamine oxidase, resulting in the 
inactivation of norepinephrine by intra- 


cellular deamination and thus depletion of | 


norepinephrine stores, It is essential to an 
understanding of the different behavioral 
or clinical effects of these drugs that this 
mode of action of reserpine be clearly dis- 
tinguished from the action of the imipra- 
mine-like antidepressants which inhibit in- 
activation of extracellular norepinephrine 
by cellular reuptake and result in a po- 
tentiation of the effects of norepinephrine. 
In animals reserpine induces sedation 


which is associated with a decrease in ` 


brain levels of norepinephrine, dopamine 
and serotonin(6, 8). The changes in be- 
havior observed with reserpine do not cor- 
relate well with levels of the monoamines 
when the total pools of these amines are 


measured. Haggendal and Lindqvist, how- 


ever, by chronic reserpine administration, 
in animals, depleted what is presumed to 
be the reservoir pools of monoamines with- 
out producing chronic sedation. Having 
thus reduced the brain monoamines to 


about 10 percent of normal, these investi- 
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= gators then found an excellent temporal 
correlation, after each dose of reserpine, 
__ between the induced behavioral effects and 
~ the changes in the residual (presumably 
_ functional) pools of the three monoamines 
studied, norepinephrine, dopamine and 
= serotonin(42). Consistent with these find- 
_ ings have been the reports of a temporal 
association between the return of normal 
= motor behavior in animals sedated with 
reserpine and the restoration of the brain’s 
capacity to accumulate both norepinephrine 
injected into the cerebral ventricles and 
= serotonin synthesized from the exogenously 
_ administered precursor 5-hydroxytrypto- 
_. phan(18, 37). These findings, then, sup- 
port the hypothesis that reserpine-induced 
sedation is related to depletion of brain 
_ monoamines, but the data do not allow sep- 
_ aration of the effects of catecholamine de- 
_ pletion from serotonin release or depletion. 
_ Further relevant data, however, come 
from studies in which the amino acid pre- 
cursors of catecholamines and serotonin 
have been administered to reserpinized ani- 
_ mals, These precursor amino acids, unlike 
the monoamines, can cross the blood-brain 
_ barrier in animals and raise the concentra- 
_ tions of the respective monoamines in the 
_ brain(10). Administration of dihydroxy- 
_ phenylalanine (DOPA), the catecholamine 
precursor, reverses reserpine-induced seda- 
‘tion in animals, and restores normal be- 
havior, while the serotonin precursor 5- 
hydroxytryptophan does not(10, 27, 67, 
105). Moreover, in human subjects, DOPA 
has been reported to counteract the psy- 
chological effects of reserpine(24). These 
findings, then, suggest that catecholamine 
_ depletion may be of major importance in 
~ reserpine-induced sedation in animals and 
; that reserpine-induced depression in man 
= possibly may have a similar basis. The 
simultaneous importance of serotonin or 
other biogenic amines in these reserpine- 
induced behavioral states, however, clear- 
ly cannot be excluded (18). 

The possible relation of reserpine- 
induced behavioral changes and some nat- 
urally occurring depressed states is further 
supported by the finding that pretreatment 
with both of the major classes of anti- 
depressant drugs, the monoamine oxidase 
inhibitors and imipramine, prevents or re- 
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verses reserpine-induced sedation in ani- 
mals(8, 13, 83, 95, 101, 102). With the 
monoamine oxidase inhibitors this effect is 
believed to result from the chemical en- 
zyme inhibition of monoamine oxidase pre- 
venting intracellular deamination of the 
reserpine-released norepinephrine. Thus 
free active norepinephrine may leak out of 
the cell onto receptor sites (60). 

The reversal of reserpine sedation by 
imipramine-like drugs has been shown by 
Sulser and associates to depend upon the 
availability of catecholamine stores and 
the rate of release of these stores by re- 
serpine. These investigators found that in 
animals selectively depleted of catechol- 
amines with a-methylmetatyrosine, imipra- 
mine-like agents did not reverse the effects 
of reserpine(101). Although imipramine 

not chemically inhibit monoamine 
oxidase, Schildkraut and associates have 
inferred from changes in norepinephrine 
metabolism observed in patients treated 
with imipramine (see below), that imi- 
pramine may nonetheless decrease the 
intracellular deamination of norepineph- 
rine. It was proposed that imipramine, 
through a decrease in membrane perme- 
ability to norepinephrine, may limit the 
access of norepinephrine to mitochondrial 
monoamine oxidase, thus possibly allowing 
free active norepinephrine to leave the cell 
following reserpine administration(87). 
The inactivation of such norepinephrine by 
cellular re-uptake would also be impaired 
by imipramine(35). Thus, although differ- 
ing in their mechanisms of action, both 
the monoamine oxidase inhibitors and the 
imipramine-like antidepressants could re- 
verse the effects of reserpine by increasing 
norepinephrine at brain adrenergic recep- 
tor sites (83, 87, 101). 

Recently it has been found in animals 
that a-methyltyrosine inhibits the enzyme 
which converts tyrosine to DOPA, thereby 
interrupting the synthesis of norepineph- 
rine, This produces a decrease in the con- 
centration of norepinephrine in the brain 
without a change in serotonin. These stud- 
ies in animals have shown that impairment 
of motor activity and sedation occur when 
norepinephrine synthesis is interrupted 
with a-methyltyrosine(97). The pharma- 
cological effects of this agent in man are 


currently under investigation(26). Should 
the expected decrease in norepinephrine 
biosynthesis occur in such patients, it will 
be of considerable relevance to the cat- 
echolamine hypothesis to observe whether 
these patients also become depressed. 


STUDIES IN PATIENTS WITH 
AFFECTIVE DISORDERS 


Clinical studies which are relevant to the 
catecholamine hypothesis of affective dis- 
orders are limited and the findings are 
inconclusive. Strom-Olsen and Weil-Mal- 
herbe have reported urinary excretion of 
norepinephrine to be increased during 
mania and decreased during retarded de- 
pression both in cycling manic-depressive 
patients studied longitudinally and in 
cross-sectional studies comparing groups 
of patients(99). Bergsman has reported 
similar findings in mania but not in de- 
pression(5), and increased urinary excre- 
tion of norepinephrine in depression has 
also been reported(23). 

Urinary excretion of normetanephrine, 
the metabolite which derives from norepi- 
nephrine released from the nerve in active 
form, may better reflect adrenergic activity 
than urinary norepinephrine excretion. Pre- 
liminary results from a longitudinal study 
of affective disorders now in progress in 
our laboratory indicate that urinary nor- 
metanephrine is significantly increased in 
some patients with retarded depression 
following successful treatment with imi- 
pramine, when values obtained under pre- 
treatment and posttreatment placebo con- 
ditions are compared. Moreover, an even 
greater increase in peeeeeparise ex- 
cretion was observed in one oi these pa- 
tients, during a subsequent hypomanic 
episode, which occurred without drug ad- 
ministration (84, 85). Caution must be ex- 
ercised, however, in interpreting such data 
on the urinary excretion of norepineph- 
rine and metabolites to imply central 
changes specifically related to mood. Fac- 
tors other than affective state, ¢.g., mus- 
cular activity or peripheral aan 
ctivity secondary to various changes in 
ae puke state also may significantly alter 
norepinephrine excretion(51). Moreover, a 
blood-brain barrier to normetanephrine, 
similar to that known to exist for norepi- 


nephrine, has recently been described in 
animals(38). It is therefore possible that 
only a small fraction of urinary norepi- 
nephrine or normetanephrine derives from 
the brain. All data on normetanephrine | 
excretion must furthermore be considered — 
tentative since there is no general agree- 
ment regarding the chemical methodology — 
involved in the determination of normeta- — 
nephrine and there is considerable dispari- 
ty in the range of values reported by differ- 
ent investigators. In a study of the urinary — 
metabolites of infused radioactive norepi- — 
nephrine in psychiatric patients and normal — 
controls, Rosenblatt and Chanley have ob- 
served an elevated ratio of amines to de- — 
aminated metabolites in a subgroup of pa- — 
tients with retarded depression whom they 
classified as manic-depressive(80). 4 
A number of studies have shown that — 
clinically effective doses of the monoamine 
oxidase inhibitors decrease VMA excretion 
and cause other alterations in cat- 
echolamine metabolism in human sub- 
jects(86, 88, 100). Schildkraut and associ- 
ates have found that VMA excretion is 
decreased in depressed patients during — 
treatment with imipramine or with mono- — 
amine oxidase inhibitors(87), and these 
findings with imipramine have been con- 
firmed in the current study(84, 85). Since 
most urinary VMA may derive from nor- 
epinephrine which has been synthesized but 
inactivated by intracellular deamination ~ 
without necessarily having been utilized, 
decreased VMA excretion may reflect a — 
decrease in the intracellular deamination — 
of norepinephrine. With the monoamine ~ 
oxidase inhibitors this probably occurs 
through direct inhibition of the enzyme. — 
Imipramine, which is not a monoamine — 
oxidase inhibitor, however, may act through — 
a decrease in membrane permeability to- 
impair the spontaneous intracellular release 
and deamination of the “reservoir” norepi-_ 
nephrine as well as to inhibit the inacti 
tion of free extracellular norepinephrine by 
cellular reuptake. Thus, imipramine and 
the monoamine oxidase inhibitors, by dif 


active norepinephrine available at a 
gic receptor sites(87). This hypo! 
compatible with our more recent prelimi 
finding of a gradual rise in norme 
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im 516 
rine excretion during the period of defi- 
nitive clinical improvement in a small 
number of depressed patients studied longi- 
tudinally during treatment with imipra- 
mine(84, 85). 

Results of studies on the administration 
of the amino acid precursors of norepi- 
nephrine and serotonin are difficult to in- 
terpret with respect to the catecholamine 
hypothesis of affective disorders. Several 
studies have indicated a mood-elevating 
effect of tryptophan and a possible synerg- 
ism with monoamine oxidase inhibitors in 
the treatment of depression(17, 64, TIS; 
93). This therapeutic synergism has also 
been reported for 5-hydroxytryptophan, but 
the group initially reporting this phenome- 
non could not replicate their original ob- 
servations in a double-blind study(58, 59). 
These clinical effects with the serotonin 
precursors may nonetheless be compatible 
with the catecholamine hypothesis, since it 
has been reported recently that, in animals, 
administration of 5-hydroxytryptophan in 
doses which produce excitement causes a 
release of norepinephrine from the 
brain(18), 

DOPA, the precursor of norepinephrine, 
administered alone or with a monoamine 
oxidase inhibitor, was not found to be 
effective in the treatment of depression 
either by Pare and Sandler or Klerman 
and associates(56, 73). The latter study 
was undertaken as an indirect test of the 
catecholamine hypothesis and the negative 
findings raised some question about the 
validity of the hypothesis, Since the pa- 
tients studied, however, were unusually re- 
fractory to other antidepressant treatment 
as well as to DOPA, and because one 
could not be certain that adequate amounts 
of the orally administered DOPA permeat- 
ed the brain, one could not reject the cat- 
echolamine hypothesis on the basis of these 
findings(56). More recently Turner and 
Merlis have reported mood elevation in a 
group of patients treated with a mono- 
amine oxidase inhibitor and DOPA(104). 
The possible therapeutic efficacy of DOPA 

and monoamine oxidase inhibitors in the 
treatment of depression therefore merits 
further careful study. It must be cau- 
tioned, however, that this combination of 


drugs may produce severe hypertension 
and cardiac arrhythmias(86). 

Corresponding to the finding that re- 
serpine produces excitement in animals 
pretreated with imipramine, Poldinger has 
reported dramatic clinical improvement 
after reserpine was added to the therapeu- 
tic regimen of a small number of depressed 
patients who had failed to respond to imi- 
pramine alone(74). Further study, how- 
ever, will be required to document this 
potentially important finding. 

Since electroconyulsive therapy (ECT) 
has been well established as an effective 
treatment for some depressed patients, 
ECT has been studied by several investi- 
gators in an effort to determine whether 
the clinical effects were associated with an 
alteration in amine metabolism(14, 44, 47, 
106). Increases in plasma and urinary nor- 
epinephrine and epinephrine have been 
reported in unmodified ECT but these 
changes are markedly diminished when 
barbiturates or muscle relaxants are em- 
ployed. In animals, increased permeability 
of the blood-cerebrospinal fluid barrier to 
norepinephrine has been suggested to oc- 
cur after ECT(81), 


CONCLUSION 


There is good evidence to support the 
thesis that the antidepressant effects of 
both the monoamine oxidase inhibitors and 
the imipramine-like drugs are mediated 


through the catecholamines, and that, by sy 
different biochemical mechanisms of ac- 


tion, both of these classes of drugs increase 
the active catecholamines at adrenergic re- 
ceptor sites. Moreover, the available evi- 
dence suggests that catecholamine deple- 
tion is associated with reserpine-induced 
sedation in animals, although other amines, 
particularly serotonin, are probably also of 
importance in this phenomenon. 

It is not possible, however, either to 
confirm definitively or to reject the cat- 
echolamine hypothesis of affective disor- 
ders on the basis of data currently avail- 
able. Although there does appear to be a 
fairly consistent relationship between the 
effects of pharmacological agents on nor- 
epinephrine metabolism and on affective 
states, a rigorous extrapolation to patho- 
physiology from pharmacological studies 
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alone clearly cannot be made, At best, 
drug-induced affective disturbances can 
only be considered models of the natural 
disorders, while it remains to be demon- 
strated that the behavioral changes pro- 
duced by these drugs have any relation to 
naturally occurring biochemical abnormali- 
ties which might be associated with the 
illness. 

In interpreting studies of drugs effective 
in the treatment of psychiatric disorders, 
it cannot be assumed without verification 
that their mode of action involves correc- 
tion of the underlying abnormality, Such 
drugs could, indeed, produce unrelated 
changes which compensate for the natural- 
ly occurring abnormality, and there are 
many examples of such successful symp- 
tomatic treatments in medicine. Thus, 
pathophysiological hypotheses, such as the 
catecholamine hypothesis, derived from 
studies of the mechanism of action of drugs 
which induce mood disorders or drugs 
effective in their treatment are primarily of 
heuristic value in suggesting directions 
for further research, Confirmation of such 
hypotheses must ultimately depend upon 
the direct demonstration of the biochemi- 
cal abnormality in the naturally occurring 
illness, 

It has not been the aim of this paper 
to consider the important roles of personali- 
ty, environmental or genetic factors in the 
affective disorders. Many clinicians, in- 
cluding the author, have observed, how- 
ever, the significant effects which social 
and interpersonal factors have on the 
clinical response to antidepressant drugs. 
An effect of genetic factors on the response 
to antidepressant medication has also been 
reported recently(72). While our systemat- 
ic knowledge in these areas is currently 
limited, their importance must be stressed 
and the need for further study emphasized. 

Recent physiological and pharmacologi- 
cal studies have supported the long-stand- 
ing observation, based on aa Ee 

ion does not re ni 
enology, that depressi EE 40, 41, 54, 
a single homogeneous ? 

09). 
Bair m endogenous-neurotic di- 
chotomy has recently been the primary 
focus of attention, especially among the 
British investigators, it is unlikely that any 


simple dichotomous subdivision will be ade- 
quate to classify the depressions into biolog- 
ically or clinically homogeneous subgroups. 
Thus, it is possible that the catecholamine 
hypothesis of affective disorders may ulti- 
mately be confirmed for certain subgroups, 
but not necessarily for all depressions. $ 

Moreover, the relative or absolute de- 
crease in norepinephrine available at brain 
receptor sites, which is hypothesized to 
be associated with depression, could result 
from several different biochemical mechan- 
isms. These would include decrease in 
norepinephrine biosynthesis, impairment of 
norepinephrine binding and storage, in- 
creased intracellular release and deamina- 
tion of norepinephrine, or decrease in 
receptor sensitivity to norepinephrine. The — 
possible relationship of these discrete 
biochemical mechanisms to the clinical 
phenomenology and subgroups of depres- 
sion is currently under investigation, 
Such hypothetical changes in catechol- 
amine metabolism may be conceptualized 
to be a part of the pathophysiology of de- 
pression, although not necessarily of pri- 
mary etiological significance. Since the im- 
portance of psychological factors in the — 
etiology of at least some depressions is 
well established, investigation of the pos- 
sible effects of psychological factors on 
catecholamine metabolism seems a most — 
promising area for future research, 

Thus, although lacking direct experi- 
mental confirmation, the catecholamine hy- — 
pothesis currently seems to be the strongest 
and most useful pathophysiological hy- — 
pothesis of affective disorders, It must be 
stressed, however, that this hypothesis is — 
undoubtedly, at best, a reductionistic over- 
simplification of a very complex biological — 
state and that the simultaneous effects of — 
the indoleamines, other biogenic amines, 
hormones and ionic changes will ultimate- 
ly have to be included in any comprehen 
sive formulation of the biochemistry of the 
affective disorders. In our present state of 
knowledge, however, the catecholamine 
hypothesis is of considerable heuristic val- 
ue, providing the investigator and the 
clinician with a frame of reference ini 
grating much of our experience with i 
psychopharmacological agents which p 
duce alterations in human affective stat 
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POPULAR IMAGES OF THE PRESIDENT 


FRED I. GREENSTEIN, Pu.D. 


The question “What is the nature of pop- 
ular orientations to the American Presi- 
dent ?” has two ingredients which make it 
compelling. First, it is addressed to an 
exceedingly important matter. Secondly, it 
is problematic—the evidence necessary to 
answer this question fully is not now avail- 
able, and the fascinating pattern of evi- 
dence which is at our disposal has its 
puzzling aspects. Let me expand on each 
of these points, 

You do not need a specialist in American 
government to remind you of the impor- 
tance of the Presidency itself. The President 
is the fulcrum of our domestic political 
system and a central force in the interna- 
tional political arena. A little reflection will 
make it clear why public orientations to 
him are important. In what some consider 
an ambiguous phrase, the President often is 
called the most powerful democratic leader 
in the world. The ambiguity in this charac- 
terization lies in both of the qualifying 
terms, “powerful” and “democratic.” The 
complex and extended debates which have 
arisen over the definitions of these terms— 
and over how one determines the degree to 
which an individual is powerful, or dem- 
ocratic—have made at least one thing clear. 
Both terms refer to interpersonal relation- 
ships, not merely to qualities which reside 
in a single individual such as the President. 
When we say that the President is power- 
ful, we are saying that he has been em- 
powered by others. To understand this 
power relationship we must be attentive 
not only to the President's actions, but also 
to others’ reactions to him. When we say 
that the President is democratic, we may 
mean a number of different things, one of 
which is the closeness of fit between the 
President’s actions and popular desires. 
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Again knowledge of public orientations — 
becomes a necessary part of our assessment 
of the Presidency. i, 
Public dispositions toward the President 

have their most directly observable effects — 
in electoral behavior, the White House ~ 
mail, the activities of those specialized — 
publics we call interest groups and politi- 4 
cians and, sadly, in occasional isolated out- 
bursts such as that of Lee Harvey Oswald. — 
These dispositions have a less visible but 
equally important effect in the publics — 
acceptance of the system of government, 
including the Presidency, as legitimate. In 

5 

j 

y 


the United States, the standing decision of 
the citizenry to accept its leaders as au- 
thoritative has an unrecognized, almost 
atmospheric quality. But we can see the 
importance of this standing public commit- 
ment to the existing political order by re- 
minding ourselves of instances where it has 
not existed—for example, France of the 
Third and Fourth Republics, the contem- 
porary Congo, the United States in 1860. i 
In spite of the importance of public dis- 
positions toward the President, we do not 
have systematic knowledge of their nature. 
What is puzzling in the existing pattern of — 
evidence can be indicated briefly. Most 4 
citizens, under most circumstances, seem 
to display a remarkable lack of interest in — 4 
even the most conspicuous features of the 3 
governmental and political process, includ- 
ing the public actions of the President, 
Yet under certain circumstances—notably 
following the death of an incumbent Chief — 
Executive—the President becomes the ob- — 
ject of extraordinary outbursts of deeply — 
felt and widely shared emotion. Response — 
to such an event far exceeds what might — 
have been expected from the respondents’ 
prior demeanor. 4 
The response to a Presidential death is 
so profound that for many people it entails” 
somatic symptoms. The National Opinion 
Research Center (NORC) survey of public 
reaction to President Kennedy's death 
found, for example, that 43 percent of a 
national sample of adults experienced loss 
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f tite during the four days following perce 
E E E y < p11). A recent (November 1964) Gallup 


the President’s assassination, 48 percent re- 
ported insomnia, 25 percent headaches, 68 
percent general feelings of nervousness and 
tenseness, and substantial numbers of peo- 
ple reported such anxiety symptoms as 
“rapid heart beats” (26 percent) and per- 
spiring (17 percent). All of these percent- 
ages, it should be noted, are substantially 
above the normal prevalence of such signs 
of distress (22).1 
Intense emotion was felt by Kennedy’s 
opponents as well as by his supporters. 
Indeed, the former were sometimes taken 
aback at the magnitude of their own re- 
sponses. The main immediate stimulus for 
this flood of spontaneous feeling does not 
seem to have been the violent circum- 
stances of the President’s death, nor does 
the feeling seem to have been a result of 
John F. Kennedy’s personal characteristics 
—his youth, his appealing manner and so 
forth. Rather it is that the President has 
died, The historical record suggests that 
comparable public responses have followed 
each of the Presidential deaths in office 
since Lincoln—Roosevelt, McKinley, Gar- 
field and even Harding(18). Further, noth- 
ing like this emotional outpouring ensues 
following the deaths of other figures in 
public life, including ex-Presidents. 
We all know individuals who are atten- 
tive to national and international affairs 
and who regularly become exercised about 
these aspects of the remote environment. 
For such people, strong emotional re- 
sponses to an event like the President’s 
death would not be puzzling. Most of us 
know many people who display strong 
political affect, since political involvement 
increases with level of education, and we 
tend to associate with highly educated seg- 
ments of the population. What must be 
emphasized, however, is the degree to 
which concern with politics is a minority 
preoccupation. For example, a full 80 per- 
cent of the electorate do not regularly en- 
gage in political conversations, while 90 


1 Two to five days after the President's funeral, 
reports of these symptoms had declined to the 
following levels; loss of appetite, 12 percent; 
insomnia, 18 percent ; headaches, 9 percent ; nerv- 
ousness and tenseness, 24 percent; rapid heart 
beats, 6 percent ; perspiration, 4 percent. 
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ercent fail to write public officials(10, 


poll showed that 30 percent of the elec- 
torate had paid no attention to the fighting 
in Viet Nam, and of those with some aware- 
ness of this military action a third were 
unable to supply any explanation of why 
the United States was participating in 
these events.? Yet, as the NORC survey 
clearly shows, distress at President Ken- 
nedy’s death was virtually universal. 

These rather extended preliminary re- 
marks on why popular conceptions of the 
President are important and why they are 
puzzling have already made it possible to 
exhibit a portion of the available evidence 
about the public and the President. The 
series of statements which follow serve to 
fill in the picture further and provide the 
basis for a number of observations and 
speculations about the meaning of the 
Presidency to Americans. 

1. The President is by far the best known 
figure on the American political scene. I 
have already commented on the capacity of 
a substantial proportion of the electorate to 
insulate itself from well-publicized aspects 
of political life. One consequence of this is 
that political leaders have great difficulty 
in making themselves known to the elec- 
torate. A not untypical public opinion poll 
conducted in 1945 found, for example, that 
15 percent of the electorate could not iden- 
tify the Republican candidate of the pre- 
vious year (Thomas Dewey); 34 percent 
could not identify Henry Wallace, who a 
year earlier had been Vice President. A 
number of other leading figures—members 
of Congress, Cabinet officials and governors 
—were familiar to only well under half of 
the sample. But there was almost no one 
(a mere 5 percent) who could not name 
President Truman. The President even ex- 
ceeded a number of almost universally 
known popular entertainers in his visibili- 
ty(10, p. 13). A point emerges from these 


2 By July 1965, after American involvement in 
the Viet Nam conflict had substantially increased, 
the inattentive segment of the public had shrunk 
considerably. Nevertheless, 15 percent of a Gallup 
national survey still admitted that it was not fol- 
lowing events in Viet Nam and 33 percent had 
no opinion about what United States policy on 
Viet Nam should be. 
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findings which I shall ret 
cluding remarks ; the 


For some people he is the only known 
leader, and for others one of the 
few. (This goes far to explain why only 
two 20th century Presidents, Taft and 
Hoover, were defeated for re-election. ) 

2. The status of President is accorded 
great respect in American society. Amer- 
icans tend generally to deprecate and dis- 
trust individuals who carry the label “poli- 
tician.” Nevertheless, when we ask people 
to rank occupations in terms of their im- 
portance and respectability, certain high 
political roles, such as Senator and Su- 
preme Court Justice, regularly appear at 
the top of the rankings. Unfortunately, the 
Presidency has not been included in these 
occupational prestige studies, but if this 
office were included the likelihood is that 
it would rank at or near the peak of the 
listing (11, pp. 28, 63). 

3. The President ordinarily is the first 
public official to come to the attention of 
young children. It is one of the anomalies 
of scholarship that more is presently known 
about young children’s images of the Pres- 
ident than about how adults conceive of 
him. By the age of nine (and, evidently 
earlier) virtually every child is aware of 
the Presidential role and the name of the 
incumbent President. Children of this age 
resemble the least informed members of 
the adult population in that they have al- 
most no further political information. For 
example, most of them have not heard of 
Congress and cannot provide even a vague 
specification of what the President's duties 
are(11, Chs, 3 and 4). R 

4. Even before they are substantively 
informed about the President's functions, 
children believe that he is exceptionally 
important—and that he is benign. Children 
as young as nine have been asked to rank 
occupations in terms of importance. The 
President stands at the top of their rank- 
ings, ahead, for example, of physicians, 
school teachers and clergymen. Children 
of this age describe the President as a 
kindly, benevolent figure. Throughout the 
childhood years, the conception of the 
President has an overwhelmingly positive 
quality, although there is some decline in 
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idealization of him between early child- — 


hood and age 13(9, 11[pp. 31-43], 13). It 
has been argued that these early, favorable 
images of the Presidential role color chil- 
dren’s subsequent learning about politics, 
contributing to a generally positive orienta- 
tion toward the political system and foster- 
ing tacit assumptions about the importance 
of the Presidency vis-a-vis other political 
institutions, such as Congress.* 

5. Adult assessments of the performance 
of incumbent Presidents fluctuate from 
time to time and differ from group to 
group, but in spite of this variation, adults — 
normally have a favorable view of the 
President's performance (although not so 
automatically positive a view as that held 
by children). The most convenient index 
of ebb and flow in Presidential popularity 
is the question asked regularly since the 
1930s by the Gallup poll: Do you ap- 
prove or disapprove of the way President 
X is handling his job? Most of the time a 
clear majority of the electorate (not just a 
majority of the 80 to 90 percent responding 
to the question) approve. Roosevelt's score 
never dropped below 50 percent and Eisen- 
hower’s did so only once (to 49 percent). 
Positive assessments of FDR ranged as 
high as 84 percent; those of Eisenhower 
reached 79 percent. Kennedy’s popularity 
in office ranged from a low of 57 percent 
to a high of 69 percent. Only Truman, who — 
just after entering office achieved the rec- — 
ord rating of 87 percent, ever experienced — 
substantial disapproval. At one point there 
was only 23 percent favorable response to 
him. The strong supporters of the opposi- — 
tion party are probably the most consistent — 
source of disapproval of the President's 
performance, but at one time or ano’ 
all of the Presidents I have referred to — 
were the recipients of substantial biparti- 
san backing(2). 

6. There is a significant tendency for 
citizens to rally to the support of the Pres- 
ident, particularly when he acts in times of 
international crisis. During the month in 
1950 when the decision was made to re- 
sist the Communist invasion of South 


3 Children of other countries also seem to per- 
ceive their national leaders in an idealized fashion, — 
but the absolute levels of idealization vary from 
nation to nation(12). 
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Korea, President Truman’s popularity rose 
from 37 percent approve—45 percent dis- 
_ approve, to 46 percent approve—37 per- 
cent disapprove. President Eisenhower's 
popularity rose from 67 percent to 75 per- 
cent during the month of the Suez crisis, 
from 52 percent to 58 percent after send- 
ing the Marines to Lebanon in 1958. Inter- 
estingly, even those international actions 
which are viewed by informed observers 
= as fiascos have led to increases in Presi- 
_ dential popularity. Eisenhower’s popularity 
rose by 6 percentage points after the U-2 
incident and the collapse of the summit 
_ meetings; Kennedy’s rose by 10 points 
_ after the Bay of Pigs invasion(19, p. 28). 
Another event which usually produces sub- 
stantial increases in Presidential popularity 
is the President’s election, or re-election. 
Perhaps the most striking instance of this 
effect can be seen in the case of President 
Kennedy, who in November 1960 was fa- 
_ yored by barely more than half of the elec- 
_ torate, but who, by inaugural day, had the 
_ approval of 69 percent of the electorate(3). 
_ A number of studies provide accounts of 
_ the almost self-conscious process of ration- 
alization through which the winning can- 
_ didate’s former opponents “improve” their 
_ opinions of him(11, p. 29). We have al- 
_ ready noted a further occasion for the chan- 
neling of sympathetic feeling toward the 
Presidency—the death of the Chief Execu- 
tive. It remains to be noted that at such a 
time the Vice President becomes the ben- 
eficiary of an impressive display of support 
and good will. 
7. Citizens seem to perceive and evaluate 
: the President as a person, rather than in 
~ terms of his policy commitments or his skill 
__ in the specialized tasks of leadership. When 
_ people are asked to indicate what they like 
or dislike about the President, they most 
commonly refer to aspects of his personal 
image—for example, his sincerity and in- 
tegrity, his conscientiousness, his warmth 
or coldness, his physical vigor, his religious 
background and practice. There are, of 
course, some references to his policy posi- 
tions and his leadership qualities, but to- 
gether these references are less frequent 
than statements about the President’s per- 
sonal qualities. I must hasten to add, how- 
ever, that the evidence for this series of 


assertions is still a bit shaky, since it is 


based on studies of public perceptions of 
the single recent President about whom one 
would most expect people to have such 
diffusely personal conceptions—President 
Eisenhower(4).4 Nevertheless, it is con- 
sistent with the general picture of electoral 
motivation which has emerged from the 
voting research of recent decades, For ex- 
ample, early in 1948, a three-state sample 
of voters who had indicated their preferred 
Presidential candidate were asked : “What 
are the qualities that you think would 
make him the best man (for President) ?” 
References to personal qualities exceeded 
ideological references by more than four- 
fold(14). 

8. Finally, there is some scattered clini- 
cal evidence that, at least for a portion of 
the population, the President is the uncon- 
scious symbolic surrogate of childhood au- 
thority figures, 

Up to now, all of the evidence I have 
discussed about public orientation toward 
the President has been based on’ readily 
observable behavior and on explicit Or im- 
plicit public attitudes which are ascertiin- 
able by simple public opinion poll inter- 
views. Any comprehensive explanation of 
public dispositions toward the President 
will have to encompass these phenomena 
that appear at the conscious level. I have 
so far avoided referring to the familiar 
psychoanalytic proposition that responses 
to civil authority are a function of—and 
capture some of the affect derived from— 
experiences with parental authorities(e.g., 
6, 7, 8). Some hypothesis of this sort would 
contribute usefully to an explanation of the 
seeming paradox in public orientations to- 
ward the President. Whenever—as in the 
case of reactions to a President’s death—an 
individual's response to a stimulus seems 
out of proportion to his prior demeanor, we 

d ourselves revising our estimate of what 
his prior demeanor “really” was. And these 
are the circumstances under which psy- 
chiatry has accustomed us to look for over- 
determined motivation, a component of 
which is unconscious. 


Sth aA from France reveal the same em- 
phasis on the personal characteristics of President 
DeGaulle. 
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Social saai have been reluctant to 
accept such psychiatric explanations of 
public orientations toward authority, partly 
for reasons which have already been sug- 
gested in my remarks about the level of 
public political interest. Because of the 
seeming lack of cathexis of politics for most 
people, it becomes difficult to accept the- 
ories which assume that orientations to- 
ward public authority serve deep psycho- 
logical functions. Further, the findings of 
the scattered quantitative research on the 
generality of attitudes toward authority 
(e.g., do people perceive their employers in 
the same terms as their fathers?) are at 
best ambiguous(11, pp. 50-51). There are 
clinical reports which fit the psychoanalytic 
hypothesis. Some of these reports are of 
psychiatric patients’ reactions to the extra- 
ordinary stimulus of the deaths in office of 
Presidents and other chief executives. A 
number of analysands are reported, for 
example, to have responded to FDR's death 
in a manner which indicates that they 
symbolically equated the President with 
their own fathers(5, 23). There also is at 
least one report in the literature by an 
analyst who found similar symbolic associ- 
ations among his patients under less ex- 
treme circumstances of national election 
campaigns of 1948, 1952, and 1956(20). 

Although we have had a number of such 
clinical reports of patients who symbolical- 
ly link the President with parental author- 
ity, there is no evidence as to the frequency 
with which this linkage occurs among psy- 
chiatric patients, much less in the general 
population. Nor do we have a clear indica- 
tion of the variation in form that such link- 
ages might take from individual to individ- 
ual. As Lasswell has pointed out, if images 
of objects in the secondary environment 
(such as the world of politics) acquire 
meaning from ences in the primary 
environment (such as the family), it does 
not follow that the former will be simple 
extensions of the latter. Generalization may 
be compensatory, taking the shape, for ex- 
ample, of reaction formation(17, pp. 156- 
159). To complicate matters, both types of 
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primary environment orientations ; for oth- 
ers the generalization may take a com- — 
pensatory form, (This may account for the 
lack of significant correlation between atti- ` 
tudes toward different authorities in the 
quantitative research on this topic.) * More- 
over, linkages between primary environ- 
ment experience and orientations toward 
the President may differ from President to ~ 
President, Thus, for example, it is difficult 
to believe that many adults would treat a 
youthful President such as Kennedy as a 
father surrogate," even though there is 
some evidence that for children he may 
have unconsciously been perceived in these 
terms(1). ‘ 
These last observations provide the tran- | 
sition to an obvious concluding remark, 
More research on public orientations to- 
ward the President clearly is needed. Some 
of this presently is being done by political 
scientists using survey research techniques, 
notably Professors Aaron Wildavsky and 
Peter Sperlich of the University of Califor- 
nia at Berkeley. Certain complementary 
contributions might well come from psy- 
chiatrists. Nearly 30 years ago, in a paper 
entitled “What Psychiatrists and Political 
Scientists Can Learn from One Another,” 
Harold Lasswell commented that “Psychi- 
atrists do not, as a rule, record the role of 
secondary symbols (such as political atti- 
tudes) in relation to the personality struc- 
ture which they observe. Once they under- 
stand the nature of the problem to which 
these data are precious, they may take care 
to preserve, rather than to ignore or to dis- 
card, material which is so fully exposed by 
their special procedure(16).” And, I might 
add, to elicit more such material. 
Until more psychiatric research is done 
the possible deeper motivational signifi- 
cance of the President for citizens will re- 


The handful of clinical reports are consistent 
with this suggestion, in that they 
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main unclear, However, the existing evi- 
dence—especially the public opinion polls 
—provides a basis for suggesting several 
closely related ways in which citizens seem 
to make psychological use of the Chief Ex- 
ecutive. To varying degrees, citizens prob- 
ably draw on the President in the follow- 
ing ways, 

1. As a cognitive aid. The existence of a 
single, highly publicized national figure 
who combines the roles of political leader 
of the nation and symbolic head of state 
provides citizens with an enormously con- 
venient vehicle for taking cognizance of 
government and politics. Even for the 
politically sophisticated, the existence of 
this central figure in the political arena 
helps provide a focus for ordering one’s 
thoughts and perceptions about public af- 
fairs. For the politically inert, the Presi- 
dency may provide virtually the only basis 
for connecting the citizen to his govern- 
ment. In the case of young children, the 
Presidency becomes the instrument of ini- 
tial socialization into national citizen- 
ship.? 

2. As an outlet for affect. Apart from the 
obvious emotional response to Presidents 
by their more articulate supporters and ad- 
versaries, it seems likely that Presidents 
(and their families) serve certain more 
general—and more diffuse—emotional func- 
tions. The detailed preoccupation in the 
mass media with the President's personal 
interests and activities has become an 
American equivalent of the more dignified 
displays of symbolic activity associated 
elsewhere in the world with monarchs, At- 
tention to this aspect of the Presidency 
probably cuts across more segments of the 
population than does interest in any of the 
other celebrities publicized by the mass 
media. A remarkable variety of Presidential 
styles has proved to be almost equally fas- 
cinating to the mass media—and_ presum- 
ably also to the public which attends to 
the media. But there also are limits to what 


7The Presidency may serve a similar function 
for hitherto politically inactive adult groups, which 
are in the process of becoming politically active. 
I am indebted for this point to Donald Matthews, 
a University of North Carolina political scientist 
who is studying Negro political participation in 
the South. 


will be accepted as consistent with the 
Presidential role.® 

3. As a means of vicarious participation, 
By personifying the complex process of 
government and politics, the President be- 
comes a potential object of identification. 
To the degree that the President’s actions 
are effective, citizens who identify them- 
selves with him may experience heightened 
feelings of potency—of being in a world in 
which one is not completely dependent up- 
on external circumstances and events. In 
addition to whatever attachments there 
may be to the President at the deeper mo- 
tivational levels, it séems quite likely that, 
under some circumstances, a variety of 
people “identify” themselves with the Pres- 
ident at least in the superficial fashion of 
our “identifications” with the heroes in 
novels and films. This probably occurs es- 
pecially during international crises, such 
as the bombing of Pearl Harbor, when the 
President provides a ready outlet for pa- 
triotic feelings. 

4. As a symbol of national unity. For 
this and the next point we may return to 
the research on responses to the President’s 
death. It is striking to see how complete 
the consensus was on that occasion among 
such diverse segments of the population as 
pro-Kennedy Northern Negroes and anti- 
Kennedy Southern Whites(22), Although 
there were group differences in the intensi- 
ty of response to the assassination, our 
overwhelming impression is of the homo- 
geneity of public opinion—a homogeneity 
fostered, albeit in a macabre fashion, by 
the Presidency. 

5. As a symbol of stability and predicta- 
bility. We may assume that the Presi- 
dency normally helps to signify social sta- 
bility, since for so many people one of the 
most disturbing aspects of President Ken- 
nedy’s assassination was that it carried im- 
plications of domestic and international 
disorder. Again, the ease with which even 


$ 8It is difficult to state these limits precisely, but 
in general they seem to be connected with ex- 
pectations about what is and is not consistent with 

dignity of the Presidential office. Among re- 
cent Presidents, Truman probably was most often 
perceived as going beyond these limits. The con- 
nection between this and his low public opinion 
poll ratings seems obvious. 
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the most apolitical citizen can personify 9. Greenstein, F. I. ; More on Children’s Im- 


the government in the President is proba- 
bly significant. Our own lack of interest in 
the details of how the nation is governed 
becomes more acceptable if we feel that 
someone is attending to such matters. The 
assumption is that events are being con- 
trolled, that life is not whimsical and dan- 
gerous.® This assumption is easier to enter- 
tain in the contemporary world because 
of the existence of institutions like the 
American Presidency. 
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PSYCHODRAMA AS A TREATMENT FOR HOSPITALIZED 
PATIENTS : A CONTROLLED STUDY 


PAUL FREDRIC SLAWSON, M.D. 


Psychodrama is a specialized role-play- 
ing technique involving the acting out of 
= emotional conflicts and experiences in a 
group setting. As such, it occupies a unique 
position among the psychotherapies. The 
_ word has been variously defined by those 
2 who use it; according to Moreno( 11), with 
| whom the term has primarily been associat- 
3 ed, it is far more than a treatment technique 
based on role playing. However, for the 
_ purposes of this study the operational and 
more restrictive definition suffices. 
While some things make psychodrama re- 
freshingly unique—for example, its paternity 
_ being in apparent dispute( 10, 13)—it shares 
with the other forms of psychological treat- 
ment the problem of objective assessment 
of results, This matter is certainly im- 
_ portant if the technique continues to find 
application in such divergent fields as 
elementary school counseling(15), rehabili- 
__ tation of prisoners( 1,7), treatment of enure- 
_ sis(14), postconvulsive management of psy- 
chotics(3) and nursing education(5). 
_ When a trained director with prior hos- 
_ pital experience(4) offered her services, 
psychodrama was added to the inpatient 
_ treatment program at the UCLA Neuropsy- 
_ chiatric Institute. After one year, it ap- 
= peared to be a success. Patients vied with 
_ each other to attend, the ward staff enjoyed 
_ this form of interaction with patients and 
each session evoked new and often im- 
portant clinical material usable in other 
phases of treatment. But how did it work ? 
What did it really do and how could you 
measure it ? In an effort to study objectively 
the effect of psychodramatic experience on 
hospitalized adults, the following project 
was devised. 
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METHOD 


The experimental group of patients was 
derived from one of the four virtually identi- 
cal 24-bed adult wards at the Institute. The 
remaining three wards supplied the control 
patients. With the physical setting avail- 
able it was considered impractical to try to 
work with the entire ward of 24 patients so 
a means of random selection was devised. 
On admission, all patients are assigned a 
hospital unit number by an outside agency. 
Those patients on the experimental ward 
whose unit number ended with an odd in- 
teger were placed in the psychodrama 
group. Those patients having an even unit 
number were excluded from both the ex- 
perimental and control populations. 

The selected patients attended psycho- 
drama twice weekly in lieu of one occupa- 
tional and one recreational therapy period. 
Their treatment during the hospital stay was 
otherwise unaltered. 

All patients admitted to the Neuropsychi- 
atric Institute are given group psychological 
tests during the first three days of hos- 
pitalization. The battery includes the Min- 
nesota Multiphasic Personality Inventory 
(MMPI), a well standardized personality 
inventory of established clinical usefulness. 
On the basis of the profile obtained, each 
psychodrama patient was placed in one of 
five arbitrary MMPI classifications, irre- 
spective of presumptive diagnosis or other 
clinical factors. The patient was then 
matched to a control having the same MMPI 
classification, the same sex and similar age. 
The control patients did not participate in 
psychodrama. At the time of discharge from 
the hospital each patient was retested. Com- 
parison of pretreatment and posttreatment 
profiles provided an objective measure of 
apparent clinical change during the period 
of hospitalization. 

The psychodrama group met twice week- 
ly in an austere but comfortable room lo- 
cated away from the ward. A small raised 
platform served as a stage, and simple 
props were provided. The group averaged 
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about eight patient members plus the direc- 
tor, her assistant (a skilled actress), a psy- 
chiatrist and one or more nursing staff from 
the ward. The duration of each session was 
90 minutes, but this was kept flexible. Pa- 
tients were required to attend but were 
not forced to participate. 

Sessions were not planned in advance 
but allowed to develop in a spontaneous 
manner, with content reflecting problems 
the patient encountered on the ward, with 
the doctor in individual therapy or while 
home on pass with relatives. Demonstration 
of conflict and exploration of alternative 
modes of resolution became the major ef- 
fort. Technical devices such as role reversal, 
doubling, mirroring and the auxiliary ego 
were used. Most sessions were firmly an- 
chored in reality ; they involved rather min- 
imal use of fantasy or associational material. 
The pre-employment interview and the first 
day home from the hospital were themes 
repeatedly chosen by the patients or, when 
indicated, suggested by the director. A 
monthly staff meeting kept the director 
and her assistant aware of patient progress. 


RESULTS 


Over a two-year period more than 60 pa- 
tients participated in the psychodrama proj- 
ect. Of these, 27 had valid pretreatment and 
posttreatment MMPI profiles and could also 
be matched, in respect to three variables, 
with a control patient drawn from a total 
population of 696 ward admissions during 
the same interval. 

The test results were processed by a com- 
puter programmed for the MMPI. This af- 
forded direct comparison of ten clinical 
scale means for each of the four populations. 
The results of this analysis are summarized 
below : 

1. The direction of change of mean scale 
scores following treatment was toward 
the normal or in the nondeviant direc- 
tion for both experimental and control 
groups. 

On most scales, the amount of change 
for the experimental group was slightly 
smaller than the comparable change in 
the control. 

In all cases, 
experimental group 


the differences between 
change and control 


2 
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group change were without statistical _ 
significance. A 

Of the ten clinical scales, four are ol 
particular interest ; these data are given in ~ 
Table 1. Scale 2, the D scale, reflects de 
pression or mood disturbance. Scale 4, the 
PD scale, correlates with social anger and — 
resentment. Scale 7 reflects reported feelings 
of nervousness, discontent and anxiety 
Scale 10 is designed to measure social anx- ` 
iety; it was anticipated this scale might ` 
prove sensitive to changes brought about — 
by psychodrama experience, g 


TABLE 1 
MMPI Scores, Experimental and Control Groups, Before — 
and After Psychodrama Project a 


EXPERIMENTAL GROUP 


CONTROL GROUP 


MMPI T SCORES, K LOADED T SCORES, K LOADED 
SCALES PRE POST DF-C PRE POST DFE 
2(0) 80.7 68.3 12.4 83.3 73,6 9.7 
so 15.3 16.4 147 14.8 

(PD) 754 71.3 41 74.0 70,8 3.2 
sD 8.1 10.3 10.6 10.8 

XPT 72.9 656 7.3 74.3 65.2 9.1 
SD 11.9 121 125 13,7 

10(SI) 63.4 56.5 6.9 63.0 58.0 50 © 
sD 120 99 7.5. 99 1 
D—Depression. 


PD—Psychopathic deviate. 
PT—Psychasthenia. 
SI—Social introversion. 


Comparison of the manifest change of 
mean scale values for control (DF-C) and — 
experimental (DF-E) groups shows that 
with the exception of Scale 7 the control — 
changes actually exceeded those of the ex- 
perimental group. The large standard devia- — 
tion precludes statistical significance, and — 
on the basis of these data the changes in the — 
two groups are found to be similar and ap- ~ 
pear independent of participation in psy- 
chodrama. A 


DISCUSSION J 
While there is a large descriptive litera- | 
ture, objective studies of psychodrama as 
treatment are scarce. The zeal and persé- 
verance of many practitioners not only im- 
plies bias but precludes even a pretense Of 
objectivity. Enthusiasm, however well in- i 
tended, cannot compensate for defective 
methodology and inadequate data. 
Mann(9) reviewed the experimental 
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erature on role playing in 1956. He found 
available studies in this area to be “sketchy 
and essentially suggestive in nature.” And 
yet, from such work, sweeping conclusions 
have been drawn concerning such a funda- 
mental issue as structural modification of 
character as a treatment goal. One author(1) 


_ puts it this way : “Psychodrama is a differ- 


ent kind of group treatment; it is deep, 


strong, and actually changes people.” An- 


other(12) tells of her work with 79 state 
hospital patients. Their illnesses ranged from 
schizophrenia to alcoholism and from epi- 
lepsy to psychopathy. After two and a half 
years of psychodrama, “many patients de- 
veloped insight, . . . and a few patients 
achieved significant personality changes.” It 
does not simplify matters to learn that 
“these patients were necessarily active in 
other therapies—individual therapy, convul- 
sive (electro-shock and drug) therapy . . . 
concurrent with . . . psychodrama.” In 1959 
Krasner(8) surveyed the literature on role 
theory and role taking. He found “only a 
very small percentage (fell) into the cate- 
gory of controlled research,” and they “bare- 
ly scratched the surface of investigating role 
taking as a psychotherapeutic technique.” 

Two efforts at objective study are worthy 

of mention. Haskell(7) used five different 
tests to measure the effect of 15 role training 
sessions on penitentiary inmates coming up 
for parole. Only one test, the Role Test of 
Moreno, showed a significant difference be- 
tween treated and untreated subjects, Us- 
ing a more sophisticated design, Harrow(6) 
tested 20 schizophrenic males before and 
after 25 psychodrama sessions. On the basis 
of projective testing (Rorschach) she found 
“contrary to expectation . . . trends toward 
changes in role-taking ability are accom- 
plished by similar trends toward changes 
in some basic personality variables.” 

The research reported here gave results 
which indicate that whatever changes may 
occur as a result of psychodrama experience, 
they are not, under the conditions de- 
scribed, subject to MMPI verification. In 
the original design, the converse was an- 
ticipated. The pilot project which preceded 
the study showed a clear-cut and statistical- 
ly valid difference on Scale 10 between 
psychodrama and unmatched controls. Scale 
10 was derived by Drake(2) to measure 
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social anxiety, and it was thought the scale 
might be sensitive to subtle changes brought 
about by the social confrontations character- 
istic of psychodrama. At least one factor, 
patient selection, provides a basis for ex- 
plaining the failure to support what was so 
clearly evident in the pilot study. While 
random selection was used in the final de- 
sign, patients in the pilot were selected by 
ward staff on the basis of undetermined 
criteria. Failure to control this factor may 
account for spurious results. Mann(9) cau- 
tions about experimentation based on the 
contention that psychodrama can effect per- 
sonality change because that assumption 
has not yet been conclusively demonstrated. 

Although lacking objective verification of 
results, psychodrama proved to be a pleas- 
ant and stimulating group activity. Patients 
and staff liked it. As a treatment technique 
it appeared most effective when replicating 
reality problems confronting the patient. It 
is a valuable adjunct but not a total treat- 
ment. 


SUMMARY 


Twenty-seven hospitalized adult psychi- 
atric patients participated in twice-weekly 
psychodrama sessions. They were matched 
on the basis of three variables (age, sex, 
MMPI profile) to controls drawn from the 
psychiatric hospital population. Both experi- 
mental and control patients were given a 
general personality inventory (MMPI) on 
admission and were retested at discharge. 
Such testing failed to distinguish between 
the psychodrama and control groups. These 
findings are discussed in the context of the 
available literature. 
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DISCUSSION 


J. L. Moreno, M.D. (Beacon, N. Y.) —Dr. 
Slawson’s paper is noteworthy for he tried to 
add another control study of psychodramatic 
group therapy. But it contains a number of in- 
accuracies. ISA 

Starting with the definition, it is more ac- 
curate to say that roleplaying is a psychodra- 
matic technique rather than that psychodrama 
is a form of roleplaying. It is also inaccurate 
to state that the paternity of psychodrama is 
in any way in apparent dispute. I have been 
burdened with the parenthood of this child to 


the utmost degree by having had to nurture 


it and for all expenses involved in its up- 
bringing, The rumor that a Danish psychiatrist 
in Copenhagen had something to gamin oe 
conception of psychodrama has ai is- 
claimed by the same Danish psychiatri A ). 
Dr. Slawson deplores the lack of ol eh 
evaluations of group psychodrama. By imp es 
tion this criticism also involves group psycho- 


therapy, as group and action methods hav 
many operations in common, But from the 
very beginnings I have insisted on the im- 
portance of objective studies, and I published 
the first control study of group structure 
1937 (2). ; 
The complaint of Dr. Slawson that objective 
studies are scarce is not in accord with recent 
reports. John Mann, whom he quotes as to the — 
lack of objective studies up to 1956, has made 
a new survey of control studies of group — 
psychodrama and group psychotherapy, to be 
published in the International Handbook of 
Group Psychotherapy (Philosophical Library, 
in press), which corrects earlier statements. 
Mann states: “It is generally supposed by — 
most practitioners that relatively little evidence 
currently exists relating to the effectiveness of 
group psychotherapy, beyond the subjective 
reports of the therapists and their patients. This. 
conclusion is incorrect. A substantial body of 
evaluative research has accumulated, but it is 
not for the most part generally accessible. A < 
survey of the literature indicated that there ~ 
were 41 studies that met criteria of objective — 
assessment.” The first four studies described 
by Mann evaluated psychodramatic group 
therapy, indicating significant improvement. 
Why is it that Slawson’s control study did 
not show similar results ? The reason may be a 
defective methodology of measurement, Un- 
fortunately, he has used as a measure the — 
Minnesota Multiphasic Personality Inventory < 
(MMPI), which may well be standardized as _ 
a personality inventory, and useful in other 
areas, but utterly useless in assessing psycho- — 
dramatic experience. As a measure it is as little — 
allied to psychodramatic events and behavioral 
patterns as the evaluation of the cultural 
achievements of nations by the size of their 
populations. There have been other control 
studies which have wisely used other measures 
such as role tests, action tests and sociometrie — 
tests. 
My recommendations are, therefore, that — 
Dr. Slawson and his staff at the Neuropsychiat- 
ric Institute in Los Angeles continue their 
psychodramatic experiments but explore more ~ 
carefully the forms of measurement of the be- — 
havioral changes which clinical observers haye — 
found to take place in the course of psycho- 
dramatic group therapy. a 
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The President’s Task Force on Manpower 
Conservation(13) has confirmed that high 
rates of applicant disqualification exist at 
military recruiting offices and Armed 
Forces examining stations. In addition, the 
Navy routinely discharges about eight per- 
cent of its enlisted personnel during the 
_ period of recruit training and another nine 
percent of its training graduates during 
_ their first two years of service in the fleet. 
Emotional pathology, diagnosed primarily 
under the character and behavior dis- 
orders, is the major cause of separation 
- among these enlistees. 
= „Many studies(1, 4, 5, 6, 7, 8, 12, 15) 
conducted over the past 20 years have 
shown cause for doubting the predictive 
validity of psychiatric judgments of mili- 
tary ineffectiveness. For the purpose of as- 

-certaining the utility of such decisions as 
| they pertain to the service suitability of 
naval recruits, a research investigation was 

initiated in 1960 by the U. S. Navy Medical 
Neuropsychiatric Research Unit. This re- 
port summarizes one aspect of these find- 
ings—namely the later adjustment of a 
group of enlistees who, despite their clas- 
sifications of unsuitability in training, were 
purposely graduated into the fleet. Find- 
ings relative to the military performance 
of these subjects are reported else- 
where(9). 


RESEARCH DESIGN 


The process by which naval recruits are 
routinely screened psychiatrically, and the 
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regulations pertaining to the separation of 
those regarded by aptitude boards as un- 
suitable, have been described in detail 
elsewhere(2, 3, 14, 17). Essentially, the 
process is as follows : Upon arrival at the 
training center, the newly inducted recruit 
completes a psychiatric screening question- 
naire which is composed of social history 
questions and a series of yes-no items re- 
ferring to psychiatric symptomatology (10). 
The screening questionnaire serves as an 
adjunct to the examining clinician in con- 
ducting a brief psychiatric screening eval- 
uation which is part of the recruits initial 
medical examination. 

Subjects who are suspected of possessing 
emotional disability severe enough to pre- 
clude their military effectiveness are desig- 
nated for a trial of duty and given a more 
thorough follow-up evaluation after sever- 
al weeks of training, At that time, records 
of recruit training performance, reports 
of medical examinations, psychological test 
results and social history information may, 
if needed, be obtained by the clinician for 
use in evaluating the subject’s service suit- 
ability. Recruits who, on the basis of these 
follow-up evaluations, are considered to 
represent severe psychiatric liabilities are 
brought before aptitude boards and usual- 
ly released from service. 

For the purpose of this study, the experi- 
mental subjects were enlistees referred to 
aptitude boards from incoming popula- 
tions of recruits commencing training dur- 
ing four sampling periods in May, August 
and November of 1960 and February of 
1961. Instead of effecting their release from 
service, these subjects were graduated 
from training and transferred into the fleet. 

At the end of a two-year period, the ex- 
perimental enlistees who had remained on 
active duty were given psychiatric follow- 
up examinations for the purpose of ascer- 
taining the adequacy of their fleet adjust- 
ments. In addition, identical examinations 
were conducted with a group of con- 
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trol or nonaptitude board subjects who 
were matched man-for-man with the ex- 
perimental subjects on the basis of a series 
of variables such as age, intelligence and 
education(11). 

Each experimental and control subject 
of a matched pair was examined by the 
same psychiatrist. In order that the ex- 
aminers would not have their evaluations 
affected by a knowledge of subjects’ suit- 
ability-unsuitability classifications in recruit 
training, the follow-up examinations were 
conducted in two phases. Phase one limited 
the review of the subjects’ adjustments to 
the two-year period subsequent to recruit 
training. At the end of the phase-one ex- 
amination, the adjustment of each subject 
was rated on a series of 15 items represent- 
ing behavioral dimensions relevant to 
military adjustment. The purpose of the 
phase-two examinations, in which psychi- 
atrists were provided with summaries of 
subjects’ recruit training adaptations, was 
to obtain a comparison of each enlistee’s 
civilian, recruit training and subsequent 
service adjustments, 


RESULTS 

From a group of 3,616 newly enlisted 
recruits who entered the naval service dur- 
ing the four sampling periods in 1960 and 
early 1961, a total of 216, or about six 
percent, were judged unsuitable. Approxi- 
mately two-thirds, or 134 of these enlistees, 
who were representative of the total un- 
suitable group, were purposely graduated 
from recruit training. The character and 
behavior disorder diagnoses assigned to 
these enlistees while in training are shown 
in Table 1. Unsuitable subjects were found 


TABLE 1 
Number and Percentage of Unsuitable Naval Recruits 
Assigned Various Psychiatric Diagnoses 


NUMBER PERCENT 


DIAGNOSIS 

Emotional instability reaction 34 25.4 
Inadequate personality 29 21.6 
Passive-aggressive reaction 23 17.2 
Enuresis 17 12.7 
Passive-dependency reaction 16 11.9 

Other (schizoid personality, 
somnambulism, etc.) 15 11.2 
134 100.0 


Total 
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to be significantly younger than other re- 
cruits, to have more limited education and 
to have significantly lower General Classi- 
fication Test (GCT) scores (a measure of 
ability correlating highly with intelli- 
gence), The means of these variables for 
the unsuitable group and for all incoming | 
recruits are shown in Table 2, 


TABLE 2 
Mean Age, Education, and GCT Scores for Incoming 
Recruits and Unsuitable Subjects 


ALL UNSUITABLE 

VARIABLE RECRUITS RECRUITS 
Mean age (years) 18.01 17.50 
Mean education (school years) 10.72 991 
Mean GCT score 50.00 46.21 


———— 


Two-and-one-half years after enlistment, 
or approximately two years after the 
completion of recruit training, 97 or 724 
percent of the original 134 sample subjects — 
were still on active duty. Thirty-seven sub- 
jects, or 27.6 percent, had failed to meet 
the two-and-a-half year survival criterion. 
The entire group of unsuitable subjects did 
have a higher attrition in the fleet than a 
group of enlistees matched with them on 
age, education and intelligence but not 
noted during recruit training as having — 
any emotional pathology ; 85.8 percent of 
these comparable sailors survived. These — 
results suggest that psychiatric judgment of 
suitability or unsuitability for naval service 
has some predictive validity. i 

Impossibility of matching, for four cases, 
and geographical remoteness, for ten, pre- 
vented these subjects from receiving psy- 
chiatric follow-up examinations. Eighty- 
three of the 97 experimental group subjects 
and 84 of the originally designated control 
subjects were examined but only 79 were 
truly matched on the appropriate variables, ` 
including examination of both members ol 
the pair by the same psychiatrist. g 

While over-all adjustment in the Navy, 
as assessed during phase one of the psy- 
chiatric examinations, was the sami 
experimental and control men, there were 
three of 15 rating-scale items 
differentiate between the two groups ang 
showed the control subjects to be better 
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adjusted,! These three items were the fol- 
lowing : 

1. He is alert, quick and imaginative. 
(vs.) He is a little slow in catching on to 
new situations. 

2. He is confident when he meets people. 
(vs.) It is not easy for him to meet people. 

3. People look up to him; his views are 
respected by people. (vs.) Not a very im- 
_ portant person; people don’t usually ask 

_ his opinion. 

The fact that the psychiatric ratings of 

over-all adjustment were not different for 
_ the experimental and matched control 
_ groups does not answer the question of the 
_ relative adequacy of the experimental sub- 
_ jects’ adjustments when contrasted with 
the fleet adaptation of the average sailor. 

For the purpose of making such an ap- 
_ praisal, two judges independently reviewed 
~ each of the 83 records of the experimental 

_ subjects and concluded that only seven had 
made adjustments which were evaluated 

_ by the examining psychiatrists as unsatis- 
factory. A history of disciplinary difficulties, 

_ poor interpersonal relationships, somatic 
complaints for which frequent sick-bay 

visits had resulted, persistent symptoms 

_ of emotional instability and immaturity 
= and marked occupational ineptness were 
_ frequently given by the examiners as justi- 


- fication for an unsatisfactory adjustment 


_ evaluation in these seven cases, 

Is the predominant mode of recruit un- 
suitability, as suggested by diagnosis, re- 
lated to fleet adjustment and survival? To 
explore this possibility, the seven subjects 

= who remained in service with unsatisfac- 
_ tory adjustments were combined with the 
37 nonsurviving experimental subjects to 
form a group of 44 unacceptable enlistees. 
_ The recruit training diagnoses of this group 
were compared with those of the 90 un- 
suitable subjects who had made a satisfac- 
tory fleet adaptation. Enuretic recruits and 

_ those manifesting behavior typical of the 
inadequate personality were over-represent- 
ed in the unacceptable group.? While sub- 


1 The two groups were compared using the Sign 
Test(16). For those three items found to be sig- 
nificant, p < .05 for a one-tailed test. 

2 Differences based upon the chi-square test 
were significant at the five percent level of con- 
fidence. 


jects showing pathological behavior classi- 
fied under other character and behavior 
disorder diagnoses were found to have 
about two chances in three of making a 
satisfactory fleet adaptation, the enuretics 
and inadequate personalities had only a 
50-50 chance of being acceptable. 

It is interesting to speculate as to the 
reasons why subjects with behavior falling 
under the enuretic and inadequate per- 
sonality rubrics are more apt to be dis- 
charged subsequent to training than are 
those with other character and behavior 
disorders. The social offensiveness of enure- 
sis creates a problem of morale aboard 
ship, which is one obvious reason why 
these subjects are not tolerated. For the 
inadequate personality, the explanation 
may be that such individuals usually give 
a long history of ineptness, lack of adapta- 
bility and poor judgment and frequently 
have meager intellectual abilities—manifes- 
tations which are easier to isolate from 
peculiarities in normal adolescent growth 
patterns than are the anomalies exhibited 
by youths classified as emotionally un- 
stable or as passively dependent, for ex- 
ample. It is apparent, at any rate, that 
these particular pathological behaviors are 
less tolerated in the fleet, and knowledge of 
their existence in recruit training could 
therefore serve as one basis upon which 
to arrive at a decision as to which enlistees 
should be separated from service, 

Since a large number of the unsuitable 
recruits (72.4 percent) managed to survive 
at least two years in the fleet with adequate 
or better adjustments, hypotheses were de- 
rived from an analysis of the comments 
made by examiners on the basis of the 
phase-two follow-up examinations, 

The examination protocols of the 76 sub- 
jects whose adjustments were rated by the 
examiners as being acceptable or better 
were able to be placed into three rather 
distinct groupings, depending upon the 
patterning of the subjects’ pre-service, re- 
cruit training and subsequent service ad- 
justments. The largest group, containing 
34 subjects, was typified by enlistees who 
had made quite satisfactory adjustments: 
during the two years following recruit 
training, despite pathological pre-service 
and recruit training adjustments. For these 
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enlistees, emotional growth was usually 
cited by the examiners as the factor which 
contributed the most in causing their ad- 
justments to be acceptable. The second 
group contained 29 enlistees whose ad- 
justments, while satisfactory, were not 
considered to be different from their re- 
cruit training or pre-service adaptations. 
The third group, numbering 13 enlistees, 
was typified by pathological recruit train- 
ing behavior which, in retrospect, appeared 
to be atypical of their prior service func- 
tioning. Despite their unsuitable behavior 
in recruit training, they had made satisfac- 
tory subsequent service adjustments, how- 
ever. 

The first hypothesis, namely that the good 
fleet adjustment of some sailors results 
from emotional growth subsequent to 
training, is illustrated by the following 
protocol of Subject A. During recruit train- 
ing, this enlistee was described by his com- 
pany commander as being unable to carry 
out instructions, being unreliable, dis- 
obedient, overboisterous, argumentative 
and as being poorly motivated for the 
naval service. The summary of his aptitude 
board report is as follows : 


Subject A presents himself in the interview as a 
self-centered, pouting and resentfully defen- 
sive 17-year-old recruit. He is and has been 
poorly motivated for service. His enlistment 
was apparently predicated on his reaction to 
his mother’s marriage two months ago. School 
history, as revealed by the recruit, indicates 
that his adjustment there reflected the dis- 
ruptions that were going on at home. Thus, it 
is noted that he failed the fifth grade shortly 
after the divorce and he failed the ninth grade 
when his mother began to contemplate mar- 
riage seriously. He finally quit school when his 
mother did get married. The recruit has no 
insight into this relationship. He lacks the 
necessary maturity and self-sufficiency to func- 
tion effectively in the Navy. It is recommend- 
ed that he be discharged as temperamentally 
unsuitable for further training. 


On psychiatric re-examination two years 
later his adjustment was summarized as 
follows : 

i djustment has been very good. 
He pee re morale, describes a resilient 
attitude to authority which allows him to “let 
things happen and take them as they come. 


His relations with petty officers and peers have 
been mutually friendly. His quarterly marks 
average 3.6-3.8. He made third class in ap- 
proximately one year and eight months and | 
has had no disciplinary action. 

He attributes his success to “going to sea 
right away. I had a lot of growing up to do — 
and at sea you've got to do it.” Apparently he 
was on a ship with good morale, and quickly 
he identified with the comraderie of the men — 
of the (name of ship), This identification had 
its roots in his early identification with his 
real father who “was this kind of seaman—he 
had a man’s sense of responsibility and I 
tried to be like him.” 


In the phase-two examination, when de- 
scribing the personal or environmental fac- 
tors responsible for changes in adjustment, 

the psychiatrist stated : ; 


His ego assets are fairly good, for he recognized 
the realistic needs of the situation in boot 
training and “realized I had to give up my 
carefree ways.” This capacity for assessing — 
situations, planning and concerted work to-_ 
ward self-realization and productivity has con- 
tinued. For example, he liked the Mediter- 
ranean cruise and the good liberty and good 
times, but knew that he would have to get 
into a school within a given period of time or 
he would simply have no opportunity to better 
himself. He tried for and received schooling 
and has gone on to do good work... Perhaps — 
the “acting out” quality of his behavior in 
boot camp could have been dealt with in an 
intellectually insightful way. However, I feel 
certain the real determinants were related to 
his self-esteem. He seemed quite aware of the 
character of his behavior and where it was — 
taking him. 


The other subjects in this group showed 
similar changes in adjustment patterns 
Three of four subjects who were consid- 
ered for discharge in recruit training be- 
cause of somnambulism did not show this — 
symptom subsequently. Likewise, among 
the enuretic enlistees only one of the ac- 
ceptably adjusting subjects had experi- 
enced any incidents of enuresis followin 
recruit training. This subject had continu 
to wet the bed for a period of about 18 
months but had not done so for about three 
months prior to the psychiatric follow-up 
examination. His satisfactory adj 
aboard ship was maintained only as @ re- 
sult of his extremely positive moti 


oe, 


_ for continued naval service, prompting suc- 
cessful concealment of his bed-wetting 
from all but a small group of accepting 
peers. 

For those subjects who showed emo- 
tional growth and a positive adjustment, 
high morale in the fleet unit to which they 
were assigned and effective leadership, 
particularly among the chief petty officers 
and lower-ranking commissioned officers, 
were cited most frequently by the exam- 
iners as the probable causative agents. The 
following statement from one examiner is 
typical: “Unusually intelligent and toler- 
ant leadership has allowed the subject 
to modify and modulate his authority 
conflicts while learning a trade which he 
enjoys.” The definition of limits and con- 
- sistency in abiding by them, which is con- 
_ sidered characteristic of the military, is an- 
= other factor which many examiners felt 
provided direction and stability for those 
youths who had found difficulty adjusting 
= to unstable and unpredictable civilian en- 
_ vironments. The following quotation from 

one psychiatrist is apropos: “Navy duty 
has somehow raised his initially low self- 
esteem by proving to him that he can be 
_ genuinely accepted for what he is and does, 
regardless of his traumatic background.” 
_ Marriage was another oft-cited aid to ad- 
justment. One examiner states, “The ob- 
vious turning point (in his better adjust- 
ment) as described by the subject is his 
marriage which added responsibilities and 
_ persuaded him to give up old and adopt 
new adjustment mechanisms.” 
_ The second hypothesis indicates that dif- 
ferences between fleet environments and 
recruit training standards are large enough 
that some enlistees who cannot measure 
up in recruit training are able to adjust 
satisfactorily to shipboard life. The follow- 
ing protocol of Subject B is illustrative. 
Upon presentation to the Naval Aptitude 
Board for discharge from service, he was 
described as being unreliable, objection- 
ably dirty and untidy, unable to keep up 
with his company in training and poorly 
motivated for the naval service. The sum- 
mary of his aptitude board report read as 
follows : 
Subject B is a dull, passive and ineffectual 
20-year-old recruit who lacks the necessary 
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general adequacy, initiative and drive to func- 
tion effectively in the Navy. It is recommended 
that he be discharged as temperamentally un- 
suitable for further training. 


Upon re-examination two years later, the 
summary of the subjects adjustment read 
in part : 


Subject man appears to have made a fair ad- 
justment. He states he has felt well, suffers no 
neuropathic traits. His mood has been stable, 
and he has probably been a reliable per- 
former. He has had one incident of nonjudicial 
punishment which was dismissed with a warn- 
ing. He manifests no evidence of excessive 
dependency; his demands are modest; and 
he is even-tempered. He has re-enlisted for a 
period of six years partly out of a liking for 
the Navy and partly because of a lack of 
opportunity in civilian life. He has intellectual 
limitations but passed the exam for commis- 
saryman third class. Because of quota limita- 
tions, he was not promoted and is now desig- 
nated as a cook striker, which suits him, He 
apparently recognizes his limitations, but 
these do not depress him. His steadiness is 
probably his greatest strength. 


In reviewing the subject’s prior service 
and recruit training adjustment, the ex- 
aminer stated : r À 


He is a small-town Southern Negro with old- 
fashioned Southern Negro attitudes. His moth- 
er is a domestic and his stepfather is a 
handyman. Neither of his parents was used to 
success or expected much—they were not com- 
petitors and were not, apparently, aggressive. 
The subject is a product of this environment 
and is, himself, passive, compliant and steady, 
but limited culturally and intellectually, 

He has fitted in well with an authoritarian 
system where the rewards for conformity, 
obedience and average work output are food, 
a place to sleep, security, small but regular 
income, and where modest needs for diversion 
are met. Subject man got off to a slow start in 
boot camp, but as he says, “caught on to 
things gradually” and has done fairly well. 


The adjustments of most of the subjects 
comprising this group were rated by the 
examiners as being in the average to slight- 
ly below average range. These enlistees 
were able to adjust satisfactorily to ship- 
board life despite the fact that their 
performances were not qualitatively much 
different from those shown in recruit train- 
ing. In other words, it would appear that 


training commands sometimes maintain 
standards which are either higher than 
those encountered in the fleet or irrelevant 
to duties in the fleet. For example, difficul- 
ties in passing tests, problems in marching 
and drilling and difficulties in passing in- 
spections on the recruit training level may 
be quite irrelevant to the degree of com- 
petency an enlistee achieves in his occupa- 
tional specialty aboard ship. 

On the other hand, it is possible that 
some of the subjects comprising this group 
made satisfactory fleet adjustments, despite 
their performance inadequacies in recruit 
training, simply because they were as- 
signed duties such as chipping paint and 
mess-cooking—tasks frequently viewed as 
requiring no more than a minimal level of 
performance effectiveness. In other words, 
had these enlistees been placed in posi- 
tions of greater responsibility, perhaps 
they would not have been able to main- 
tain acceptable fleet adjustments. As one 
examiner stated, regarding a subject in this 


group : 


Although there are no emotional differences 
between this enlistee’s present and past ad- 
justment, I feel the man has gotten along in 
the Navy so far because during the first four 
years the service can support a dependent, 
somewhat compulsive, low or below average 
1.Q. person such as the subject. Whether or 
not this is desirable from the Navy's point of 
view is another matter. 


The last hypothesis, about the behavior 
of the 13 subjects in the third group, postu- 
lates that some enlistees experience an 
acute and unfavorable emotional reaction 
upon entering recruit training which is 
inconsistent with their pre-service level of 
adjustment. In retrospect, these cases 
would more appropriately have been la- 
beled “situational maladjustment.” The en- 
listees in this group differed from those in 
the other two groups in that their pre- 
service histories were not markedly path- 
ological. Subject C is a case in point. 

While in training, Subject C’s adjustment 
was characterized by very poor perform- 
ance, difficulty in passing weekly tests, 
poor motivation and unreliability. He gave 
a history of disrupted home life, school 
failure and an extensive juvenile delin- 
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quency record. His aptitude board report h 
concluded with the following summary : 


Subject C relates in a passive manner and — 
shows many dependency features. He has al- 
ways had difficulty in relating to authority and 
peers. He shows little enthusiasm or motiva- 
tion. His chronic disciplinary behavior prom- < 
ises to continue and he is not considered to be 
suitable for the naval service. His discharge is — 
recommended. i 


After two years in the fleet, the phase- 
one follow-up examination revealed the fol- 
lowing : F 
His adjustment in most respects has been satis- 
factory. He has been on report five or six 
times for minor offenses such as being away 
from his place of duty, etc., but he has had ` 
no court martial. . . . He appeared to be a — 
moody, easily annoyed person who often is 
unhappy. His motivation is adequate. . . . He 
appeared to have definite schizoid and passive- — 
aggressive personality traits but these are not 
severe enough to preclude military service. 


In the phase-two evaluation, the examiner 
remarked : 


His adjustment is about the same as it was 

prior to recruit training and better than it was 
during recruit training. During this interview 
he indicated that his civilian adjustment was 

somewhat better than that revealed in the — 
aptitude board report. . . . He claimed he — 
came to the attention of the civil authorities 
only on a few occasions and apparently there 
was nothing serious enough to warrant ac- 
tion. . . . His poor performance in boot camp 
apparently was largely situational and transi- 
tory in nature—he has since shown that he is 
capable of better performance. . . . He appar- 3 
ently exaggerated his defects in relating his 
civilian adjustment while in boot camp-—prob- 
ably due to the fact that he was dejected and 
unhappy and wanted to be discharged from 

the Navy. 2 


Most of the subjects comprising this 
group were poorly motivated during the 
initial stages of recruit training. Sometimes 
they purposely distorted their pre-service - 
histories or exaggerated minor pathology 
in order to attempt to effect a release 
service. Other subjects in this group, 
despite having maintained adequate pre 
service adjustments, were threatened 
the abruptness of the change in going 
civilian to military life. Their 1 
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tology, however, was merely transitory, 
and, in retrospect, was not indicative of 
a long-standing history of character de- 
fect. These subjects benefitted greatly by 
the firmness and the setting of limits which 
was accomplished by their appearance be- 
fore the recruit training aptitude boards. 
The following quotation is taken from the 
follow-up examination of a case in this 


group : 


While in boot camp he tried to get out of the 
Navy via nerves—claustrophobia, etc., but now 
greatly appreciates the fact that the aptitude 
board turned him down and kept him in the 
Navy. He says, “Td sure like to shake those 
men’s hands because they gave me a chance 
to find myself.” 


DISCUSSION 


This study was designed to investigate 
the predictive validity of psychiatric judg- 
ments of military ineffectiveness as rend- 
ered by clinicians at naval recruit training 
commands. There are two major conclu- 
sions which would seem to be warranted 

-from the results of the investigation. First, 
as evidenced by the higher subsequent 
service attrition of the group of unsuitable 
enlistees in comparison with the control 
group, psychiatric judgments of suitability 
or unsuitability for naval service were 
found to have some predictive validity. In 
order to achieve this result, however, it 
was ascertained that the number of re- 
cruits who would have been discharged 
from service inappropriately, as evidenced 
by their later satisfactory adjustments, was 
very high. This result could be interpreted 
as indicating that, although the system of 
psychiatric screening currently utilized has 
statistical validity, its practical value is 
limited. The utility of the procedure, how- 
ever, is dependent upon administrative 
considerations which are beyond the scope 
of this report. 

The second conclusion to be drawn from 
this study is that service life beyond recruit 
training can be a supporting and maturing 
experience for many youths who initially 
appear to possess little potentiality for 
achieving effective adjustments. 

The finding that many were able to sur- 
vive at least two years in the fleet with 


adjustments which were, for the most part, 
acceptable, certainly* suggests that their 
initial classification under the character 
and behavior disorders was in error. Rec- 
ognition of the behavior of some recruits as 
being only situationally maladjustive could 
permit a wider utilization of psychiatric 
services in the area of supportive guid- 
ance and manipulation of the training en- 
vironments so as to lessen the initial stress 
of service life which some enlistees experi- 
ence. 


SUMMARY 


In 1960 and 1961, of 216 recruits ad- 
judged unsuitable by aptitude boards at 
two naval recruit training commands, 134 
were deliberately graduated from training 
in order to assess their adjustment in the 
fleet. Two years subsequent to graduation, 
97 of these sailors were still on active duty 
in the Navy and their over-all adjust- 
ments, evaluated on the basis of psychiatric 
follow-up examinations, were not demon- 
strably different from those of a matche 
control group. s 

It is suggested that the unexpected high 
rate of fleet retention among enlistees 
judged to be unsuitable as recruits occurred 
because a) many subjects were able to 
achieve emotional growth and maturity in 
the supportive and stable environment of 
the military, despite their pathological back- 
grounds; b) the fleet was able to utilize 
the services of some marginally perform- 
ing enlistees, at least during the first sev- 
eral years of their enlistments; and c) 
initial training and adjustment problems 
were, for some youths, merely transitory. 
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THAT MOST DIFFICULT YEAR 


The first year of psychiatric residency 
training is probably the most difficult year, 
professionally speaking, in a psychiatrist’s 
life. For it is in this year that he is least 
skilled and, paradoxically, must treat the 
sickest (i.e., hospitalized) patients. 

i It is in this year that he must learn not 
_ only about psychopathology but also to 
_ understand the special language of psy- 
= chiatric symptoms and of the unconscious. 
: He is expected to become conversant with 
~ and know when to use the many forms of 
= psychiatric treatment. The long list in- 
cludes the varieties of psychotherapy, drugs 
_ and electroshock, group and family and 
; milieu therapy, work and occupational/rec- 
_ reational programs, dance therapy and psy- 
_chodrama, collaborative work and home 
_ Visits, $ 
= This first year of residency training is 
usually spent on an inpatient service, most 
_ likely on an open ward or in a partially 
n hospital. It is the purpose of this 
per to present some of the problems 
t the first year resident must face. These 
_ observations were made by the author at 
the psychiatric division of a University 
_ Medical Center,’ over a several-year peri- 
= od while he was functioning as a ward 
psychiatrist on a 24-bed mixed open ward, 
There are four such adult wards in the 
hospital, with three or four psychiatric 
residents assigned to each ward and with 
patients of all diagnostic categories ad- 
“mitted at random to each ward. In addition, 
each ward has its own ward psychiatrist, 
psychologist, social workers, occupational 
therapist and nursing personnel. 


THE MUTUAL PARTICIPATION MODEL 
OF DOCTOR-PATIENT INTERACTION 


A major difficulty for the beginning psy- 
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chiatric resident is to decide just how ac- 
tive he must be with each patient. As an 
intern, he was used to being the doctor in 
charge. His function was to actively diag- 
nose and prescribe for physically ill but 
emotionally usually passive patients. He 
may now still treat some psychiatric patients 
that way (for example, delirious patients ) 
but for most others this active-passive 
model of doctor-patient relationship does 
not apply. For the present illness of the 
psychiatric patient is rarely as clear- 
cut as, for example, that of the patient 
with pneumonia or a broken leg. It usually 
takes some effort just to discover why the 
psychiatric patient needs hospitalization at 
this particular time in his life. The patient 
is not usually in the hospital because he 
has just now become ill, Frequently he 
has been ill for some time but has decom- 
pensated from a previous more or less func- 
tioning equilibrium. And the resident must 
find out from the psychiatric patient what 
he himself wants to do about his prob- 
lems. For the resident and patient must 
share the same goals about what the hos- 
pitalization should accomplish or a thera- 
peutic impasse will inevitably result. The 
patient's attitudes, then, are crucial in de- 
termining the success or failure of the 
therapeutic regimen. 

This is a far cry from anything the resi- 
dent has learned on the medical school 
wards or in his internship. In short, the 
doctor-patient model becomes one of mu- 
tual participation rather than activity-pas- 
sivity(3). There are many ramifications of 
this mutual-participation model of doctor- 
patient interaction. We have observed that 
a joint doctor-patient decision as to goals 
of hospitalization must be reached. To cite 
an example of widely divergent goals; one 
resident tried to help a patient resolve his 
conflicts about his mother while the nurse’s 
goal was to help him test reality. Then it 
was discovered that the patient was really 
in the hospital to “hide out” from the 
police, 

Responsibility for the mental patient. 
After the resident realizes that the patient 
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mutually participates, in a real sense, 
in his psychiatric BAE a E ERN 
becomes even more complicated. For now 
the resident must decide just what func- 
tions each psychiatric patient is or is not 
able to assume and how much responsi- 
bility one can expect from a “mental pa- 
tient.” Confusion may begin even before 
admission when the resident must insist 
that each patient, no matter how psychotic, 
delirious, semi-conscious or otherwise out 
of touch with reality, has to sign in as a vol- 
untary patient at the hospital. Sometimes 
the patient is too disturbed to know what 
he is signing but unless he does he cannot 
enter the hospital. 
Control of behavior. There is usually 
wide latitude (within certain limits set by 
the hospital administration) for acceptable 
behavior and each resident must find the 
amount of control that is most helpful to 
each patient. Psychiatric diagnosis does 
not help resolve this confusion. Contrary 
to what one might expect, many psychotics 
can handle responsibility well while some 
neurotics and most character disorders 
need strong controls, 
Several examples illustrate some prob- 
lem areas: 1) One resident, saying, “If you 
can’t act crazy in a mental hospital, then 
where can you act crazy,” subtly encour- 
aged a patient to repeatedly destroy prop- 
erty and physically harm other patients and 
staff as long as he caused no trouble while 
attending his few classes each week on the 
nearby campus. 2) Another example is that 
of the resident who misapplies the psy- 
~ choanalytic model of understanding, with- 
~ out controlling. This resident will spend 
_ hour after hour listening to the patient 

produce genetic material, but will not in- 
tervene when the patient, outside his ther- 
apy session, runs away from the hospital, 
gets drunk and otherwise demonstrates 
that he is out of control, 3) A com- 
mon difficulty is manifested by the resident 
who resents authority, dislikes “rules” and 
vicariously lets his patients fulfill his 
wishes. As one resident candidly stated, “I 
hate to get up in the morning to come to 
work—I let my patients sleep late (contrary 
to the ward policy) because that’s what 
Td like to be able to do.” 4) Also common 
is the resident who has great difficulty 
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saying no to the requests of any of his 
patients. This resident often wants very 
much to be liked by the patient and the 
rest of the staff, He may even abrogate his 
decision-making role in general to nursing 
staff or whoever will assume it. He finds 
it hard to handle anger in his patients and 
associates. It is particularly the depressed 
and manipulative patients who are harmed 
by this approach. 

These are examples of undercontrol, of 
patients’ behavior. Just as common and at 
least as destructive are the problems of 
overcontrol, One difficulty that leads to 
overcontrol of patients has its roots in the 
very first days of the residency. The resi- 
dent begins the year with a mixture of 
omnipotent optimism plus a variable de- 
gree of anxiety at how little he knows. He 
feels that if any patient will trust and con- 
fide in him then the patient will be cured, 
Initially, many patients sense this tremen- a 
dous interest and investment in them and 
do respond. But as the inevitable problems 
arise and therapeutic success does not al- 
ways occur promptly, the resident's over- 
expectancy is accentuated and he becomes 
frustrated(1). The resident begins to feel ~ 
that the staff is silently questioning his — 
worth as a therapist. Consequently, produc- 
tion of results (i.e, a grateful and well- 
behaved patient) may become his yardstick 
for measuring his psychiatric competence, 
The resident then proceeds to overcontrol 
his patients in all spheres of behavior to 
prove his worth as a therapist. 

His initial fears that all mildly depressed 
patients will suicide often leads the res 
dent to place many of his patients on a ~ 
very restrictive regimen of suicide observa- 
tion. This takes much of the responsibili- 
ty for their own behavior away from 
patients who should have the opportunity — 
to handle it themselves. q 


“RIGHT AND WRONG” IN PSYCHIATRY ý 
The resident must maintain close con- 
tact with liaison services if he is to bean 
effective inpatient psychiatrist. He will 
then be exposed to all kinds of pressu 
for control of patients. For example, 
food service personnel will insist that 
clean plate at mealtimes is the sine 
non of therapy. The occupational the 


will stress production of craft items as the 
key to mental health. 

And the nursing staff, though usually too 
diverse to present any one attitude, will 
provide the resident with much food for 
thought about his attempts to manage or 
control his patient’s behavior. He may be 
informed by one nurse that his patient 
swore or even was sarcastic that day and 
ask what he is going to do about it. Yet 
another nurse supports all verbal expression 
of feelings. One nurse accuses the resident 
when his patients hold hands, another en- 
courages “romantic behavior.” One nurse 
may become upset if the patient is not 
clean-shaven ; another stresses “individual- 
ity.” The examples are endless. Then every- 
one expects the resident to decide what 
is “therapeutic” in each instance, 

Thus the resident will often find himself 
questioning what is “right and wrong” in 
handling psychiatric patients. He may seek 
refuge by requesting rules to cover all such 
difficult areas, 

This confusion about the amount of re- 

- sponsibility that can be entrusted to men- 
= tal patients persists to some degree for all 
the staff throughout the patient’s hospital- 
ization, At our hospital, each of the wards 
wrestles with the problem in its own way. 
For example, some wards prevent the pa- 
tients from entering their own rooms ex- 
cept at certain times in order to promote 
socialization in the dayroom. Other wards 
not only leave it up to the patients but 
have even created a small music and read- 
ing room where one or two patients at a 

time can, at their discretion, spend some 
quiet hours. On some of our wards, staff 
feels that the patients are too sick to an- 
swer the pay phone so staff assumes this 
function. However, staff on other wards 
(with identical kinds of patients) expect 
the patients to handle this function and 
even to intervene themselves should one 
of them handle this responsibility poorly, 

One of the premises for entrusting re- 

sponsibility for their behavior to patients, 
both individually and collectively, is that 
group pressures can be extremely effective. 
One fire-setter on the ward, a mentally 
deficient adolescent, could not be con- 
trolled by either his resident or the rest 
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of the staff and numerous small fires broke 
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out. Finally the patients as a group became 
involved, called a special meeting and spe- 
cifically prohibited this behavior. There 
were no more episodes of fire-setting. In 
the case of the patient attending college 
but otherwise out of control (mentioned 
above), the resident was forced by the 
staff and patient group to tell the patient 
that he might be crazy but he had to 
stop harming people and property. The 
result was prompt cessation of these ac- 
tivities. This mental patient, to the surprise 
of his resident, was able to take responsi- 
bility for his actions both on and off the 
ward. 

Occasionally, despite an intense invest- 
ment on the part of the resident and the 
staff, a patient does not improve or gets 
worse. The feelings of helplessness which 
then emerge in the resident and the staff 
are extremely difficult to endure. Somone, 
often the resident, becomes the scapegoat. 
If only he would order a new medication, 
ward job or even electroshock, the patient 
would respond. Or some minor nursing 
transgression becomes the total reason for 
the patient's failure to improve. 

The resident, in turn, looks to his super- 
visor or the attending psychiatrist for the 
“final word.” He may feel that what is 
needed is to bring in a famous (and hence 
omnipotent) outside consultant. He often 
questions the training program and may 
request a new lecture series or a chance to 
see others do psychotherapy in order to 
get “the answers.” This search for omni- 
potence has been well described(2), All of 
these defensive maneuvers by the staff and 
the resident help avoid the feelings of 
helplessness, 

Another difficult area for the resident is 
that of his image of himself both as a physi- 
cian and as a psychiatrist. Just how free is 
he to take a walk or pass a football with a 
patient? Must he limit his patient contact 
to his office or the patient's room, in a one- 
to-one setting ? And what does he do when 
a patient asks him to play ping-pong or 
to compete in a patient-staff baseball game 
or swimming meet? As one resident said, 
“How can I slide into second base and 
maybe get tagged out by my patient and 


bi work with him psychotherapeutical- 
y š 


SUMMARY 


' Some of the pitfalls that the first year 
psychiatric resident will encounter are dis- 
cussed. He must struggle with them, which 
means taking a good look at himself in the 
process. There are usually no right or 
wrong answers, no absolute rules to cover 
all cases. But, having wrestled with and 
resolved some of these problems to his 
own satisfaction during his first, and most 


Nature is preferable to an unskillful one. 
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“A MOI LA MEDICINE MAIS SANS LE MEDECIN” 


hysicians in our neighborhood will probably be good ones in time. But 
PESA as well as science are necessary to make a skillful physician, and 


difficult year, he will be well on his 
toward becoming a psychiatrist. 
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MEMORY AND ELECTROCONVULSIVE THERAPY 


EMIL N. ZAMORA, M.D., ann RUDOLF KAELBLING, M.D. 


The effectiveness of electroconvulsive 
therapy (ECT) with psychiatric patients 
has become widely accepted since its in- 
ception in 1937. However, some degree 
of mental confusion and memory impair- 
ment have been seemingly unavoidable 
aftereffects. This has been one of the ma- 
jor factors in limiting the use of ECT, Some 
authors look upon the confusion and mem- 
ory impairment as essential for the thera- 
peutic effect, while others consider it a 
distressing and undesirable side effect, best 
to be eliminated if this were only possible. 
These divergent views were summarized 
by Brengelman(2) and Kalinowsky(8). 
Both authors concluded that there is in- 
sufficient evidence to attribute therapeutic 
value to memory disturbance, 

Lancaster, Steinert and Frost(9), Canni- 
cott(4), and Martin and associates(10) 
tried to avoid confusion and memory im- 
pairment by unilateral electrode placement. 


“They found that unilateral ECT causes 


less memory loss than does bilateral ECT. 
However, the question remained whether 
this was due to the fact that only one side 
of the brain bore the brunt of the electrical 
stimulation or whether dominance was the 
decisive factor. These authors assumed 
that dominance was responsible for their 
results, since they always applied unilateral 
stimulation to the nondominant hem- 
isphere. They failed, however, to prove 
this conclusively, because they apparently 
did not establish dominance in their pa- 
tients by detailed testing, and they did 
not include a control group with unilateral 
stimulation to the dominant hemisphere, 
Without such a control group one could 
explain their finding along the lines of the 
results of Ottosson(13), who claimed that 
the degree of memory impairment was 
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proportional to the amount of electrical 
stimulation delivered to the brain. If uni- 
lateral electrode placement delivers less 
electricity to the brain than bilateral ECT, 
then the avoidance of memory loss in the 
former may be independent of laterality. 
Indeed, the findings of Hayes(7) with re- 
spect to resistance and path of the electri- 
cal current would make this alternative 
explanation quite plausible. 

Our qualifications in regard to the theo- 
retical significance of the work of these 
authors should not detract from the fact 
that they achieved what they had aimed 
for: ECT could be given without dis- 
tupting memory, yet therapeutic efficacy 
was not reduced. After some twenty years 
this represented the first major improve- 
ment in this treatment method, except for 
the modification of ECT with muscle-re- 
laxants to prevent fracture, which was in- 
troduced about the same time but found a 
much more rapid general acceptance. 

Lancaster and his coworkers in 1957 were 
not the first to use unilateral electrode 
placement. Friedman and Wilcox(6) had 
already in 1942 made mention of unilateral 
electrode placement, when they investigat- 
ed ECT with different types of electrical 
stimulation dosage and electrode location. 
Their studies demonstrated that a general- 
ized convulsion could be induced by uni- 
directional current “between homolateral 
temple-vertex leads,” and that less energy 
was required than when alternating current 
was used for the same purpose. However, 
they made no mention as to significance 
with respect to memory. 

Cameron(3) summarized the efforts that 
had been made through the years to de- 
fine the anatomical substrates of memory. 
He traced the thinking from the 19th cen- 
tury, when neurologists favored the con- 
cept of localized storage of memory, 
through the early 20th century when ani- 
mal experimenters, mainly psychologists 
using surgical techniques, took up the 
search. When this group reached the point 
of diminishing returns in the early 1950's, 
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neurosurgeons used advanced surgical 
techniques to provide more abundant and 
reliable information. The “hippocampal- 
fornix-mamillary system” was defined when 
its bilateral damage produced marked re- 
cent memory impairment and immediate 
retrograde amnesia for several weeks. By 
now most consider memory as a two-stage 
procedure ; a focal process of initial regis- 
tration and consolidation precedes a sub- 
sequent dispersal involving large portions 
of cerebral cortex. 

From “split brain” experiments(12, 14) 
in the last four years has come more in- 
triguing information with respect to mem- 
ory and learning. Generally, from the accu- 
mulated evidence it appears that learning 
in one hemisphere is usually inaccessible 
to the other hemisphere if the com- 
missures between the hemispheres are miss- 
ing. Apparently the corpus callosum func- 
tions to allow the two hemispheres to share 
learning and memory, either by trans- 
mitting information at the time learning 
takes place, or by supplying it on demand 
later. In man, in whom one hemisphere is 
nearly always dominant, the latter concept 
tends to prevail particularly in memory 
relating to language. 

Essentially, bilateral ECT entails the 
passage of an electric current transversely 
across the brain. This would seem to in- 
volve both temporal lobes, including the 
speech memory area on the dominant side, 
and affect them in a manner as yet ill 
defined(17), which interferes with memory 
processes possibly by way of the hippo- 
campal-fornix-mamillary system. By apply- 
ing the convulsing stimulus unilaterally on 
the nondominant hemisphere to obtain a 
grand mal seizure, it was hoped the dom- 
inant hemisphere, presumably the seat of 
verbal memory, would be relatively spared 
from the disrupting effects of the current, 


although of course, all the cells of the , 


brain are involved in a grand mal convul- 
sion. 


METHOD AND MATERIAL 

The purpose of this study is to determine 
whether psychiatric patients receiving uni- 
lateral electroconvulsive stimulation over 
the nondominant hemisphere have less 
verbal memory deficit than do patients 
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having electroconvulsive stimulation over 
the dominant cerebral hemisphere. 

Referrals for the study were made by the 
staff psychiatrist or resident in charge of a — 
patient, once the independent decision had 
been made that the patient would receive 
ECT. The investigation was conducted 
with 12 female and 16 male psychiatric pa- 
tients, all recent admissions, k 

Patients included in the study were re- — 
quired to satisfy the following criteria : 
a) age range 20-64; b) no ECT within — 
the last year; and c) no neurological evi- 
dence of cerebral impairment prior to the 
onset of treatment as determined by his- 
tory, neurologic examination and EEG. 

Before the initial testing the patient was 
also to be free of all medication for at least 
twelve hours. Medications were to be re- 
stricted throughout the study to a rel- 
atively few, namely, chloral hydrate when 
sedation was indicated and a few analges- 
ics, aspirin and APC, as needed, No tran- , 
ques drugs or antidepressants were to 
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used, 

Patients were tested for the first time 
within 48 hours prior to the first ECT and a 
subsequent memory performance score was 
obtained 30-36 hours after the fifth treat- 
ment. The patient's involvement with the _ 
study then ceased, but he continued with 
ECT as determined by the attending psy- 
chiatric staff. ECT was given three times — 
per week with at least 48 hours between 
treatments. 

Initial testing consisted of a “dominance” 
test battery followed by a memory per- | 
formance rating which was determined by 
using Wechsler Memory Scale Form "lg 
from which the visual memory subtest was 
excluded. This same memory scale was 
used to test all patients after the fifth 
treatment but the battery for dominanee 
was not repeated. 

Scoring was carried out in accordance 
with the Wechsler Memory Scale b i 
with only raw scores being used. No 
tempt was made to use the constants sup: 
plied to correct for age since they 
supposed the use of the complete scale. _ 

The dominance test battery(1, 5), W 
is described in Table 1, is an a 
determine more accurately 
inance than by direct inquiry about a 
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edness. Once dominance was determined 
(9 of 12 tests to be on the same side as a 
minimum for dominance), the dominant 


` cerebral hemisphere was assumed to be 


j 
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the contralateral one, As each patient was 
tested and the dominant hemisphere deter- 


mined, the patients were divided into two 


groups: group ND (those receiving uni- 
lateral ECT on the nondominant side) and 
group D (those receiving ECT on the 
dominant side). Selection was made by 
assignment to one group and then the 
other in a random alternating fashion as 
each patient was tested. 


TABLE 1 
Dominance Test Battery 


The patient was given the following tasks, which 
were scored as described : 


1. “Tell us the hand you prefer for writing and fine 
work.” The side was recorded as stated by the 
patient. 

2. “Hold a card with a pin hole to your eye with both 
hands and then read the printed material” (which 
was held at a distance of approximately 10-12 
inches). The eye used was recorded. 

3. “Sight carefully with a toy dart gun held with both 
hands and hit that object” (approximately six feet 
away). The eye used to sight the gun was recorded. 

4. “Write your name on that pad” (pointing to the pencil 
and paper on the table in front of the patient). Upon 
completion the patient was asked to repeat this using 
the other hand. The hand having the most well 
coordinated movement and producing the best writing 
was recorded, 

5. “Tear the sheet of paper with your name on it out 
of the pad and then rip the sheet in two.” The hand 
with the greatest range of movement as well as the 
hand used to tear the sheet from the pad was noted, 

6. “Catch this ball, with one hand.” The brightly colored 
ball was thrown to the patient and two of three 
catches would qualify the hand. 

7. Then the patient was handed the same ball and re- 
quested to “throw the ball at this target as you 
would a dart” (pointing to an object about six feet 
away), Again two of three attempts would qualify 
the hand, 

8. “Pick up the scissors from the table and cut along 
this line as closely as possible.” When halfway along 
the irregular line he was then asked to switch to 
the opposite hand to complete the cutting. The ease 
of movement, trueness and closeness of cut, were 
used to qualify the dominant hand. 

9. “Reach” was established by having observed the 
hand used by the patient to pick up the card with 
the pin hole, the toy pistol, the pencil for the writing 


test, the ball and the scissors. A simple majority 
qualified the hand, 

10, The patient was asked to stand on a chair placed 
directly in front of him. The foot placed on the 
chair first was noted. Two of three attempts qualified 
the foot. 

11. While standing on the chair the patient was asked 
to balance on one foot. Again two of three attempts 
qualified the foot. 

12. Finally the patient was instructed to kick a small 
ball, which was placed on the floor directly in front 
of him, through the legs of a nearby chair as hard as 
he could. Only one attempt was asked of the 
patient. 


Each of the twelve items yielded one laterality score, 
and handedness was arbitrarily chosen as the side onto 
which fell at least nine scores. In other words a patient 
who deviated from scoring on one and the same side in 
more than three of the twelve subtests was to be con- 
sidered ambidextrous. 


The ECT in each case was done by the 
resident or staff psychiatrist in charge of 
the case, after being instructed as to the 
side and positioning of the electrode place- 
ment. As suggested by Lancaster, Steinert 
and Frost(9), the lower electrode was 
placed midway between the lateral angle of 
the orbit and the external auditory meatus 
and 1% inches above this line. The upper 
electrode was applied 3 inches higher than 
the lower and at an angle of 70 degrees 
to the line. A further condition, insisted 
upon by ourselves, was that the upper 
electrode not be posterior to a line drawn 
between the two external auditory meati. 

The ECT procedure was standardized 
in that all patients were premedicated with 
atropine and treatment was carried out 
with intravenous thiopental anaesthesia, 
muscle relaxants (succinyl choline) and 
oxygen inhalation. The electrical dose was 
adjusted according to age and was mod- 
erately above the threshold for a grand 
mal seizure, exactly as is customary for 
bilateral ECT. 

The experiment was not performed in a 
double-blind fashion since all the testing 
and selection of patients was carried out 
by the same person. 


RESULTS 


The study included fourteen patients in 
each of two groups, dominant and non- 
dominant. The test battery for dominance 
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TABLE 2 x 
Analysis of Variance 4 
— 
DEGREES OF MEAN A 
SOURCE OF VARIATION SUM OF SQUARES FREEDOM SQUARE F PROBABILITY $ 
Between subjects 
Laterality (A) 279.00 1 279.00 1.72 ns, 
Subjects within groups 4218.00 26 162.23 
Within subjects 
Number of shock trials (B) 54.00 1 54.00 1,70 ns, 
Interaction (AB) 498,00 1 498.00 15.66 001 
B by subjects within groups 827.00 26 31.81 


n.s, = not significant. 


showed all subjects to be clearly “right- 
handed.” 

Statistically nonsignificant age discrepan- 
cies between the two groups were found 
to exist as determined by the Student t 
test. The nondominant group had a mean 
age of 43.0 years and consisted of eight 
males and six females whereas the dom- 
inant group had a mean age of 36.6 years 
and consisted of seven males and seven 
females. 

The statistical method of analysis of 
variance for repeated measurement (see 
Table 2) was applied to the results with 
no significant difference being found in 
scores between subjects when laterality 
(dominant or nondominant) was consid- 
ered alone, nor was there any significant 
difference found in scores within sub- 
jects when the shock trial factor was con- 
sidered alone. However when the inter- 
action effect between laterality and shock 
trial was analyzed it was found to have 
marked statistical significance with p great- 
er than the .001 level for 1 and 26 degrees 
of freedom. 

Plotting of the mean scores on a graph 
(see Figure 1) indicates the improvement 
of second memory performance score over 
the first in the nondominant group while 
in the dominant group the extent of de- 
terioration between the first and second 
memory ratings is evident. 

The difference between the means of the 
pre-ECT scores for both laterality groups 
was not found to be significant as de- 
termined by the Student f test (see T: ‘able 
3). However, using the same statistical 
method, the difference between the means 
of scores of the two groups after the fifth 


ECT was found to be significant at the — 
p=.01 level. l 
Using the correlated Student t method — 
of analysis, the difference between the 
mean scores of pre-ECT ratings and those 
found after the fifth treatment for each of — 
the dominant and nondominant groups was 
found to be significant beyond the p= .001 
level. With respect to the nondominant — 
group, an increase in the second score over — 
the first of 10.6 percent was noted. A sim- — 
ilar comparison in the dominant group 
yielded an 8.1 percent loss in score. j 
Age of subjects was plotted against 
change in scores in an effort to find a cor- 
relation but none was evident by visual — 
scanning. Similarly a mean of electrical 
dosage for each patient was plotted against — 
the respective change in scores (the differ- — 
ence between two scores) for each patient — 
and no correlation was visually evident. 
A significant finding regarding the ECT 
technique itself was noted, A total of 14 
incomplete grand mal seizures (i.e, either — 


TABLE 3 i 
Significance of Differences in Memory Test Performance 


PRE-ECT POST-STH-ECT = 
PERFORMANCE 1 PERFORMANCE 2 
Mean (X) and Mean (X) and 
Stand. Dev. (s) Stand. Dev. (9) 
t ta i 
Dominant (D) X= 49.64 X = 45.64 (corr 
N=14 s = 11,92 
Nondominant (ND) X= 48.14 
N=14 s= 6.69 i ; 
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FIGURE 1 


The Course of Memory Test Performance 
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one half the body, usually the contralateral 
half, or three quarters of the body except- 
ing the ipsilateral arm, were seen to have 
clonic movements) was seen in the non- 
dominant group and a total of 16 incom- 
plete grand mal seizures was seen in the 
dominant group (see Tables 4 and 5). This 
finding was similar to one noted in the 
original paper of Lancaster and associ- 
ates(9). Most of these nongeneralized 
seizures were associated with lower electri- 


solid line = 
broken line= D, dominant group 


ND, non-dominant group 


No. of shock 
trials 
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cal dosage. A substantially higher dosage 
of electricity was needed for unilateral ECT 
regardless of side, as compared to the 
dosage used in this hospital for bilateral 
ECT to produce a generalized grand mal _ 
seizure. 

In a random sample of subjects, electro- 
encephalograms taken before ECT were 
compared with those recorded after uni- 
laterally-induced ECT. The electroenceph- 
alographer, though uninformed about the 
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7 TABLE 4 
‘Characteristics of the Dominant Group 
aa. INCOM- 
AGE SEX DIAGNOSIS od pes R Nate) { 
46 F M.-D, depressed >] 10 
54 M Inv. psych. reaction = 15 2 om ain. T s 
36 F Depressive reaction = 10 = 140.4) 55 
44 F Schiz. chr. undiff. - 10 = 140( '5) 51 
31 F —_Schiz. paranoid g 9 1 160(7 
22 M Schiz. schi = 2a H 
chiz. schizo. aff. 20 3 120( .5)-150( .6) 54 
38M Schiz. chr. paranoid a 8 130.5) 55 
22 M Schiz. schizo, aff. ži 18 4 130( '5)-170 75) 69 
34 F Psych. neurotic dep. - 8 - 130( ‘5) ‘ 61 
46 F Reactive depression 1 12 - 150( 6) 57 
20 M Schiz. schizo. aff. = 7 0 130( .6) 62 
51 M Inv. psych. reaction - 8 2 130( .6)-140(.75) 42 
22 M Schiz. chr. undiff. = 5 = unavailable 28 
46 M Schiz. schizo, aff. 1 8 - unavailable 45 
TABLE 5 
Characteristics of the Nondominant Group 
PREV. INCOM- 
COURSES TOTAL PLETE DOSAGE SCORES 
AGE SEX DIAGNOSIS ECT ECT G.M. MV.(SEC.) 1 
37 F M.D, depressed 2 10 1 120(.5)-140(. 6) 56 
§2 F Inv. psych. reaction - 13 1 41 
42 M Schiz. paranoid = 8 2 120(.6)-140(.75) 42 
38 F Inv. psych. reaction á 10 - 140(.5) 43 
36 M M.-D. depressed - 10 1 130(.5)-140( .6) 45 
39 F Emot. unstable with 
depression ae 9 - 130(.6) 58 
20 M Schiz, paranoid 7 10 1 120(.5)-150( .5) 52 
45 F Schiz. schizo. aff. os 10 - 130.6) 43 
61 M Dep. reaction = 10 3 130(.5)-150( .6) 45 
61 M Inv. psych. reaction 1 15 4 150(.5)-170(.75) 58 
48 M Inv. psych. reaction = 5 0 150(,6)-140(.75) 43 
44 M Inv. psych. reaction - 7 1 1204.6) 41 
44 M Psych. dep. reaction = 8 0 unavailable 51 
35 F = HA 7 0 unavailable 56 
DISCUSSION 


side of the electrode placement, correctly 
determined in each instance the side on 
which ECT had been induced from the 
unilateral predominance of EEG changes 
(which were of the kind customarily found 
over both cerebral hemispheres after bi- 
lateral ECT). Since the EEG changes were 
so unmistakably and invariably on the 
side of the electrode placement we saw 
no reason to continue this part of the in- 
vestigation after the first five EEG com- 


parisons. 


Our results indicate a double effect. 
There is an improvement in verbal mem 
ory performance when the convulsive sti 
ulus is applied to the nondominant hem 
isphere, and there is deterioration in verb 
memory performance when the con 
stimulus is applied to the dominant 
isphere. 

Since application of electrodes over 
dominant hemisphere versus the non 
inant hemisphere was the only chi 
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_ factor involved in our ECT procedure, we 
conclude that the electrical stimulation 
alone provided the disorganizing influence 
on the dominant hemisphere. This is of 
course notwithstanding the fact that cells 
of both hemispheres are involved in the 
production of a grand mal seizure. 
_ We interpret the higher scores in verbal 
= memory performance in the nondominant 
group as a consequence of their improve- 
ment from depression. This entails the 
assumption that prior to ECT, in our first 
testing, these patients’ scores had been 
_ lowered as a consequence of their de- 
_ pressed state. Since depression is by defi- 
nition usually accompanied by psycho- 
= motor retardation, by loss of interest, 
_ initiative, self-confidence and by preoccu- 
pation with guilt and hopelessness, it is 
_ easy to see how such patients will perform 
less than optimally on memory testing. 
However, no attempt was made in our 
_ study to account for the change in per- 
formance which might be attributed to 
_ improvement of emotional state since no 
"quantitative method of assessing emotion- 
al improvement was used. 
` Tables 4 and 5 indicate the diagnosis for 
_ each patient and the total number of treat- 
ments required by each individual, If the 
reader is not deterred by the inherent 
speculation, these tables might be inter- 
_ preted to show that treatment was equally 
effective in both groups, or else more treat- 
ments would have been given to the group 
in which there was less efficacy. A reader 
who rejects this inference might even claim 
that our results could simply be a reflection 
of lesser therapeutic efficacy of ECT in 
the dominant group. The fact that the per- 
formance in the dominant group gets 
worse would then have to be explained on 
the basis of a worsening in the depressive 
illness of practically all the patients in the 
dominant group. This is in such obvious 
disagreement with the clinical observations 
that we feel quite justified in discounting 
this possibility. Instead we conclude that 
electrode placement over the dominant 
hemisphere does indeed impair verbal 
memory performance, while contralateral 
placement does not have this disruptive 


effect. 
Placebo effect was not controlled for in 
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our study. The patients did not know how- 
ever, that electrodes were placed unilater- 
ally and even if some of them should have 
been aware of the side to which electrodes 
were applied, they were hardly sophisti- 
cated enough to associate the side of the 
electrode placement with their perform- 
ance on the Wechsler Memory Scale. Test- 
ing was not even identified to them as a 
measure of memory but simply explained 
as a routine examination. We are con- 
vinced, therefore, that placebo effect, or 
suggestion, does not explain the differences 
observed between the dominant and the 
nondominant group. 

Though the study was not carried out 
in a double-blind fashion, it was hoped 
that any bias was limited by selecting the 
groups by a random alternating method, by 
not scoring the memory performance tests 
until the investigation was essentially com- 
plete, and by making no attempt to deter- 
mine into which group an individual pa- 
tient fell until the investigation was over. 

With respect to the dominance test bat- 
tery, possible shortcomings might have 
escaped our attention in the initial de- 
sign. The subjective question as to “hand- 
edness” should probably have been left 
till last, since it may well have set the tone 
for observed test performance through the 
patient’s own efforts to conform with his 
initial declaration. It would also have been 
desirable to have such a battery set up in a 
way that the patient would be unaware 
that dominance was being ascertained. 

The test for memory performance con- 
sisted of administering the Wechsler Mem- 
ory Scale Form I, excluding the visual 
reproduction subtest and, therefore, meas- 
uring only verbal memory performance. 
This makes it difficult to compare our 
results with those of others who have used 
this instrument in its complete form for 
memory rating in conjunction with 
ECT(10, 15, 16). We feared that inclu- 
sion of the visual subtest could obscure 
the results, considering the reported evi- 
dence that lesions of the nondominant 
temporal lobe cause disturbances in visual 
memory not associated with language(11, 
17). Visual memory, we believe, therefore, 
should be considered separately from ver- 
bal memory and should be approached 
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with a much more comprehensive test than 
is offered in the Wechsler Memory Scale 
subtest. We were not disturbed by the re- 
peated measurement effect for memory 
testing since each group would have the 
same opportunity to benefit from such an 
effect. 

Finally, the participating psychiatrists 
spontaneously proffered their clinical im- 
pressions that memory impairment had 
been more evident with bilateral ECT than 
in either of the two forms of unilateral 
ECT. This suggests a study in which all 
three possible electrode placements are 
compared ; bilateral, unilateral on the dom- 
inant hemisphere and unilateral on the 
minor, or nondominant hemisphere. If our 
impressions are borne out, memory per- 
formance should vary from lowest after 
bilateral ECT to highest in the nondom- 
inant group, with patients who received 
unilateral ECT over the dominant hem- 
isphere scoring somewhere in between. 
If such results are found, this would make 
it necessary to postulate a third factor that 
can alter memory test performance in addi- 
tion to depressive illness and the side of 
the electrode placement. Possibly the 
amount of brain tissue traversed by the 
electrical current would then also be found 
to be proportional to the degree of change 
in memory test performance after ECT. 

Regardless of the outcome of further 
studies, however, unilateral ECT on the 
nondominant side deserves acceptance as 
a significant beneficial modification of an 
already established basic form of treatment 
of the mentally ill. There would seem no 
reason to restrict its use. It should be 
offered to all whose condition warrants the 
use of ECT. 

Bearing in mind the concepts of memory 
and learning derived from “split brain” 
studies, some interesting speculation is pos- 
sible with respect to interhemispheric re- 
lations in mental illness, specifically inter- 
hemispheric conflict for the dominant role, 
selective attention and mechanisms of in- 
hibition. Going one step further, unilateral 
ECT could be used not only therapeutically 
but also experimentally to explore more 
fully the variations in brain functions other 
than verbal memory with respect to their 
asymmetrical representation in the hem- 


ispheres, the interrelations between hem- 
ispheres with respect to conflict and rein- | 
forcement and the entire concept a 
dominance including the various forms of 

ambidexterity. 


SUMMARY 


Unilateral electrode placement over the 
dominant hemisphere has recently been 
shown to avoid memory disturbance after 
ECT while retaining therapeutic effica- 
cy(4, 9, 10). However, the only controls 
used were patients on bilateral ECT and, 
therefore, these studies did not conclusive- 
ly show the role played by dominance, 
Furthermore, dominance was not estab- 
lished by detailed testing in any of the pre- 
vious papers, 

The present experiment answers these s 
questions by using as controls, patients S 
who received unilateral ECT on their dom- — 
inant hemisphere, and by the use of a j 
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special test battery to establish the pre- 
ferred laterality for hand, leg and eye. 
Twenty-eight patients were randomly as- 
signed to receive ECT either over the 
dominant or over the minor hemisphere, 
Electrodes were placed as described by 
Lancaster; otherwise standard, modified 
ECT was employed. Memory was tested 
with the Wechsler Memory Scale before 
the first ECT and after the fifth treatment. 
Drug intake was restricted during the 
study. Patients were chosen for ECT by 
their regular physician, but included in the 
study only if they had not received ECT 
within the last year, and if they had no 
evidence of neurological brain damage. P 
The mean scores and standard devia- 
tions for each group of 14 patients were 
calculated. There was no significant differ- 
ence in scores before ECT, but the second 
test showed a decrease of 8.1 percent in 
the group receiving ECT on the dominant — 
side, while the patients with electrode 
placement over the nondominant hemis- 
phere had an increase in their score of 
10.6 percent. I 
Analysis of variance for repeated meas- 
ures was applied, The interaction effect o 
shock treatment and the dominandi facte 
was significant beyond the .001 level. T 
EART A treatment and the dom- 
inance factor when considered individual r 
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were not significant. Thus the results con- 
 clusively show that only electrode place- 
ment over the dominant hemisphere is 
associated with memory loss, and that 
memory disturbance cannot be avoided 
4 simply by unilateral electrode placement 
regardless of dominance. 
ECT need no longer be accompanied by 
memory disturbance. More detailed testing 
for dominance, such as the battery em- 
_ ployed in this study, can guide the psy- 
chiatrist in preventing this disturbing side 
_ effect, With the substantiation of other 
appropriate tests the design of this study 
ean serve to elucidate asymmetrical local- 
y tion of mental functions other than ver- 
| memory, as well as to delineate varia- 
tions to be expected in ambidextrous and 
-left-handed patients. 
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OBSERVATION OF HOSPITALIZED PRISONERS BY THE 
PSYCHIATRIC NURSE 


BARBARA STANKIEWICZ, R.N., M.S. 


A nursing service is needed by the crim- 
inal suspect who chooses to plead insanity. 
When a prisoner enters this defense, the 
court may consign him to a psychiatric 
treatment unit for evaluation. His hospital- 
ization precipitates a series of conflicts and 
involves nurses in processes of prisoner 
observation and diagnosis. This paper ex- 
plores selected issues and conflicts raised 
when the court consigns a prisoner to a 
hospital treatment unit. Illustrative materi- 
al has been drawn from personal experi- 
ence on treatment units and from the 
shared observations of psychiatric person- 
nel. It is hoped the exploration will stimu- 
late further consideration of evaluation 
processes and awareness of nursing’s po- 
tential for contribution. 


IMPARTIALITY—FACT OR FANTASY ? 


When a suspect comes to a treatment 
unit, the criminal charges against him mark 
him as different from the average admis- 
sion. Nurses who hear that a prisoner is to 
be admitted to their unit can be expected 
to have the same emotional reaction other 
citizens commonly experience when laws 
are broken, They may feel angry because 
the offense represents a violation of their 
values, fearful that the suspect will repeat 
the act and curious about the kind of per- 
son who commits a crime. The amount of 
feeling staff has is influenced by the nature 
of the act and the publicity it has received. 
Crimes against persons are a special threat, 
especially if minors, sexual molestation or 
innocent persons were involved. Some diffi- 
culty in dealing objectively with prisoners 
seems only natural. 

Because charges against the prisoner pro- 
claim he has acted out on a forbidden im- 
pulse, nurses can be concerned about how 
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his example will influence patients, They 
often worry that patients struggling to 
channel aggressive drives may lose their 
controls, or that patients working through 
sexual conflicts may develop excessive anxi- — 
ety. Much of their fear is realistic. It is also — 
possible that some of their feeling stems 
from a conflict between their own behavior- 
al expectations and their actual behavior. 

Psychiatric personnel are taught to cul- — 
tivate a nonjudgmental attitude. However, 
some personnel favor prisoners for personal 
reasons. Conversely, nurses who have 
seen prisoners use treatment facilities as a 
means to avoid prison confinement, or to re- — 
duce a sentence, may find themselves con- 
demning a suspect. Faced with conflict 
between desired and actual attitude, they 
often feel ineffective, guilty, and con- 
clude that prisoners hinder the treatment — 
program, Nursing attitudes may well be — 
formed before any one suspect reaches the ` 
ward. The nurse is therefore obligated to 
examine her feelings about prisoners to — 
ascertain whether or not she has the im- 
partial attitude which seems prerequisite — 
to impartial observation. 


OBSERVATION VS, TREATMENT 


If a prisoner is admitted for the purpose — 
of treatment, nurses can fit him into the — 
structured therapy program. Admission for — 
the purpose of observation poses unique 
conflicts. Confusion stems from the fact 
that the accused is not a patient but in 
some respects must be treated as one, A” 
suspect admitted for observation is not 
really a patient because he has no given 
diagnosis or therapeutic program, How- 
ever, he goes through an admission proce- 
dure, is entered on the census, accumulates | 
a medical record and receives nurs- 
ing care, In my experience, personnel re- 
spond to his peculiar status in three ba 
ways. First, since the prisoner is on 
unit, and certainly is not staff, they pe 
ceive him as a patient. This means they 
quest tranquilization if he seems anxiou 
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insist that he participate in all ward ac- 
tivities and try to establish therapeutic re- 
lationships with him. A second reaction is 
to provide physical necessities and mini- 
mize other contacts. In this instance, prison- 
er care is perceived as “not nursing ;” re- 
sponsibility for evaluation is deferred to 
_ the psychiatrist. The third, most desirable 
and perhaps most difficult response, is an 
admission of confusion, coupled with at- 
tempts to clarify responsibilities. 

As part of differentiating treatment from 
observation, nurses must help decide 
whether the suspect is to participate in all 
ward activities or only in selected ones. The 
implicit purpose of a treatment unit is 
behavioral change; however, the prisoner 
is not admitted for this purpose. The point 
at issue becomes: Which ward activities 
are most likely to permit observation with- 
out markedly changing behavior? A likely 
compromise would be to have the prisoner 
_ participate in socialization and skill-orient- 
ed activities and to defer therapies which 
have behavioral change as their outstand- 
ing purpose. Once such decisions have 
_ been made, it is likely that nurses will 
direct the prisoner to participate in ap- 
propriate activities. 

Although the above suggestion has merit, 
it oversimplifies the issue. One must also 
attend to the case of the disturbed prison- 
er. If an individual is experiencing gross 
mental illness, staff are ethically bound to 
treat him and therefore change his be- 
havior. If personnel undertake prisoner 
treatment, they trespass upon the observa- 
tional boundaries established by the court. 
In practice, there is no ethical choice as 

to whether or not a disturbed prisoner is 
treated. If he needs treatment, professional 
staff feel morally bound to give it. The 
implication is that nurses must maintain a 
detailed record of his behavior from the 
moment of admission to discharge. The 
record will be necessary to help the court 
form an opinion as to the suspect’s legal 
mental status, 
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THERAPEUTIC ENVIRONMENT 
VS. PRISON ATMOSPHERE 


The treatment unit which receives a 
criminal suspect has a dual assignment. 
The unit is expected to implement treat- 


ment measures, but these frequently op- 
pose prison functions of control and con- 
finement. Patients are encouraged to make 
decisions about the future, to leave the 
hospital and to maintain community con- 
tacts. In contrast, prisoners must postpone 
decision-making until after the trial, re- 
main with the hospital and limit immedi- 
ate community contact. When hospital per- 
sonnel try to reconcile these differences, 
prison functions of security generally take 
precedence over treatment programming. 
Professional consciences and community 
opinion will not tolerate a prisoner’s es- 
cape. Nurses are frequently among the 
first to see a need to increase security and 
should initiate action through appropriate 
channels. 

Tightened security measures may modi- 
fy open door policies, change: staffing pat- 
terns and/or add a guard. Closing an open 
door limits freedom, represents regression 
to older, less effective patient treatment and 
could disturb the ward climate. The unit 
will also be disturbed if staffing patterns 
are rearranged to provide increased cover- 
age. 

The introduction of a uniformed guard is 
an outstanding source of concern. On the 
one hand, personnel may feel relieved to 
know he is available, At the same time, 
they are prone to anticipate adverse patient 
consequences—perhaps exaggerated suspi- 
cion, misinterpretations or withdrawal. The 
guard’s physical presence represents the 
prison atmosphere. His coming creates con- 
fusion about the respective roles of guard 
and nurse, 

Confusion occurs because the guard has 
been separated from his usual routine, has 
come to the unit to work, but is not really 
a nursing service employee. The situation 
becomes quite delicate if a guard feels he 
is acting as a nurse, or if staff feel a given 
guard is lax about his duties. Personnel 
may see an urgent need for a guard to im- 
prove his performance, but may feel they 
have no authority to speak with him about 
it, Both guards and nurses should have an 
open understanding of supervisory chan- 
nels available to each other. 

The coming of the guard requires ex- 
amination and revision of routine hospital 
practices. Questions such as who accom- 


panies the suspect to the shower, who 
supervises him while the guard eats and 
who is ultimately responsible for his 
whereabouts and actions are up for an- 
swers. If the guard is present while nursing 
measures are carried out, staff and patients 
may complain that he makes the unit look 
like a jail. If the guard is ayailable, the 
busy nurse is tempted to relegate nursing 
tasks to him. This is especially true if 
nurses fear the prisoner, or perceive his 
evaluation as solely the psychiatrist’s func- 
tion, 

The decision to place a guard on a treat- 
ment unit warrants serious thought. If he 
has a limited understanding of mental ill- 
ness, he is in the position of an uninitiated 
visitor who has the responsibilities of a 
trained officer. Such a position does not 
lend itself to comfort or effectiveness. The 
functions of guards working with nursing 
staff need to be spelled out so that each 
can pursue his respective assignment. It 
should be clear to all concerned that the 
guard is a supplement to nursing care and 
not a replacement for it. It falls to nursing 
to help delineate the specific areas in which 
he is needed. 

Another area for nursing contribution per- 
tains to maintaining the therapeutic en- 
vironment. In my experience, patients on a 
treatment unit tend to form subgroups, 
with similar behavior patterns as the com- 
mon denominator. When prisoners are ad- 
mitted, sexual offenders ferret out patients 
with sexual conflicts, one manipulator finds 
another, etc. Acting-out problems and the 
need for additional controls can be reduced 
by anticipating this tendency to subgroup. 
Before a suspect arrives on the unit, staff 
should be informed of his charges, his re- 
cent behavior and if he is alone or with a 
guard. These data, combined with infor- 
mation about patients then on the unit, 
can be used in selecting the suspect's room. 
Appropriate placement of the prisoner min- 
imizes ward tensions and releases staff en- 
ergy for perpetuating the treatment pro- 
gram. } 

No matter what measures a unit adopts, 
conflicts between hospital treatment meas- 
ures and prison functions recur daily. Many 
a restless moment is experienced by the 
nurse who must judge how to preserve 


safety while facilitating treatment and | 
servation processes. 


BEWILDERMENT AND CLARIFICATION N 
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If nursing personnel are unclear about 
processes of prisoner observation, it follows 
that others will need clarification. Ques- 
tions brought to the nurse include ; “What's - 
he doing in the hospital ?” or “Is he crazy ?” 
These can be settled with a statement that 
the suspect has been admitted for psychiat- — 
ric observation and diagnosis, and the — 
court will decide whether or not he is ` 
legally sane, aq 

Hopefully, the prisoner has received the 
above explanation prior to his admission. It — 
bears repeating by nursing staff. Part of — 
the suspect’s orientation to the unit should 
include an explanation of the staff's role, 
The prisoner should be told that his con- — 
versations are not confidential; indeed, — 
their content may be presented at the 
sanity trial. He will usually appreciate this 
information and respect those who give it. — 
The explanation helps him to route investi- 
gatory evidence appropriately, and pro- 
tects staff from being identified as persons 
who solicit confidences only to betray them. — 
Nurses also respect the suspect's right to 
confidentiality by refusing to discuss his 
case with curious persons not involved i 
the evaluation process. ’ 


CHARTING CONTENT : 
DESCRIPTIONS OR OPINIONS 


Attention will now be directed towards 
the nursing record, The values and con- 
tent of nursing notations are of such con- 
sequence they deserve a separate paper, 
The immediate discussion will highlight 
selected aspects of importance. _ 

Hospitalization permits observation of 
the suspect in a variety of situations over 
a period of time. MacDonald states this 
is a more satisfactory means to diagnosis 
than is a series of interviews conducted in 
prison(1). By virtue of hours spent on the 
unit, the nurse has the greatest opportunit 
to witness and report behavior patt 
Depending upon the court and the j 
the nursing record may be admitted 
evidence at the sanity trial. If the l 
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ing notes, the record points to areas the 
psychiatrist may wish to explore. 

The nurse who records observations 
which will be used to decide anothers 


_ sanity has a monumental responsibility. This 


fi 


i 


is especially true with the prisoner, be- 
cause of the possibilities for bias. The 
most valid notations will be made by a 
nurse who has a sound background in emo- 
tional growth and development, psycho- 
pathology and the behavioral sciences. 
Well-developed observational and written 


| communication skills are essential. 


Given the necessary skills and educa- 
tional background, certain conscious ma- 
euvers precede accurate observation. In 
order to minimize bias and resulting dis- 
tortions, each observer should examine her 
own feelings prior to contact with the sus- 
pect. Observational content will have to 
be checked and rechecked for exaggera- 
tions, omissions and judgments. It can be 
helpful to discuss the prisoner with fellow- 
workers to check for consistency. Discuss- 
ing the suspect could color perceptions, 
_ but this danger is reduced if one remem- 
bers that the nature of charting requires 
~ that each nurse record only the facts that 
she has seen. An example illustrates the 
advantage of validating perceptions. 


A head nurse observing a prisoner noted he 
frequently smiled and looked towards the ceil- 
ing when she administered his medications. 
The psychiatrist interviewing this prisoner 
noted the same actions. Both nurse and psy- 
chiatrist described the movements and re- 
ported the suspect was apparently hallucinat- 
ing. An attendant heard the report, stated he 
had never seen the action and commented it 
was strange the behavior had not been re- 
ported during the preceding three weeks of 
hospitalization. The nurse and psychiatrist re- 
called this was the first they had seen such 
actions and rechecked their observations, Over 
a period of time, it evolved that the suspect 
did smile and turn his head to the side as if 
hearing voices. However, he did this only 
when aware that the head nurse or psychia- 
trist could see him. This new information was 
charted and offered very different diagnostic 
implications. 


Once bias has been minimized, charting 
content can be selected. The nursing record 
should provide a concise, descriptive his- 


he Ee aa be 
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tory of the suspect’s behavior. Because it is 
impractical to describe all behavior, en- 
tries should include:a significant sampling 
of actions. General terms are to be avoided, 
and concrete examples given. To say, “Mr. 
Y. displayed bizarre behavior today,” per- 
mits the reader to imagine any degree of 
illness. Compare it with the following. 


After Mr. Y.’s interview with the doctor, un- 
usual actions were noticed. When called by 
the nurse to take his medication, he first 
stopped at the cooler to get a cup of water. He 
made a point of putting the arm holding the 
cup between his legs as he filled it with 
water. When he took the medicine from the 
nurse, he first crossed his arms and slowly 
bowed his head. He then took six long back- 
ward paces across the hall before swallowing 
the pill. As he walked down the corridor re- 
turning to his room, he repeatedly criss-crossed 
pe ball touching first the right wall and then 
the left. 


The second example leaves little doubt 
that Mr. Y.’s actions were unusual. Its de- 
tail has implication for future observations. 
Staff can now check to see if Mr. Y.’s un- 
usual actions occur only at certain times. 

If a nurse evaluates what she has de- 
scribed(2), the evaluation should be differ- 
entiated from the actual behavior. The 
notation, “Miss T. seems to be hallucinat- 
ing,” is an evaluation. The same evaluation 
is communicated more effectively in the 
following example. 


While alone in her room, Miss T. was seen 
grasping at empty space. She was heard to 
say, “Hold still, let me touch you.” Miss T. 
seems to be hallucinating. 


This notation separates behavior from eval- 
uation. Incidentally, it illustrates the im- 
portance of including the context in which 
behavior was observed. Miss T.s experi- 
ence appeared hallucinatory because she 
was alone in her room. 

From these examples, it can be seen that 
the nursing record would take time to com- 
pile and that it could grow into a cum- 
bersome document. The length of the rec- 
ord and the time taken to write it varies 
with the nurse’s ability to select and de- 
scribe significant behavior. Because charted 
information will influence the conclusion 


drawn regarding the suspect’s legal com- have the most opportunity for frequent — 
petency, the record has to be detailed and and varied contacts with hospitalized pris- 
accurate, This is one way psychiatric nurs- oners. They have a proportionate respon- 
ing can provide service appropriate to the sibility to declare and to demonstrate how 


public’s needs. they will contribute to evaluation processes, 
CONCLUSION REFERENCES 5 
When a court consigns a prisoner to a l. MacDonald, J. M.: Psychiatry and the — 
hospital treatment unit for psychiatric ob- Criminal: A Guide to Psychiatric Ex- 

) servation, personnel face numerous ethical purer se ae ae Count 
j and practical dilemmas. Representatives of BORES or aa nace cs iM 
legal and psychiatric disciplines must seri- 9, Statement of Guiding Principles on Re- — 
ously consider and indicate alternative porting and Recording. Prepared by Gen- 
practices suited to completing objective eral Duty Nurses Section on Practice, — 
evaluations of criminal suspects. Nurses American Nurses’ Assn., New York, N, Y. eh 
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; THE PSYCHOTHERAPIST i 
Ý He must possess the persuasiveness that adjusts itself to every individual, a diplomat’s +- 


suave way of negotiating, and the adroitness of a detective in understanding the secrets | 


of a soul without betraying it. 
—NIETZSCHE 
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EFFECTS OF METHIONINE AND HYDROXYCHLOROQUINE 
IN SCHIZOPHRENIA 


GEORGE G, HAYDU, M.D., ANDREAS DHRYMIOTIS, M.D., 
CHARLES KORENYI, M.D., ann LEONTINE GOLDSCHMIDT, Pu.D. 


Pollin, Cardon and Kety reported in 
1961(1) that methionine and iproniazid, 
given simultaneously to schizophrenic pa- 

tients, produce an exacerbation of schizo- 
phrenic symptomatology. This was con- 
firmed by Brune and Himwich in 1962(2). 
Methionine is a methylating agent, among 
others. It was hypothesized by Axelrod(3) 
_ that methionine would methylate certain 
_ physiological amines and produce thereby 
_ toxic psychotogenic substances. When, how- 
ever, Sprince et al.(4) examined the 
urine of schizophrenic patients receiving 
_ methionine and an MAO inhibitor, they 
found no methylated products excreted— 
although they found other new amines in 
the urine. The above experiments were 
done in a Latin square design, each period 
following the other closely and lasting only 
for one week. It was, therefore, of interest 
_ to repeat these observations with methio- 
nine without the complicating factors of 
_MAO inhibition and without the brevity 
of the periods. Our hypothesis of methio- 
- nine action, which is discussed below, was 
also very different and suggested the use 
of hydroxychloroquine for contrast. We ex- 
pected that the clinical effects of hydrox- 
= ychloroquine would be the opposite of 
__ those of methionine. 


~ Subjects and methods, Selection of pa- 
tients: It was specified that 18 young 
schizophrenic female patients be admitted 
to the research ward. They were to have 
been found refractory to conventional ther- 
apies. The conventional therapies includ- 
ed phenothiazine drugs, convulsive shock 
treatment and psychotherapy. Paranoid 
form schizophrenia was excluded from the 
study. Prior to the transfer all patients 
were placed on trifluoperazine (Stelazine), 
30 mg. per day in divided doses for at 


The authors are with the Creedmoor Institute for 
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least two weeks. Upon their arrival on the 
research service the same dosage of tri- 
fluoperazine was continued in a new cap- 
sule form. The same variety of capsule 
was used for the administration of all 
other study medications. 

Schedules. The patients were placed in 
serial rotation into two groups. The par- 
ticular division of patient population was 
known only to the principal investigator. 
Ward personnel, nurses and physicians did 
not know the identity of the groups. The 
schedules of medications (Table 1) in the 


TABLE 1 
Daily Schedules of Medications 


METHIONINE HYDROXYCHLOROQUINE 
GROUP GROUP 


TIME IN 
MONTHS 


2 Trifluoperazine 30 mg. 
2 Trifluoperazine 30 mg. 
and methionine 5 gm. 


Trifluoperazine 30 mg. 

Trifluoperazine 30 mg. 
and hydroxychlo- 
roquine 200 mg. 

Hydroxychloroquine 


200 mg. 
oe UIU 


2 Methionine 5 gm. 


two groups were as follows: The methio- 
nine group received 30 mg. of trifluopera- 
zine daily for two months, then trifluopera- 
zine and methionine, 30 mg. and 5 gm. 
respectively, for the following two months, 
and finally, 5 gm. of methionine daily for the 
successive two months. The hydroxychlor- 
oquine group received also 30 mg. of tri- 
fluoperazine daily for two months in di- 
vided doses at the outset. Thereafter 
hydroxychloroquine and trifluoperazine 
were given for two months, 200 mg. and 
30 mg. daily respectively. Following that, 
200 mg. of hydroxychloroquine were given 
alone in divided doses daily. Each patient 
had her individual drug capsule container 
which was stocked and marked by indi- 
vidual name. This was done by the super- 
vising nurse, who had no responsibility for 
patient care and who was not involved in 
ratings. 


At the end of the study those patients 
who appeared sufficiently improved were 
seen by the administrative release officer. 
His judgment was entirely independent of 
this study. 

Observations. Behavioral observations 
were made weekly by nurses and 
physicians on a 7-point rating scale indi- 
cating 14 different activity areas where 
change occurred, if any, Each patient was 
also tape-recorded in a standard setting in 
order to gain data on affect conveyance. 
The method, called the Standardized Affect 
Conveying Test, will be described in de- 
tail elsewhere. Briefly, the patient, in iden- 
tical setting and by the same physician, is 
asked to greet separately a hypothetical 
man, an old woman and a young child 
with the phrase “good morning,” The pro- 
ductions are taped. At the end of the study 
4 of the productions, in random order and 
without identifying the patient, were 
played back, The 4 samples were selected 
from the end of each period and one, from 
the beginning of the study, by the resident 
physician who did not rate them. The or- 
der of the 4 samples as to their appropri- 
ateness and fullness of affect conveying 
was marked by two raters and later cor- 
related with clinical 4 

Monthly laboratory ol tions includ- 
ed red blood cell count, hemoglobin, 
hematocrit determinations, white blood 
cell count, differential white count, urin- 
alysis and serum GO transaminase. 
Special erythrocyte studies included ther- 
mal fragility(5), methemoglobin reduction 
tests(6), glutathione level and glutathione 
stability (7). 

Monthly skin response studies were 
made by measuring the erythema area fol- 
lowing the intradermal injection of normal 
saline, adenosine monophosphate (2%) and 
adenosine triphosphate (1.25%), in the 
amount of 0.01 cc. each. 


RESULTS 
The two groups, although serially en- 

rolled, appeared to be well matched. Mean 

age, previous multiple hospitalizations and 

the number of those who received CST 

are the same (Table 2). 

The release of patients from the two 


TABLE 2 
Matching of Constituent 
Patients of the Two Groups 

MET. 
26 
17-37 


Mean age 
Age range 
Multiple hospitalizations 4 
Aggregate months of 
previous hospitalization 


121 


groups, in a double-blind setting, shows 
significant differences, Eight were released | 
from the hydroxychloroquine group and 
only 2 from the methionine group. Only 
l patient showed worsening in the 
hy uine group while 7 exhib’ 
ed exacerbation of c symp- 
tomatology in the methionine group (Ta- 
ble 3). The differences are significant at 
the 0.01 level. 3 


TABLE 3 
Release from Hospital or Transfer 
to Chronic Service by Groups 


RELEASE 
WITHIN 3 MOS. TO OTHE 
AFTER DRUG LATER SERVICE 
—— me 
Met. 9 1 1 1a 
Heqn.* 9 6 2 ea 


* Differs significantly at 0.01. 

When we compared the improvement as 
judged by clinical rating scales and sepa- 
rately by the Standardized Affect Convey- 
ing Test, we see much e same relation- : 
ships. The hydroxychloroquine 
showed substantial improvement clinically 
which was significantly different at 0,01 
(Table 4). The clinical improvement 


TABLE 4 
Changes According to the 
Combined Clinical Scales 
N IMPR. WORSE NO 
Met. 9 I 8 
Hegn.* 9 7 0 


* Differs significantly at 0.03, 


related significantly with the ratings 
Standardized Affect Conveying: 
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raters’ correlation was also significant ( Ta- 
| ble 5). 


: TABLE 5 
Standardized Affect Conveying Ratings in Relation 
to Combined Clinical Scale Changes 


AGREE * DISAGREE NO OPINION 
Rater 1 13 4 1 
Rater 2** 11 4 3 


* Combined ratings agree with clinical changes significantly 
at 0.008 (binomial test). 
** Raters’ agreement is significant at 0.004. 


It is interesting to note that no change 

of lymphocyte or eosinophil count oc- 

_ curred in the hydroxychloroquine group. 
_ On the other hand, the mean lymphocyte 
and eosinophil count percent of the total 
_ white count decreased in the methionine 
_ group. This difference, however, is statis- 
tically not significant(Table 6). Exacerba- 


TABLE 6 
Mean Lymphocyte and Eosinophil Cells 
In % of Total White Blood Cell Count 
Before and After Drug 


i LYMPHOCYTES EOSINOPHILS 
¢ MEAN SD N s 
Before 40.3 8.2 2.1 14 

Met. 
After 34.8* 68 WAR O15 
Before 33.6 8.8 2 i 

Hegn. 
After 32.3 8.7 Zi 51.6 


* Differs without statistical difference. 


tion of schizophrenic symptomatology is 
often paralleled by increased adrenal corti- 
cal activity. That could well account for 
this change, and further underscores the 
group differences. 

The mean areas of skin erythema of the 
groups before and after the drug admin- 
istration are shown in Table 7. The areas 
following intradermal saline have de- 
creased in the methionine group and in- 
creased in the hydroxychloroquine group. 
This was expected. For Shattock has 
shown(8) that vascular activity is signifi- 
cantly decreased in schizophrenia and that 
it further decreases with the aggravation 
of the process. The mean areas of skin 


erythema also decreased to AMP in the 
methionine group. However, the reactions 
to intradermal ATP did not follow this 
trend in the hydroxychloroquine group. 
Whether in schizophrenia we have a 
special relation to ATP as suggested 
by Beckett and others(9), that would 
be the reason for this trend, can- 
not be inferred from our results which 
are statistically not significant (Table 7). 


TABLE 7 
Mean Skin Erythema Before and After 
Drug Schedule in mm 2 


BEFORE AFTER 

Saline 134 88 

Met. AMP 220 149 
ATP 1323 943 

Saline 57 67 
Hegn. AMP 129 144 
ATP 1545 1346 


The thermal fragility of the erythro- 
cytes, their glutathione content and gluta- 
thione stability, their methemoglobin re- 
duction capacity were all noncontributory. 


DISCUSSION 


Methionine is a potent methylating 
agent. Yet it has other important functions 
as well, It penetrates the blood-brain bar- 
rier quickly and actively interchanges with 
the protein amino acids of the brain(10). 
Ganglion cells are among the most active 
ones in incorporating methionine(11). The 
site of incorporation parallels the concen- 
trations of the Nissl substance(12). Ex- 
hausting activity decreases incorporation, 
sleep following it increases it( 10). 

Methionine as a precursor of thiol 
groups is intimately involved with the ex- 
citability and effort readiness of the central 
nervous system. Ungar and Romano(13) 
found that during stimulation of brain, 
reversible structural rearrangements take 
place and thiol groups are “unmasked.” 
Portugalov(14) found confirmative evi- 
dence that effort discharge unmasks thiol 
groups which were previously in a differ- 
ent state. 

Methionine re-establishes the normal ex- 
citability of the central nervous system after 


oe 
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antimetabolite methionine  sulfoximine. 
This antimetabolite, like high pressure oxy- 
gen, interferes with thiol group activity 
which is necessary for normal effort readi- 
ness of the central nervous system(15). 
Both high pressure oxygen and methionine 
sulfoximine reduce the synthesis of gluta- 
mine, a potent activator of the central ner- 
vous system. It also inhibits the dehydro- 
genation of glutamic acid, an important 
source of energy of the nerve cell. In- 
terestingly in the mental retardation of 
homocystinuria, methionine levels of the 
plasma are substantially elevated(16). 

In contrast hydroxychloroquine is an in- 
hibitor of thiol groups. It also inhibits 
sulfate transfer(17). Hydroxychloroquine 
reduces glutamine production(18) and 
glutamic acids dehydrogenation(19) in 
opposition to methionine. 

There is evidence that in schizophrenia 
we deal with a difficulty and obstruction 
to drive and effort discharge, and an ac- 
cumulation of effort energy(20). Methio- 
nine, an activator of thiol groups, should 
exacerbate this condition while hydroxy- 
chloroquine, according to this view, ought 
to ameliorate it, Our results seem to indi- 
cate that such is the case. To establish the 
therapeutic efficacy of hydroxychloroquine 
in schizophrenia will require a larger num- 
ber of trials. 


SUMMARY 


Two matching groups of schizophrenic 
patients refractory to conventional thera- 
pies were given methionine and hydroxy- 
chloroquine, respectively, following two 
base periods. Significant differences were 
observed in improvements and release 
rates and in the Standardized Affect Con- 
veying Test. The methionine group showed 
exacerbation of symptomatology, while the 
hydroxychloroquine group showed amelio- 
ration of symptoms. The eosinophils and 
lymphocytes showed downward trend in 
the methionine group and so did the skin 
reactivity to intradermal injections. These 
results support the hypothesis that the 
schizophrenic process is exacerbated by in- 
creased effort readiness without discharge, 
as enhanced by methionine administration. 
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The significant ameliorating effect of hy- ] 
droxychloroquine is offered as a tool for 


therapeutic studies, } 
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THE FETTER, HABIT 


The drunken Rip van Winkle, in Jefferson’s play, 
dereliction by saying, “I won't count this time!” Wi 
Heaven may not count it; but it is being counted n 


cells and fibres the molecules are counting it, re; 


against him when the next temptation comes. Ni 


literalness, wiped out. 


excuses himself for every fresh 
ell! he may not count it, and a kind 
one the less. Down among his nerve- 


gistering and storing it up to be used 
othing we ever do is, in strict scientific 


— WILLIAM JAMES 
(The famous chapter X: Habit) 


THE 15-MINUTE HOUR: BRIEF THERAPY IN A MILITARY SETTING 


Ý 


HARVEY H. BARTEN, M.D. 


The practice of psychiatry in a military 
hospital, where the case load persistently 
tends to be heavy and much time must be 
devoted to evaluations and consultations, 
may necessitate modification of traditional 
ideas about the scheduling of psychiatric 
interviews. Having for a time observed 
with dismay a calendar jammed with 50- 
minute and 30-minute appointments and a 
lengthening waiting list, and finding that 
most new patients, if seen more than once, 
could be followed for only several sessions, 
the author rather reluctantly decided to 
experiment with morning “clinics” for larger 
numbers of patients. So far results have 
greatly exceeded the initial modest expec- 
tations. This paper is intended as a pre- 
liminary and impressionistic report of some 
of the potentialities of very brief treatment. 
If the effectiveness of short interviews can 
be established by long-term studies, they 
might eventually be regarded as one among 
many regular forms of psychiatric treat- 
ment rather than just an unhappy expedi- 
ent. 

Procedure. Interviews are scheduled at 
15-minute intervals from 8 a.m. to 11 a.m. on 
Tuesdays and Thursdays. Twelve patients 
are usually seen in the course of the morn- 
ing. The actual length of patient visits, how- 
ever, is not fixed but varies with the patient 
and his current needs. When it is felt that 
psychological exploration is no longer fruit- 
ful, a patient who is responding favorably 
to medication may require no more than 5 
minutes for regulation of dosage and a few 
words of support, On the other hand, a 
patient whose treatment is primarily con- 
ducted verbally may sometimes require 20 
or 25 minutes. Sessions are rarely further 
extended. This usually averages about 15 
minutes per patient. It is analogous to the 
more flexible manner in which a general 
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practitioner or internist might apportion his- 
time. r 


THERAPIST ACTIVE INITIALLY 


At the start of treatment the therapist 
tends to be quite active both in structuring 
interviews and in the liberal use of medi- 
cations, suggestion, environmental manipu- 
lation, exhortation, etc. It is at first neces- 
sary to focus the patient's attention upon 
specific areas, rather than adopting a pas- 
sive, nondirective approach. In part, the 
therapist's activity can serve as a test stim- 
ulus which provides a kind of rapid person- 
ality appraisal. One notes, for example, 
whether the patient is impressionable, over 
opmpliant, resistant or negativistic. 
information serves to temper the initial diag- 
nostic impression and helps in reformulat- 
ing, when necessary, the therapeutic ap- 
proach. Thus an initially active approach 
sometimes gives way to more passive par- 
ticipation by the therapist. Major emphasis 
is placed upon the current problem and 
significant interpersonal relationships are | 
usually examined. 

A vigorous effort is made to avoid dog- 
matism in choosing the appropriate treat- 
ment. Some patients will actually require — 
little more than the prescribing of medica- 
tions. However, since there is initially no- 
way of being certain who they will be, al- 
most all patients are given a trial of brief 
exploratory psychotherapy in conjunction 
with other measures. If 3 or 4 sessions fail 
to strike a responsive chord in a given pa- 
tient, particularly if he has not been diag- 
nosed as a personality disorder, then chances 
are that he will be a poor candidate for 
exploratory therapy and the emphasis will 
turn at least temporarily to drugs. The suit- 
ability for psychotherapy is reassessed t 
intervals and a change of tactics can occ 
at a later time. When it begins to appe 
that the amount of time available is not 
sufficient, the patient can be shifted to a 
different program. Ra 

It is important to emphasize that a I> 
minute contact can be utilized for m 
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than support and drug dosage. Many pa- 
tients can embark upon a process of self- 
exploration which is much the same as that 
which occurs in longer interviews, It is 
possible to maintain continuity from week 
to week until significant areas of conflict 
are uncovered and faced. The process de- 
mands greater terseness, and accordingly 
patients learn to compress their thoughts, 
Usually the focus is upon several specific 

_ areas which typify the patient’s problem, 
rather than the development of a compre- 

__ hensive and detailed analysis of the patient. 
One works with a line drawing rather than 
a full color portrait, but drawings can be 
_ extremely revealing in themselves. Nor do 
short interviews preclude examination of 
the interaction which develops between pa- 
tient and therapist. The therapeutic poten- 


| To date, the author has used 15-minute 
J interviews with patients of almost all di- 
_ agnostic categories, Among 50 consecutive 
F patients recently seen, there were the 
following diagnoses: neurosis (except de- 
_ pression), 14; depression (neurotic and psy- 
chotic), 14; personality disorder, 8 ; schizo- 
phrenia, 6; psychophysiologic disorder, 4; 
convulsive disorder, 2; impotence, 1; fri- 
gidity, 1. 
DISCUSSION 


The psychiatrist who attempts to deal with 
all the needs of a fairly large community 
must allot relatively small amounts of time 
to many of the individuals he sees. Rather 
than seeing these patients for a few long 
sessions, he can spread out the available 
time over a number of months and perhaps 
10, 15 or more contacts. The latter approach 
allows observation of the patient’s function- 
ing over an appreciable interval, and less 
reliance need be placed upon the initial, 
often undependable history. A surprisingly 
good picture of the patient frequently 
emerges. 

The effectiveness of brief therapy is prob- 
ably facilitated by those same powerful 
forces which exercise a beneficial effect in 
more conventional forms of treatment. 
Jerome Frank(1) has provided a lucid dis- 


cussion of the healing factors inherent in 
doctor-patient transactions. These appear 
to operate independently of the theoretical 
framework of reference employed by the 
psychiatrist. Assuming that the nature of the 
doctor-patient relationship will have a con- 
siderable bearing upon the outcome of 
treatment, it may be further hypothesized 
that this relationship is more dependent 
upon the frequency of contacts than on 
their duration. Thus when many authors 
suggest that successful outcome requires 15, 
20 or more interviews, they may be cor- 
rect in specifying the minimal number of 
contacts but mistaken in assuming that 
these contacts need extend for 50 minutes, 
This would appear to be a fruitful subject 
for future research. 

To illustrate that brief treatment is not 
always a second choice determined by nec- 
essity alone, 3 groups of patients shall be 
considered. These distinctions are made 
only to clarify the different objectives that 
can be sought, 

First, there are those patients who are 
so chronically disabled that they warrant 
no more than minimal attention from the 
busy therapist. These are the patients with 
long-standing neurotic symptoms, severe 
personality disturbances, and chronic schiz- 
ophrenic reactions who have responded 
poorly or at best temporarily to previous, 
often lengthy treatment. It is true that a 
fresh approach will occasionally lead to un- 
expected and gratifying change, but this is 
statistically unlikely. Although ideally every 
patient, however chronic, should have this 
opportunity, further extensive treatment is 
usually unfeasible. Such patients will re- 
ceive mainly support and pharmacotherapy 
during times of crisis or decompensation, 
with little expectation that therapeutic ef- 
forts will be of more than temporary bene- 
fit. 


The second group consists of patients 
who appear to respond at least as well to 
direct intervention in the form of drugs, 
suggestion and environmental manipula- 
tion as to techniques which are directed 
at hypothesized underlying psychological 
etiologies. There are several possible reasons 
for this. Many patients with poor verbal 
facility, unawareness and often inacces- 
sibility of inner emotion, or limited intelli- 


gence derive rather disappointing gains 
from the relatively subtle forms of com- 
munication which are the essence of most 
traditional forms of psychotherapy. In ad- 
dition, there are some psychiatric illnesses 
such as depression (particularly psychotic), 
acute anxiety reaction and psychophysio- 
logic reaction, which often occur with little 
evidence of prior psychological imbalance. 
Probing therapeutic interviews can be most 
unrewarding in these patients, while satis- 
factory and even optimal treatment is often 
provided by no more than support and 
pharmacotherapy. These patients are the 
ones who respond unimpressively to the 
earlier mentioned trial of psychotherapy. 

Third, on the other hand, is that group of 
patients for whom brief therapy is not the 
treatment of choice but of necessity. These 
patients are capable of gaining understand- 
ing of underlying conflicts, hidden motiva- 
tion and other factors which bring about 
their nonadaptive behavior and symptoms. 
They are only transiently, if at all, helped 
by directive techniques, and medication is 
usually of limited value, While the brief in- 
terview is obviously unsuitable for many of 
these patients, it should not be automati- 
cally ruled out, Within this group are pa- 
tients who need not Rea exper from z 

sychologically meanin; experience o! 
ee kind RASA optimal therapeutic re- 
sources are not available. Many of their 
neurotic mechanisms can be quickly spot- 
ted by the therapist. Relatively limited 
therapeutic endeayors can initiate critical 
self-scrutiny which leads to substantial 
change. Other patients in this group will 
only respond to more exhaustive tech- 
niques. 

No effort has been made to present sys- 
tematically the results of treatment with the 
50 patients referred to earlier, pending a 
meaningful follow-up period. The author’s 
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subjective and tentative impression is that 
the occurrence of symptomatic improve- 
ment is no less frequent than in patients 
whom he has treated by lengthier and more 
ambitious techniques, though the degree of 
apparent self-understanding is often a good 
deal less. Whether this would be as true 
two years after termination is another ques- 
tion. 

A succession of brief interviews can set 
a rather strenuous pace for the therapist, 
and because of this can easily degenerate 
into a constricted and stultifying expedient 
which amounts to no more than a relegating. 
of less rewarding or interesting patients to 
a token form of treatment. Or one can sim- 
ply foster dependency relationships which 
carry the patient from week to week with- 
out solving anything. It is essential that the 
therapist be continually alert to these dan- 
gers. Frequent reevaluation of the patient's 
progress assures that maximum possible 
goals are being sought within the limita- 
tions of this form of treatment. 


SUMMARY a 
The usefulness of very brief psychiatrii 
appointments in treating many different 
kinds of patients is reported. It is suggested 
that the 15-minute interview is entirely 
sufficient for many patients who are rel- 
atively poor candidates for exploratory psy- 
chotherapy. Moreover, it is also an accept- 
able though limited alternative for some of 
the patients who ideally would receive 
more lengthy treatment. A few mornings of 
15-minute appointments enable the psychi- 
atrist to expand his practice considerably, 
while still preserving the great majority of 
his time for other, more exhaustive psycho- 

therapeutic techniques. 
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| = = m When the American Psychiatrie Association paid tribute to its Executive 
Assistant, Austin M. Davies, at its 121st annual meeting in New York in 1965, 
` the salutation said in part; stab Ox 


He supplied the energy to set forces in motion that brought our 
Association to lofty position in American life. His tenure witnessed 
ú a ten-fold growth in our membership. Our Journal prospered under 
his skillful management. . . We shall ever remember him af- 
fectionately as Ambassador Par Excellence to the leading hostelries 
of the Nation in negotiation of our comforts, as genialphost at our 
meetings... 7 


_ Several other things were said OE him which bespeak other a@active qualities. 
_ “(He was) a shrewd guardian of our accounts—a champion of the individual 


Committee for Mental Hygiene gave the organization shelter. In 1937 Mr. Davies 


' for five years, The young psychiatrist who today observes the large, efficient 
organization with headquarters in Washington in a building which is its very 
$ own will have difficulty believing that our arrival at our present status is so recent, 
< As to the Journal, its advertising revenue in 1932 was $336.24. In November of 
~ this year it is estimated that it will approximate $200,000. Mr. Davies—and Dr. 
. Farrar and his editorial associates—were the shepherds of a journal which was 
_ waxing strong and were also important architects of an Association which was 
‘increasing rapidly in numbers and taking an important place in the scientific 

firmament, These are services which can never be forgotten. 
“Few more richly deserve,” the 1965 tribute said, “a lightened burden. We are 
~ comforted that he will continue as a friend and consultant in the years ahead. 
We wish him all manner of good health, cheer and Godspeed as he walks 

. briskly into his retirement years.” 
j So say we all with affection ! 
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DITOR’S NOTEBOOK ares it 
fs NES PIONEERING ADMISSION LAW 
=m m E A major. | 
mentally-ill in New York State was enacted by the 1964 legislature and went 


into effect on September 1, 1965. It represents the culmination of four years ofS 
cooperative effort by the bench, the bar and the medical profession under the i 3 
: 


leadership of the late Dr, Paul Hoch. 

In essence, this progressive legislation does away with court commitments, 
and thus eliminates the stigma which has been cast upon both mental patients 
and mental hospitals; It places hospitalization completely on a medical basis, 
but at the same time provides ample safeguards to the civil liberties of the 
patient. "Its effect will be to place mentally ill persons on a par with other 
sick persons and make available to them—without the delay and distress caused 
by legal encumbrances—hospital care and treatment in medical facilities, 

The significant changes brought about by this legislation may be summarized 
as follows: * ; 

1. It encourages the informal and voluntary admission of mental patients. x 

to. residential treatment. facilities. ney 

2. It abolishes judicial certification of involuntary patients as provided in ~ 

present law and establishes a complete system of initial admissions based 

on medical certificates. r Aan 
. It requires the Conversion of all involuntary patients, as they become suit- 
able, to an informal or voluntary status. y 
It includes appropriate constitutional safeguards of notice and the right 

to judicial hearing on the need for hospitalization. 


; 


> o 


| in the laws governing the hospitalization of thè 


ey) 


5. It provides for periodic court review of the necessity to retain an in- A 


voluntary patient for continued hospitalization. D, 
The Mental Health Information Service, established by the new legislation, is 
an arm of the judicial system which has the duty to inform involuntary patients. 
of their rights under the law and when indicated provides such information to — 
others on behalf of the patient. The service also provides the court with all- 
relevant information pertaining to any case brought before it. f 
The new law requires that all patients upon admission be informed of the 
availability of the Mental Health Information Service and that they be permitted 
to communicate with this service at any time, Staff of the Information Service 
is appointed by the presiding justice of the Appellate Division of each depart- 
ment of the Supreme Court. 


“a 


The law proyides for a number of admission procedures designed to meet the ae 
im 


needs of various sitiations. Of these, the two basic procedures will be: per 


L For the patient who is willing to undergo hospitalization and treatment— 
the informal admission. 

2, For the patient who is unwilling to be hospitalized—admission on the certifi- 
cate of two physicians. À 

Voluntary: admission is a second means of admitting willing patients, and the 


health officer’s certificate may be used for the immediate admission of a patient 


who is dangerous to himself or others. 
.. The one-physician certificate may be used for a patient who is unsuitable for 
"informal or voluntary admission but does not object to hospitalization. . 
In addition, there are certain peremptory types of admission designed for 
».emergency cases. E 
; a In all admissions, the hospital admitting psychiatrist must concur on 
patient's need for hospitalization. 4 
Informal admission. A patient, on the recommendation of a physician, presents 
himself for hospitalization. wE rS 


. 
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Voluntary admission. An individual, or in the case of a person under 18 a 
parent, legal guardian, or next of kin, makes a written application for admission. 
The patient may be held for 15 days. Thereafter, if he wishes to leave, he must 
notify the director in writing and the hospital must release him within ten 
days after receipt of such notice. 

All patients admitted on an informal or voluntary basis must ‘be informed of 


Certificate of two physicians. The two-physician admission procedure, which 


of the original examining physicians, 
Written notice of such application explaining the patient’s rights must be 


If after this six-month period, the director feels still further hospitalization is 
required, he may again seek authorization from the court—first for one-year and 
then for two-year periods, as deemed necessary, 

Certificate of one physician. The one-physician certificate requires application 
by a relative or friend of the patient, or designated public officer. accompanied 
by a certificate of one examining physician, f 

This form of admission is good for only 15 days. C i i 

i 'ys. Conversion to f 
or voluntary status is to be done during this period if possible. If TIREN 


retained for further care and treatment, the certificat ini 
physician must be filed within this 15-day a ear’ 
comes the basic two-physician certificate. Gi 
Health officer's certificate, A patient considered to þe dangerous to himself 
or others and who needs immediate care and treatment may be admitted on the 
certificate of a county commissioner of health, a health officer, a director of 
community mental health services or another physician designated by any of 
them. On this type of adfifission, the patient may be kept only 15 aa TE the 
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Emergency admissions, Section 78 of the new law contains admission pro- 
cedures designed to meet certain emergencies. Under this section, on the petition 
of a peace officer or a magistrate’s order the director of the hospital may admit 
any person alleged to be in need of immediate observation, care or treatment 
for mental illness. A patient may be retained, under these provisions, no longer 
than 30 days. If continued hospitalization of the patient is deemed necessary, 
the patient must be admitted under one of the basic methods; i.e., informal 
or two-physician before the expiration of 30 days, If, at any time after admission 
under Section 78, the patient or someone on his behalf gives notice in writing of 
the patient’s desire to be released, he must be released within ten days of such 
notice or a two-physician certificate must be completed and filed with the hospital. 
Section 78 was designed primarily for use by city and county psychiatric 
hospitals, but it can be used by any psychiatric facility—except private licensed 
institutions—at the discretion of the Commissioner of Mental Hygiene. 


NO “FORGOTTEN” PATIENTS 


Under the provisions of the new law, any unwilling patient who must remain 
in the hospital will have his case reviewed periodically—before the end of 60 
days and again at intervals of six months, one year and two years. For long-term 
+ patients a thorough reevaluation will be made every two years. It is therefore 
guaranteed, by statute, that there will be no “forgotten” patients and that only 
those who require continued residential care will remain in the hospital, 


C, F, Terrence, M.D. 


Long hours of tense, minute discussion ; 
Question, answer, repercussion ; 
Thumping tables give percussion ; 
Thoughts in tiny circles rushin’, 


Experts from the town and city 

Discuss, with instance wise and witty. 
There’s only one recurring pity : 

They can’t decide, they're in committee. 


The Lancet 


Several authors have recently voiced con- 
‘cern over the increasing unsupervised use 
of LSD, psilocybin, morning glory seeds 
and other hallucinogenic substances, es- 
_ pecially by college students(2, 3, 4). The 
popularity of the milder hallucinogen, 
marihuana, is also claimed to be on the 


_ The subjects were U. S.-born male grad- 
uate students at a large urban university 
who responded to an advertisement for 
paid experimental subjects, They had no 
prior knowledge that the study involved 
_ LSD, or indeed, that it was a psychologi- 
_ cal or drug experiment. Prior to learning 
the nature of the experiment, they were 
given an interview which included ques- 
ions on the use of hallucinogens embedded 
in a larger section dealing with usage of 
tobacco, alcohol and other stimulants, tran- 
quilizers and sedatives. Of the 121 students 
_ interviewed, only four reported experience 

with .the stronger hallucinogens, All four 

had taken peyote (two once and two 

twice); one of these had also had LSD 


Dr. McGlothlin is with the Department of 
Psychology, University of Southern California, Los 
Angeles, and Dr. Cohen is Chief of the Psychi- 
atry Service, Wadsworth Veterans Administra- 
tion Hospital, Los Angeles. 

This work was supported by Public Health 
Service grant MH-07861 from the National Insti- 
tute of Mental Health and by the Michael Tors 
Foundation. é 
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CLINICAL NOTES 


(The Clinical Notes merely report findings by investigators 3 the 
Journal assumes no responsibility for the validity of these findings.) 


THE USE OF HALLUCINOGENIC DRUGS AMONG 
COLLEGE STUDENTS 


WILLIAM H. McGLOTHLIN, Pu.D., anv SIDNEY COHEN, M.D. 


(once in an experiment and once unsuper- 
vised). Three of the four had had experi- 
ence with marihuana and two had taken 
morning glory seeds, although none did 
so regularly. Of the remaining 117, ten had 
tried marihuana and two morning glory 
seeds. Of these, seven reported only a 
single trial, two twice and three more than 
twice. 

Following this portion of the interview, 
the subjects were informed that the cur. 
tent experiment involved the use of drugs 
and that one of the drugs they might re- 
ceive was LSD. They were questioned con- 
cerning their knowledge of the hallucino- 
gens and their reactions and expectations 
to the prospect of possibly receiving LSD. 
Seventeen percent had never heard of 
LSD; 12 percent had read fairly widely 
on the subject; the remainder had only 
casual knowledge acquired from magazine 
articles or T.V. Seventeen percent were 
doubtful about participating because of 
concern about the dangers of LSD; 13 
percent were enthusiastic in the sense that 
they hoped to acquire personal insight or 
gain some other lasting benefit from the 
experience; the remainder” were simply 
curious as to what the effects would be and 
had no expectations of lasting effects, either 
beneficial or detrimental. 

In addition to the interview, the Minne- 
sota Multiphasic Personality Inventory 
(MMPI) was administered for screening 
purposes, and Aas’ test of hypnotic sus- 
ceptibility and the Myers-Briggs Type In- 
dicator for matching experimental and 
control groups. This permitted the com- 
parison of groups with positive, neutral 
and negative attitudes toward taking LSD 
from the standpoint of the limited per- 
sonality variables measured. The Aas test 


y 


view impressions. 


is intended to measure hypnotic suscepti- 
bility using questions on naturally oc- 
curring hypnotic-like experiences(1). The 
Myers-Briggs test is based on Jung’s theory 
of type and provides four indices; extro- 
version-introversion (EI), sensing-intuition 
(SN), thinking-feeling (TF) and judge- 
ment-perception (JP). EI refers to out- 
ward- vs. inward-turning personality, SN 
measures the extent to which intuition or 
the unconscious is utilized along with the 
senses in the process of perception, TF re- 
fers to preference for thinking or feeling in 
making judgements and JP indicates a 
preference for a judging or perceptive atti- 
tude in dealing with the environment(5). 
The positive, neutral and negative LSD 
groups are compared on the above vari- 
ables in Table 1.1 The positive group is 


ment and gave as their reason concern 0} 
the safety of LSD; also included in 
group are nine subjects who indicated 
doubt for this reason at the time of the 
interview but remained in the experimen’ 
Most of the subjects who withdrew did ~ 
not do so immediately; rather, they de x 
clined after being advised not to partici- 
pate by wives, physicians, parents or other — 
persons whom they consulted. rs 
The Aas test results show that students — 
who are desirous of experiencing the hal- 
lucinogenic drug phenomena tend to score — 
higher on hypnotic susceptibility. An anal- 
ysis of variance results in an F-ratio which — 
is significant beyond the five percent level — 
of confidence, The results for two of the — 
Myers-Briggs scales (SN and JP) show — 
significant differences beyond the one per- 


TABLE 1 
Personality Differences Between Students with Positive, Neutral and Negative Attitudes Towards Taking LSD 


ATTITUDE TOWARD LSD 


POSITIVE NEUTRAL NEGATIVE re 
VARIABLE N= 15 N= 58 N= 26 FRATIO 
Hypnotic susceptibility 32.4 29.6 27.5 3.26.20 
Myers-Briggs Type Indicator R, 
Extroversion-introversion t 90.5 101.5 100.5 12 
Sensing-intuition 135.4 113.7 110.1 5.301 
Thinking-feeling 96.2 90.1 82.5 185 
Judgement-perception 114.6 100.2 84.8 5.24%" 
Percent married 13 36 50 hi 
Percent attending church 0 21 25 
Percent who have tried marihuana or 60 5 0 pA 


morning glory seeds 


* Significant beyond the .05 level of confidence. 
** Significant beyond the .01 level of confidence. 


+ Scores below 100 are in the extroversion direction, those above 100 in the introversion direction, and similarly for the other ; 


three scales, 


made up of the four who had previously 
taken peyote plus 11 subjects who were 
strongly desirous of receiving LSD in the 
hopes of obtaining beneficial effects. The 
57 subjects in the neutral group reacted 
routinely to the question of expectation— 
the most frequent response being curiosity 
as to what type of hallucinations they 
might experience. The negative group in- 
cludes 17 who withdrew from the experi- 


1 Does not include 22 subjects who were elim- 
inated from the experiment because of a history 
of psychosis in immediate family, presently in 
psychotherapy, doubtful MMPI profiles and inter- 


cent level of confidence. Students with a 
positive attitude toward taking LSD tend 
to exhibit higher preferences for the in- 
tuition and perception ends of the scales. 

Other characteristics of the pro-LSD 
group are higher proportions of unmarried 
and nonchurch attenders than are found in 
the other two groups. Also, virtually all the ~ 
students who have had experience wi 
marihuana or morning glory seeds are 
cluded in the pro-LSD group. Other 
ables (not shown in Table 1) which 
hibited little difference between 
were: age, undergraduate grade 


. 
: 
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average, field of study, income of father 
and MMPI scores. 


DISCUSSION 

The incidence of hallucinogenic drug use 
in the present sample of male graduate 
students is quite low compared to the 
estimated rates among students of cer- 
tain other universities of comparable size. 
Of the sample of 121, only three percent 
had taken the stronger hallucinogens and 
12 percent had tried marihuana or morning 
glory seeds. Of the latter group, the ma- 
jority had limited their experimentation 
to one or two trials. No reason is apparent 
why the university from which our subjects 
were obtained should differ from others 
where high hallucinogenic drug-taking be- 
havior has been reported. It does not seem 
likely that our subjects misrepresented 
their drug-consuming habits since these 
questions were asked in a neutral, non- 
judgmental manner. 

The personality differences found among 
groups with positive, neutral and negative 
attitudes towards taking LSD are general- 


ly consistent with expectations. Persons de- 
sirous of experiencing the hallucinogenic 
phenomena tend to report a higher than 
average number of naturally occurring 
states of altered consciousness, In terms of 
Jung’s theory of types, their perception 
of the world is more heavily influenced by 
unconscious or intuitive processes. They are 
reluctant to make a firm judgment or con- 
clusion, tending to remain open-minded 
toward the possibility of additional evi- 
dence. 
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SUICIDE AND URINARY TRACT INFECTIONS 
SAUL H. ROSENTHAL, M.D., anp DAVID REISS, M.D. 


A high incidence of urinary tract infec- 
tions was observed in patients who were 
admitted to the Massachusetts Mental 
Health Center after suicide attempts re- 
quiring acute medical hospitalization else- 
where. It was suspected that this was be- 
cause many of these patients had ingested 
overdoses of hypnotics and that the treat- 
ment of ingestion involving coma was like- 
ly to have included either the placing of 
an indwelling catheter or repeated cathe- 
terizations. As ingestion patients are for 
the most part “healthy young adults” an 
active medical service tends to consider 
them uninteresting and either to discharge 
them or to transfer them to a psychiatric 
hospital as soon as the acute medical se- 
quelae of the ingestion are over. 


The authors are with the Massachusetts Mental 
Health Center, 74 Fenwood Road, Boston, Mass., 
and the Department of Psychiatry, Harvard Medi- 
cal School. 


As Lindemeyer et al.(1) have shown, the 
signs and symptoms of acute pyelonephri- 
tis may subside without treatment after 
2-3 days, but with the continuing infection 
manifested only by a bacteriuria, Thus pa- 
tients may arrive at a psychiatric hospital 
with an ongoing but unsuspected urinary 
tract infection. 

We have attempted in this study both 
to confirm the accuracy of our observation 
of an increase of urinary tract infections in 
these patients and to confirm our suspicions 
as to the etiology. In doing so we wish to 
draw attention to suicidal patients who 
have taken overdoses as a high risk group 
for urinary tract infections in psychiatric 
hospitals. 

This was a retrospective case record 
study. 


METHODS 


The residents at this general psychiatric 
hospital who had admitted patients be- ` 


1965 

tween July 1, 1963 and July 1, 1964 were 
asked at the end of the year to submit the 
names of any patients whom they had treated 
who had been admitted after being hos- 
pitalized at a general medical hospital for a 
suicide attempt. No mention was made of 
our suspicion of urinary tract infections in 
this request. 

Replies were obtained from all of these 

residents and 52 applicable names were 
supplied. The hospital records of these pa- 
tients were investigated for evidence of 
acute urinary tract infections and the uri- 
nalyses were checked for white blood cells. 
There were 6 patients for whom no urinal- 
yses were available, leaving 46 patients who 
will be referred to as the “suicide group,” 
of whom 30 were female and 16 were male. 
The females were in the age range of 14-40, 
the males were 18-65 with one-quarter over 
40. 
: A control group of 82 patients was ran- 
; domly selected by taking consecutive uri- 
nalyses of new admissions. This group con- 
sisted of 34 females and 48 males. The 
controls were selected in a similar age range 
and distribution to the suicide group for 
both males and females. 

Essentially all of the urine samples for 
both groups were admission urines and all 
were done in the hospital laboratory. It is 
: presumed that these samples were not clean 
voided routinely but that this was true for 
both the control and suicide groups. The 
patients were divided into three categor- 
ies; 1) those with zero or rare WBC's/ 
high power field; 2) those with 1-10 
WBC’s/hpf; 3) those with a proven uri- 
nary tract infection or more than 10 WBC’s/ 
hpf, which we shall refer to together as 
“presumptive infections.” 
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RESULTS 


Table 1 shows the percentage of our pa- 
tients who had “presumptive infections.” 
For both males and females the suicide 
group had a far greater percentage of such 
infections than the controls. It is also 
shown that all of the presumptive infec- 
tions in the suicide group were in patients ~ 
who had ingested overdoses of hypnotics — 
(as contrasted to those who had slashed 
their wrists, jumped from windows, ete.), 
and that 28% of the female ingestion pa- 
tients had presumptive infections. To test — 
whether coma was a factor in this, all in- 
gestion patients for whom there was a clear 
report that they had been in coma were 
compared with the noncoma patients. It 
can be seen that the vast majority of the 
presumptive infections were in the coma 
group and that 38% of this group had such 
infections. 


TABLE 2 
Percent of Patients with No WBC's in Their Urine 


COMA NONCOMA 
Females 0% 45% 
Males 20% 45% 
Total males i 
and females 8% 45% 


Table 2 compares the percentages of pa- 
tients who had no WBC'’s in their urine in 
the coma group with those in the group of 
noncoma patients. Of the females, all of 
the coma patients had at least one cell, 
whereas almost one-half of the noncoma 
patients had cell-free urine. , 

The number of presumptive infections 
among females was greater than in males — 
in all groups where any cases at all were 
found. The proportion of presumptive in- 


TABLE 1 ; 
Percent of Presumptive Infections j 


SUICIDE 
GROUP 


CONTROLS TOTAL 


INGESTION 


‘SUICIDE SUICIDE 
GROUP 


SUICIDE 
GROUP 
COMA 


(N = 82) (N = 46) (N= 36) (N = 10) (N = 13) r 
Females 8% 23% 28% 0% 50% 13% 
Males 2% 6% 9% 0% 20% 0% 
Total males y 
and females — 17% 22% 0% 38% 9% 
ee ` 
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fections in the suicide group females was 
significantly greater than that in the con- 
trol group females at the .05 level using a 
one-tailed test of significance, There were 
too few cases among males to compare 
them statistically. 

Of the 8 suicide group patients in the 
presumptive infection category, 6 were felt 
to have demonstrated urinary tract infec- 
tions with significant bacteriuria and clinical 
signs of pyelonephritis, while 2 remained 
unexplained pyuria. Of the 4 patients in 
the control group with presumptive infec- 
tions on the other hand there were no 
demonstrated cases of pyelonephritis, but 
“one acute appendicitis, one probable gonor- 
_ thea, and two unexplained pyurias. 

Of the 8 patients in the suicide group 
-With presumptive infections, 2 had been 
_ diagnosed and had had therapy begun at 
the previous hospital, 5 cultured out more 
than 10‘ E, Coli/cc. on clean voided speci- 
mens, one cultured 10% Staph. aureus/cc. 
and one was unfortunately treated before 
_ the clean voided specimen was obtained, 
_ Five had costo-vertebral angle tenderness, 


SUMMARY AND CONCLUSIONS 


| _ It was suspected that a high incidence 
_ of urinary tract infections could be dem- 
_ onstrated in patients who were admitted 
_ to a psychiatric hospital following a suicide 
attempt requiring acute medical hospitali- 
zation. In support of our suspicions we 
demonstrated that presumptive infections 
_were found in 17% of such patients, 22% of 
those with ingestions, and 38% of those who 
~ had been in coma. The highest incidence 
was in females, for whom the figures were 
23% of the study patients, 28% of the in- 
gestions, and 50% of those who had been in 
coma. All the presumptive infections were 
found in the patients with ingestions. Of 
the presumptive infections in the study 
group, 6 of 8 were found to have had 
clinically demonstrated urinary tract infec- 
tions, 

In a control group with a similar age 
range, only 2% of the males and 9% of the 
females had pyuria of more than 10 
WBC’s/hpf, and none of these demonstrat- 


ed urinary tract infections except for one 
case of probable gonorrhea in a male. 

Although there were too few cases for 
extensive statistical tests, certain trends are 
apparent. The ingestion group was at a 
higher risk than the noningestion patients 
or controls, and the coma group seemed at 
especially great risk, with females sub- 
stantially higher than males in all catego- 
Ties. 

A photostat or abstract of the record of 
the patient’s medical hospitalization had 
been requested and obtained for most of 
the transferred patients. In almost all cases, 
however, there was no specific mention of 
whether the patient had or had not been 
catheterized. As this was a retrospective 
study, the physicians involved were not 
available for inquiry. While we presume 
that catheterization occurred in the treat- 
ment of the comatose state in at least some 
of the coma patients, it must remain only 
a tentative explanation for the urinary tract 
infections observed. 

The furor which the suicidal patient cre- 
ates about his or her suicidal potential and 
suicidal gestures results in a concentration 
on the psychiatric condition. However this 
should not lead the psychiatrist to overlook 
the seemingly inconsequential pyuria which 
may signify the beginning of a chronic uri- 
nary tract infection. It is concluded that 
physicians in psychiatric hospitals should 
carefully investigate for possible urinary 
tract infections in patients who have been 
admitted after a suicidal ingestion which 
required acute medical hospitalization. 
This applies especially to patients who 
have been in coma but should also apply 
to other ingestion patients who may have 
had a previous ingestion with coma. The 
urgency of psychiatric care should not pre- 
clude a careful review of the medical his- 
tory and laboratory findings. 
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The benzodiazepine compounds, chlordi- 
azepoxide (Librium) and diazepam (Vali- 
um), are two of the more effective psycho- 
pharmacologic agents currently used for the 
treatment of tension states, alcoholism and 
mild depression. Severe reactions to these 
agents, singly or in combination with other 
drugs, have been rare(2, 5), and it is the 
purpose of this paper to document two such 
reactions. 


Case 1. A 53-year-old married man was ad- 
mitted to the psychiatric inpatient service of 
North Carolina Memorial Hospital on October 
2, 1963 with acute alcohol intoxication. His 
alcoholism was of long duration, but he had 
never had withdrawal reactions. On admission 
he was well oriented, his speech was clear 
and he smelled of alcohol. He spoke in a silly 
philosophical way. His mood was one of eu- 
phoria alternating with abject tearfulness, His 
performance was poor on formal tests of men- 
tal function; he made a number of mistakes 
on arithmetic and revealed impairment of re- 
cent memory. Neurological examination was 
within normal limits. He was placed on chlor- 
diazepoxide, 400 mg. daily, in divided doses, 
diphenylhydantoin, 100 mg. four times a day 
and pentobarbital, 30 mg. four times a day. 
During the first three days in the hospital he 
complained of marked and increasing mus- 
cular weakness which caused sufficient concern 
that neurological and metabolic consultations 
were obtained. He expressed anxiety over his 
worsening physical condition. His speech was 
slurred. He was ataxic, felt his knees were 
weak and he had a coarse tremor of his hands. 
He was incoordinated and unable to get out 
of his bed without assistance. His muscular 
weakness was symmetrical and included the 
facial musculature. There were no localizing 
signs and no Romberg’s sign. His EEG showed 
a dominant rhythm of low voltage 9-10 cycles 
per second alpha present bilaterally throughout 
the record and some scattered slow waves of 
4-5 cycles per second which were somewhat 
more marked on the right. On the fourth hos- 
pital day the chlordiazepoxide and pentobar- 
bital were discontinued. On the fifth and sixth 
hospital days he showed remarkable improve- 
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ment in his mental status and muscle strength. 
He continued to improve and left the hospital 
on the 17th day following admission with no 
apparent residua. 3 


Case 2. A 30-year-old married man was ad- 
mitted for the second time to the inpatient 
service on August 30, 1964, This followed — 
episodes of disorientation, querulousness and 
display of paranoid delusions for about a week. 
On the night prior to admission he was seen y 
to be surreptitiously taking chlordiazepoxide, 
to which he had unlimited access. He hadi 
been hospitalized at the same center in the — 
early part of the year when he had an acute 
Korsakoff-like brain syndrome with confabula- 
tion, memory loss, impaired attention, labi 
affect and generalized interference with in- 
tellectual function but with no evidence of 
psychosis. He had been doing well until a week 3 
prior to admission when he came upon an — 
automobile accident which appears to have 
reawakened previous anxieties related to an 
accident in 1961 when he had fatally injured 4 
a young woman, i 
On this admission he had a supercilious 
smile, due perhaps to a slight bilateral ptosis. 
His affect was shallow and labile, varying from 
happy tranquility to assaultive anger. He had 
delusions of grandeur, was very suggestible 
and confabulated readily. He had episodes of 


of attention and recall; his neurological ex- 
amination was otherwise normal. His EEG 
showed 12-14 cycles per second with intermit- 
tent 9-10 alpha rhythm in the right occipital 
area, which was considered to be compatible — 
with drug intoxication. tn 


The patient showed little or no improvement 
during the first months of his hospitalization. 
He paced the halls, showed evidence of para: 
noid delusions and was unwilling to particip: 


oriented during this time. 
pression, talked in monosyll 
ite reply to questions was “I don’t know. 
gradually began to admit his intelle 
ficulties. Towards the end of Sepi 
showed some improvement in 
better and seemed to pay more a 
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surroundings, although his intellectual function 
continued to be poor, In October he began to 
perform better on tests of mental status, 
showed some insight into his difficulty and by 
the end of the month he began to talk about 


~ his “wild thoughts.” His EEG on October 30 


showed predominant alpha rhythm of 9-10 
cycles per second. There were some slower 5-7 
cycles per second theta waves seen in all 
areas. This was thought to be a normal record. 
During the month of November he began to 
show more animated facial expression, and 
performance on formal mental status im- 
proved considerably. On November 28, he 
left the hospital despite persistent auditory 
hallucinosis. These hallucinations soon ceased 
and as of February 1965 he had returned 
to work with no evidence of psychosis or 
organicity. 


DISCUSSION 


Chlordiazepoxide has been used frequent- 
ly at this center in doses equal to, or greater 
_ than, the 400 mg. daily described in the 

first case, particularly in cases of alcoholic 

withdrawal states, A recent report in the 
literature documented its use in dosage up 
to 800 mg. in the case of Wernicke’s syn- 
drome(1). Ataxia and incoordination have 
_ been reported with the use of chlordiaze- 
poxide, but the profound muscle weakness 
seen has not been reported previously. The 
similarity of this case with the one previously 
reported from this center(5) and the dra- 
matic recovery upon withdrawal of chlor- 
diazepoxide and pentobarbital would seem 
to make this another possible example of the 
unfortunate synergism commonly seen with 
the use of combinations of psychopharmaco- 
logic agents(3, 4, 6). In Case 2 the recur- 
rence of a toxic psychosis in the patient 
previously reported(2) is of interest be- 
cause of the similarity of clinical states seen 
in this patient. The exact amount of chlor- 


diazepoxide and diazepam he took over the 
week or so prior to admission was not de- 
termined but is probably in excess of what 
would be used in a therapeutic regimen. 
The persistence of the organic features of 
his reaction seemed long in our experience 
with such reactions. We were most con- 
cerned that the length of the second illness 
might represent a cumulative effect, pos- 
sibly due to residua of subtle unrecognized 
brain damage from his earlier illness. 


SUMMARY 


Two cases of severe reactions to benzo- 
diazepine drugs, the first in combination 
with pentobarbital and the second to the 
use of chlordiazepoxide and diazepam in 
overdosage, are reported. Full recovery en- 
sued in both cases with no. abstinence syn- 
drome seen on withdrawal in either case, 
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ACCIDENTAL CONVULSION INDUCED BY ATROPINE 


WILLIAM KARLINER, M.D. 


My search of the literature failed to dis- 
close a case of grand mal seizure follow- 
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ing the intravenous administration of atro- 
pine. 


A 68-year-old white woman has been suf- 
fering from a paranoid schizophrenic con- 
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dition for about 10 years. In 1960 she was 
hospitalized because of severe agitation, hostil- 
ity, continuous auditory hallucinations and 
verbal fights with her neighbors. She was 
given electroshock treatments and, following 
improvement, she was placed on monthly 
maintenance ECT. Each treatment consisted 
of intravenous administration of atropine, 
methohexital sodium (Brevital) and succinyl- 
choline chloride preceding the electrically in- 
duced convulsion. In 1963 the patient re- 
fused further maintenance treatments. 

The past history revealed a miscarriage 22 
years ago, followed by the removal of one 
tube. The patient has also had arterial hyper- 
tension (up to 196 systolic and 120 diastolic) 
for many years. No significant family history 
was obtained. 

The only medication she has been taking 
has been meprobamate (Miltown) 400-800 
mg. before retiring. A few months ago she suf- 
fered a relapse of symptoms. Because of her 
lack of cooperation and poor judgment, she 
was hospitalized for a new series of ECT. On 
Oct. 29, 1964, a few seconds after the intra- 
venous administration of 1/75 gr. (0.8 mg.) 
of atropine, the patient had a grand mal seizure 
with two subsequent convulsions without any 
electric stimulation. The patient was given 3 
3/4 gr. of sodium amytal and 50 mg. of 
diphenhydramine hydrochloride (Benadryl) 
intravenously, and the seizures stopped. The 
postconvulsive course was uneventful. The pa- 
tient slept for a while and, when she awoke, 
showed the usual postconvulsive confusion. 

Since this incident, the patient has been 
given modified ECT without atropine. All 
these treatments were uneventful. 


Although the convulsions following the 
intravenous atropine may be coincidental, 


one cannot ignore the possible role played 
by atropine. Its action in this case is more | 


interesting since this patient had previously 
had modified ECT with preceding intra- 
venous atropine, methohexital sodium and 
succinylcholine chloride without the above- 


described complication. Subsequent to this — 


incident, atropine was omitted and she re- 
ceived ECT modified by intravenous 
methohexital sodium and _succinylcholine 
chloride, with no untoward side effects. 

Goodman and Gilman(1) stated that the 
mechanism underlying the central action 
of atropine is unknown. They mentioned 
that atropine produces stimulation of the 
medulla and higher cerebral centers. In 
the usual clinical doses (.50 to 1.0 mg.), 
this effect is manifested by mild central 
vagal excitation and increase in the rate 
and possibly the depth of breathing. After 
toxic doses of atropine, central excitation 
becomes more prominent and may lead to 
restlessness, irritability, disorientation, hal- 
lucinations and delirium, These pharma- 
cologists stated that the fatal dose of atro- 
pine has not been established, but it is 
probably greater than the commonly ac- 
cepted estimate of 100 mg. for adults. 

The absence of more frequent incidents 
of this type, considering the widespread 
use of modified electroshock therapy, indi- 
cates the possible existence of other factors 
yet unknown. 
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THE APPLICATION OF NEGATIVE PRACTICE TO 
SPASMODIC TORTICOLLIS 


STEWART AGRAS, M.B., B.S., ano CARLTON MARSHALL, M.D. 


Recent work(4, 6, 7) demonstrating that 
tics can be modified by repeated practice 
led us to apply the method to two patients 
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suffering from spasmodic torticollis. Dun- 


lap(1) was the first to describe the appli- 
cation of negative practice to disorders such ~ 


as stammering and tics, although he did 


not report his case material in detail. He 
encouraged the patient to reproduce the 


movement of the tic as exactly as possible, — 


repeating this many times in one session. — 


He noted that daily practice for a 


_ might cause the tic to disappear, and sug- 
gested that the exercises be continued less 
_ frequently for several weeks. He also re- 
ported the occurrence of symptom substi- 
tution. 

More recently Yates(7) described the 
experimental application of this technique 
to a patient suffering from many tics. He 
postulated, following Hull’s(3) theoretical 
~ model, that repetition of the abnormal 
_ movement causes muscle fatigue leading 
to the build-up of reactive inhibition, a 
drive state, eventually forcing the patient 
to rest or not perform the tic. During rest 
_ periods reactive inhibition should lessen 
associating “not performing the tic” with 
_ drive reduction, thus reinforcing the neg- 
_ ative tendency until it outweighs the tend- 
_ ency to perform the tic. He found in ac- 
cordance with this hypothesis that the 
rate of voluntary performance of each tic 
= declined during individual sessions and 
| from session to session. The best rate of 
decline was obtained by the combination of 

rolonged mass practice followed by pe- 
__ tiods of prolonged rest. Jones(4) later con- 
tinued the treatment of this case, finding 
farther decline in the rate of voluntary per- 
formance of each tic, associated with 
~ marked clinical improvement. Emest(2) 
and later Walton(6) confirmed these find- 
_ ings in two further cases, while Rafi(5) 
met with success in one case and failed in 
another, a patient with a foot-tapping tic, 
in whom no decline in the rate of volun- 
tary performance was found and in whom 
1 no clinical improvement was demonstrated. 


PROCEDURE AND FINDINGS 


Case 1. The patient, a 38-year-old married 
woman, was admitted complaining of inability 
to turn her head to the right side, She was 

_ noted to hold her head turned to the left much 
of the time and could turn her chin to the 
midline only with difficulty. Her right sterno- 
cleidomastoid muscle was strikingly hyper- 
trophied. For several months prior to admis- 
sion, she had been treated as an outpatient 
with psychotherapy combined with hypno- 
therapy, the latter producing relief of very 
brief duration immediately following each 
therapy session. 

The patient, the second of three children, 
was raised in a poor family living in a small 
rural community. Her home was characterized 


by much strife centered around her father’s 
drinking, and there was considerable rivalry 
for her father’s attention between the patient 
and her older sister. She was very conscious 
of her family’s social plight and sensitive to 
community opinion. Thus, when her older 
sister became pregnant illegitimately, the pa- 
tient felt a personal sense of degradation. 
Shortly after this she withdrew from school in 
the ninth grade. She then met and married a 
man considerably her senior and had three 
children by this marriage. Her husband drank 
heavily and physically abused her. She ob- 
tained a divorce, keeping the children whom 
she supported by working as a domestic until 
she met and married her present husband, a 
man more nearly her age, to find herself once 
more threatened by financial problems and a 
husband with an excessive thirst. 

Her symptoms had an abrupt onset. One 
day when at work she was accused by an aunt 
of “flirting” with her aunt’s husband, a man 
she described as resembling her father. That 
evening she developed a headache and the 
following morning she noted the onset of 
spasmodic contractions in the right side of her 
neck and was unable to go to work. 4 

Experimental procedure. The trial period of 
hypnosis provided some control for the appli- 
cation of negative practice. Electromyogra- 
phy was performed before, during and after 
hypnosis (see Figure 1). It is interesting to 
note the complete reversal of the excessive 
muscle activity during hypnosis, although, as 
noted earlier, no permanent improvement was 
obtained using this method. 

An attempt to extinguish the tic by means 
of negative practice was then made, The pa- 
tient was taught to duplicate the movements 
of the tic some 200 times in each daily ses- 
sion. At first this was closely supervised. When 
she was felt to have adequately mastered the 
exercises she was discharged, with instructions 
to gradually increase the number to 400 daily, 

Follow-up and progress. At the first follow- 
up visit two weeks later, the patient showed 
marked improvement in both the frequency 
and intensity of the tic. She reported a return 
of vitality and interest in her environment. 
Four weeks later the only abnormality found 
was a five-to-ten degree turn of her head to 
the left. The patient had added exercises in- 
volving her shoulder girdle to the regime and 
reported relief of tension in those muscles. 
Follow-up at seven months showed the patient 
to be asymptomatic. She reported that at a 
time of emotional tension surrounding her 
father’s death she had noted a partial return 
of the tic but had been able to control it by 
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resuming the exercises. Eleven months later 
she was well, working as a seamstress eight 
hours daily and performing her exercises for 
about 30 minutes once weekly. Twenty-two 
months following the start of treatment a re- 


peat electromyogram was normal (see Figure 
1). The patient was free of symptoms. 


FIGURE 1 
Electromyograms Taken at Rest in Case 1. Trace A 
Shows the Affected Sternomastoid Before Treatment, 
Compared with the Normal Side (B) Taken at the Same 
Time. Trace C during Hypnosis and D 22 Months Fol- 
lowing Treatment, Show a Normal Record in Each Case. 
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Case 2. The second patient, a 59-year-old 
widow, complained of a marked tendency for 
her head to turn to the right in a somewhat 
jerky movement. This complaint had been 
present for nine months and was preceded for 
five years by a tremor involving her head and 
shoulders. 

Apart from this symptom she had suffered 
from few illnesses. She had been married to a 
man some 18 years her senior, raising a family 
of three children. In 1953, seven years before 
the onset of symptoms, she had been widowed. 
She then successfully ran a small general store. 
In 1955 her son sustained a serious injury 
while serving with the armed forces. During 
his prolonged recuperation, the patient had 
noticed an increasing tension in herself which 
diminished as he recovered. She was then 
well until 1959, when her head started to 
shake. No clear precipitating circumstance was 
elicited in spite of intensive investigation. Two 
years later she felt unable to face the public, 
sold her shop and retired to live in a trailer 
near her married daughter. 

Physical examination on admission revealed 
marked hypertrophy of the left sternocleido- 
mastoid muscle and slight hypertrophy of the 
trapezius. 

Experimental procedure. Following base 
line electromyography, the patient was in- 
structed in turning her head as rapidly as she 
could to the affected side, reproducing the 
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movement of the tic as exactly as possible. The i 
number of turns per minute was recorded id 
during each session, Fifteen daily sessions’ of 3 
45 minutes each were held in blocks of five 
days, followed by a two-day rest period. Fol- 
lowing this, two daily sessions were held of 45 
minutes each, the first supervised and the sec- 
ond completed by the patient alone. The de- 
cline in the rate of voluntary repetition of the 
tic is shown in Figure 2. This curve is very 


FIGURE 2 
Graph Showing the Decline in Voluntary Evocation of 
the Tic in Case 2, during the First 23 Sessions of 
Treatment. The Response Plotted Is the Average Number 
of Turns Made in Five Minutes, Calculated from the 
First 30 Minutes of Each Treatment Session, 


mesronses 


sessions 


similar to that of previous workers. No im- 
provement could be demonstrated by clinical 
examination or electromyography at this point. 
The patient was then discharged with instruc- 
tions to continue the exercises at home once 
daily for 45 minutes, exercising for five days 
and resting for two. 

Follow-up and progress. Follow-up five 
weeks later, after a total of 70 sessions, re- 
vealed some worsening of her condition. She 
complained that she found it more difficult 
than before to move her head to the left. It 
was found that during the exercises she could 
now move her head from the center position 
to the right more easily than the return move- 
ment, This feature had been less prominent 
previously, the outward movement when timed 
being about the same as the return, although — 
the patient had frequently complained of diffi- 
culty in returning her head to the center posi- 
tion. 


DISCUSSION 


Although the outcome in the two cases 
reported here was different, several 
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ings reported by previous workers were 
confirmed. Thus in the first case the tic was 
eliminated by the use of negative practice, 
hypnosis being used as a control therapeu- 
tic procedure. The improvement was docu- 
mented both clinically and by the use 
of electromyography, a potentially useful 
measure in this particular field of research. 
In the second case, according to expecta- 
tion diminution in the rate of voluntary per- 
formance of the tic was found, although 
in this instance it was clearly shown that 
this particular measure is not precisely re- 
lated to clinical improvement. 

The failure to improve appears to be 
related to the difficulty the patient experi- 
enced in returning her head to the resting 
(center) position, The first patient showed 
no such difficulty during the performance 
of the exercises, nor presumably did the 
cases previously reported such as the pa- 
tient described by Yates(7) and Jones(4) 
who suffered from abdominal, nasal, cough- 
ing and eyeblink tics, in all of which return 


_ to the resting position is usually easy. It 


follows that if there is muscle resistance to 


__ the return to the resting position, then re- 


active inhibition will be built up, making 
the movement of return progressively less 
likely and more difficult for the patient. 
Thus there should be a decrease in the like- 
lihood of performing both the movement 
of the tic and that of returning the head 
to the center, a position midway between 
tending to occur. This appears to have 
happened, incidentally putting the patient 
in a state of conflict during the last few 
sessions of the exercises, when she reported 
a tendency to yawn, lacrimate and almost 
to fall asleep, a condition similar to that 
ascribed by Pavlov as protective inhibition. 

Whether negative practice will prove to 
be a useful procedure in cases of torticollis 
or tics cannot of course be demonstrated 


finally by single case studies; the result 
might be due to uncontrolled therapeutic 
procedures although a dramatic treatment 
such as hypnosis provides a control for 
many such happenings, and the natural 
history of the tics is one of some chronicity. 
Nevertheless, such studies can lead to the 
definition of factors affecting extinction. 
From the findings presented here it is sug- 
gested that attention be given not only to 


the movement of the tic, but also to the _ 
return to rest movement. Where this causes ~ 


much contraction of the affected muscles, 
improvement is not likely to occur. 


SUMMARY 

A clinical study of the experimental ap- 
plication of negative practice to two cases 
of torticollis was reported. Several findings 
of previous workers were confirmed, in- 
cluding recovery in one case documented 
both clinically and by electromyography 
and followed up over a period of 22 
months, no evidence of symptom substitu- 
tion being found. Reasons for the failure 
of the second case were suggested and 
discussed, 
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PROTRIPTYLINE IN THE TREATMENT OF DEPRESSIVE 
REACTIONS 


JANE E. OLTMAN, M.D., anb SAMUEL FRIEDMAN, M.D. 


This is a resume of our experiences with 


The authors are with the Fairfield Hills Hospital, 
Newtown, Conn. 


protriptyline (Vivactil) 1 in the treatment 


1 Supplies of protriptyline were furnished by 
Merck Sharp and Dohme Research Laboratories 
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of depressive disorders during the past 8 
or 9 months, Previous preliminary re- 
ports(1) have pointed to the effectiveness 
of this drug. 

Protriptyline is another in the series of 
dibenzocycloheptadiene compounds, Its 
structural formula and relationship to ami- 
triptyline and nortriptyline are indicated in 
Figure 1. : 


FIGURE 1 
Cay oH 
a = CH-CH2-CH2N +HC2 
e = 


Amitriptyline (Elavil®) 


ae = CH-CHp-CH2NH-CH, © «HCI 
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H° `CH:CH:CH:NHCH;'HCI 
Protriptyline 


The group consisted of 50 patients, 
equally divided as to sex, suffering from 
acute or recurrent depressive episodes. 
Their ages revealed the following distribu- 
tion, characteristic of individuals with de- 
pressive states : 21-30, 3; 31-40, 3; 41-50, 
10; 51-60, 18 ; 61-70, 14; 71-80, 1. Diagnos- 
tic classification is indicated in Table 1. It 


Nortriptyline 


may be noted that there were very 
cases of reactive depression among 
men, and, in general, it appeared that the 
degree of depression was somewhat greater ~ 
in males. Dosage was maintained at a fairly — 
standard schedule. With few exceptions, 
treatment was initiated with 10 mg. tid, 
and increased to 20 mg. tid, within 7 to 
10 days. 4 

Results. As in previous reports, an A rat- 
ing was assigned to subjects who exhibited 
recovery or much improved status, and a 
B rating to those who made only partial 
improvement or failed to improve. The re- 
sults are summarized in Table 1. ; 

The over-all result, namely 74% successes, 
is in the range that we(2) have previously 
delineated for effective antidepressant 
agents, It may be compared with 71% suc- 
cesses in the major affective disorders 
which we have previously reported in a 
large compilation of cases treated with — 
other antidepressant drugs(3). 

Speed of action was satisfactory. Initial — 
improvement usually appeared within 10 
to 14 days, Results were approximately — 
equal in the two sexes. There were 6 fail- 
ures in the male group and 7 in the female, — 
Again, best results were observed in the — 
psychotic depressive reactions. The results 
in involutional psychoses seemed somewhat _ 
more favorable than those previously ob- 
served; however, the number of cases is 
too small for statistical validation. Vais- 
berg’s numerically limited study(1) also ~ 
indicated favorable results in involutional 
reactions. Of the failures, 5 occurred in 
somewhat atypical cases and 2 in essentially — 
chronic depressions; one case was desig- — 
nated as a failure when the drug was dis- 
continued after 4 weeks of treatment, be- 
cause of urinary difficulty. Thus, as we 


. TABLE 1 
Results of Treatment with Protriptyline in Depressive States 
N. IN GROUP A RATING 

DIAGNOSTIC CATEGORY M. F, TOTAL N. % 

Psychotic-depressive reaction 3 1 4 4 100 

Involutional psychotic reaction 5 4 9 7 78 

Manic-depressive reaction 15 8 23 16 70 

Psychoneurotic-depressive reaction 2 12 14 10 71 
(2, mix 

25 25 50 37 74 


Totals 
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have emphasized previously, atypical fea- 
tures are associated with poorer results. 

Side effects were numerous but not wor- 
risome except in one instance. Dryness of 

‘the mouth was by far the most common 
side effect. This feature was noted in vary- 
ing degree in 35 cases, It was more frequent 
in women (22 cases) than in men (13 
cases). Other side effects were: blurring 
of vision—5 ; dizziness—3; constipation—2 ; 
mild excitement or inner tension reaction— 
5; and urinary difficulty—3. With respect 
to the last symptom, 2 men experienced 
only slight hesitancy in voiding while one 
exhibited a degree of urinary retention 
which required catheterization. As indicat- 
ed above, the drug was discontinued in this 
case. One patient, an elderly woman of 70, 
experienced a multiplicity of side effects, 
including dryness of the mouth, dizziness, 
numbness of lips and fingers, flushing sen- 
sation of the face, blurring of vision and 
brief episodes of diplopia. The mild excite- 
ment, agitation or inner tension syndrome 
usually occurred in the initial phase of 
treatment. It responded to the addition of 
chlordiazepoxide or a tranquilizer. One 
patient described the sensation in rather 
intriguing terms, namely: “It’s like my 
motor’s running inside.” 

Blood pressure levels were not signifi- 
cantly affected, Laboratory data, including 
blood counts, urine analysis, NPN, SPGT 
and alkaline phosphatase, remained nor- 
mal throughout, except for one instance of 
somewhat elevated alkaline phosphatase 
(9.6 U). This patient did not exhibit any 
unusual clinical findings, and the level of 


alkaline phosphatase later returned to nor- 
mal. 

As an incidental matter, we wish to 
comment briefly on the combination of 
antidepressant drugs and chlordiazepoxide. 
A previous report(4) has given the impli- 
cation that this combination may be haz- 
ardous. We have used this combination 
both in this study and in hundreds of other 
cases, and have not experienced any diffi- 
culty with it. The addition of chlordiaze- 
poxide to antidepressant agents has been 
particularly helpful in allaying the anxiety 
and obsessive-ruminative thoughts that de- 
pressed patients frequently experience. 

In summary, therefore, it may be con- 
cluded that protriptyline is another effec- 
tive antidepressant drug. Side effects, par- 
ticularly dryness of the mouth, are rather 
numerous but not, as a rule, troublesome. 
However, difficulty in voiding may occur 
occasionally in older male patients, and 
this complication must be observed closely. 
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THE PERMEABILITY OF THE BLOOD-BRAIN BARRIER (BBB) 
AND BLOOD-CEREBROSPINAL FLUID BARRIER (BLB) TO C“ 
TAGGED RIBONUCLEIC ACID (RNA) 


H. EIST, M.D., ann ULYSSES S. SEAL, Pu.D. 


Recently Cameron(1-3) has suggested 
that ribonucleic acid (RNA) is effective in 
improving the memory performance in 
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ported in this paper was to determine if 
RNA passes the BBB and/or BLB and 
thus whether its suggested action is di- 
rectly on the central nervous system or by 
some other indirect route. 


MATERIALS AND METHODS 


Adult albino rabbits (2-4 kg.) were given 
intravenous injections of 5 microcuries o 
C! tagged yeast RNA (Schwarz). At pe- 
riodic intervals after injection, blood and 
cerebrospinal fluid samples were taken. A 
second group of rabbits was given intra- 
venous injections of 5 microcuries of C 
tagged yeast RNA mixed with 100 mg. of 
untagged RNA. Again, at varying inter- 
vals, blood, CSF and tissue samples from 
brain and liver were taken. Blood samples 
were taken from ear veins of the ear not 
used for injection. CSF samples were ta- 
ken by cisternal puncture and tissue sam- 
ples were obtained by rapid dissection aft- 
er sacrifice with ether. Tissue samples were 
immediately frozen in a deep freeze. Radio- 
activity was measured in a gas flow count- 
er after direct plating of samples. Empirical 
corrections for self-absorption were made. 


TABLE 1* 
Group 1: Injection of 5 Microcuries C14 RNA 
TIME AFTER COUNTS /MINUTE /ML. 
INJECTION BLOOD PLASMA RBC'S CSF 
30 min. 1506 1166 1846 
60 min. 1245 923 1566 
120 min. 1065 675 1456 0 


LMM 
* in calculating results hematocrit was taken to equal 50% 
of total blood volume. 


TABLE 2 
Group Il: Injection of 5 Microcuries C14 RNA + 100 
mg. Untagged RNA 

TIME AFTER COUNTS/MINUTE/ML. 
INJECTION BLOOD PLASMA RBC'S CSF 
Rabbit #1 

4 min. 1950 4280 0 
Rabbit #1 

10 min. 610 1250 0 0 
Rabbit #1 

90 min. 1170 400 1940 
Rabbit #2 

30 min. 848 743 954 
Rabbit #2 


RESULTS x 

Tables 1 and 2 indicate that at all time — 
intervals the CSF concentration of C — 
tagged RNA was negligible. This would — 
indicate that the BLB was impermeable to | 
C™ RNA. A sample of homogenized brain 
tissue removed 24 hours post C' RNA in- 
jection showed no radioactivity other than 
that due to the measured blood content 
of the sample. It seems, therefore, that — 
both the BLB and BBB are impermeable 
to yeast C™ RNA. An interesting finding 
resulting from these studies was the appar- 
ent uptake of C! RNA by the red blood 
cells. Except for the first 10-20 minutes 
post-injection, the red blood cell fraction 
contained the majority of C RNA and 
the RBC/plasma ratio was greater than 1.0. 
At 24 hours, a significant amount of CM 
RNA (1200 cpm. per gm. of tissue) still 
remained in the liver. 


DISCUSSION 

Although species differences might ex- 
plain the present results, Bakay(4) reports 
little or no difference to the barrier func- 
tion for ions in man, apes and such ex- 
perimental animals as rabbits, dogs, cats, 
guinea pigs and mice. Also, it is known that 
the BBB and BLB generally prevent the 
passage of large molecules into the 
brain(4). Davidson(5) suggests that per- 
meability difficulties may operate to pre- 
vent access of even intact nucleotides into 
the cell, Spatz(4) reports that acid dyes- 
penetrate BBB according to particle size 
and Krogh(4, 6) pointed out that large 
molecules like proteins do not penetrate 
the barrier at all. Cameron(1) maintains, 
however, that his results have been better — 
with yeast RNA of larger molecular size. — 

It might be argued that in individuals — 
suffering from one of the organic brain — 
syndromes of the aged, the permeability 
of the BBB and BLB is altered. It has been 
demonstrated, however, that alterations in 
the permeability of the BBB can hardly — 
be achieved by physiological means(4) 
According to Broman(7, 8), anoxia has no 
deleterious effect on the cerebral vascular 
permeability. He further discovered X 
BBB function remains intact for about one 
hour after death. Experimental studies 
where brain damage has been int r 
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where pathological conditions have been 
simulated suggest that initially following in- 
jury there is an increase in the permeability 
of the BBB in the local area involyed(4). 
Shortly following injury the barrier func- 
tion re-establishes itself and these injured 
areas are no more permeable and might 
possibly be less permeable than they were 
before injury. As memory is thought to 
involve not localized but all parts of the 
brain(9, 11), it is doubtful that any RNA 
getting into these areas, even if it could be 
utilized on arrival, would have much of an 
effect on over-all memory functioning. 

When the biosynthesis of RNA is con- 
sidered, it would seem even more unlikely 
that artificially added RNA could directly 
improve memory. Neither nucleic acids nor 
their constituents are dietary essen- 
tials(12). They are produced in the body 
from smaller building blocks such as am- 

__monia, carbon dioxide, “formate” (one-car- 

__ bon fragment) and glycine. It is unlikely 

that preformed purine and pyrimidine nu- 

_ cleotides are utilized (metabolic break- 

- down products of RNA) as they are pro- 
duced in the body(12). 

A er reason for suspecting that 
yeast RNA would not be efficacious in man 
is based upon the concept of the species 
specificity of RNA, Although the species 
specificity of RNA is not as distinct as 
that of DNA, it is known that RNA does 
vary from species to species and in animals 
often from organ to organ(13, 14). It is 
doubtful, therefore, that yeast RNA would 
be directly beneficial to man’s ability to 
remember, 


SUMMARY 


It has been demonstrated that yeast C14 
RNA does not pass the rabbit blood-brain 
barrier or blood-cerebrospinal fluid barrier, 


REFERENCES 


I. Cameron, D. E., Sved, S., Solyom, L. et 
al. : Effects of Ribonucleic Acid on Mem- 
ory Defect in the Aged, Amer. J. Psychiat. 
120:320-325, 1963. 

Cameron, D. E. : The Processes of Remem- 

bering, Brit. J. Psychiat. 109:325-340, 

1963. 

Cameron, D. E. : The Use of Nucleic Acid 

on Aged Patients with Memory Impair- 

ment, Amer. J. Psychiat. 114:943, 1958. 

. Bakay, L.: The Blood Brain Barrier. 

Springfield, Ill. : Charles C. Thomas, 1956. 

Davidson, J. N. : Biochemistry of Nucleic 

Acids. London : Methuen, 1957, 

. Krogh, A.: The Active and Passive Ex- 
changes of Inorganic Ions through the 
Surfaces of Living Cells and through Liv- 
ing Membranes Generally, Proc. Roy. Soc. 
(Biol.) 133;140-200, 1946. 

7. Broman, T.: The Permeability of the 
Cerebral Vessels in Normal and Pathologi- 
cal Conditions. Copenhagen : Munksgaard, 
1944, 

8. Broman, T.: Supravital Analysis of Dis- 

orders in Cerebral Vascular Permeability 

in Man, Acta Med. Scandinav. 118;79-83, 

1944, 

Lashley, K. S. : “In Search of the Engram,” 

in Society for Experimental Biology : Physi- 

ological Mechanisms in Animal Behavior, 

(symposium 4). New York: Academic 

Press, 1950. 

10. Hyden, H. : Proceedings, 4th International 
Congress, Biochemistry, 1958, vol. 3, sym- 
posium 3. 

11. Humphrey, G., and Coxon, R. V.: The 
Chemistry of Thinking. Springfield, Ill. : 
Charles C. Thomas, 1963. 

12. Cantarow, A., and Trumper, M. : Clinical 
Biochemistry, Philadelphia: W. B. Saund- 
ers Co., 1955, 

13. Danielli, J. F., and Brown, R.: Nucleic 
Acid. New York: Macmillan Co., 1947. 

14, Belozersky, A. N., and Spirin, A. S.: The 
Nucleic Acids. New York : Academic Press, 
1960, vol. 3. 


po 


9 


9 aA 


o 


EXPERIENCES IN THE MANAGEMENT OF GERIATRIC 
PATIENTS WITH CHRONIC BRAIN SYNDROME 


ISADORE GREEN, M.D. 


In geriatric patients suffering from chron- 
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ic brain syndrome, the pathologic brain 
alterations may not be of primary thera- 
peutic concern. The condition can be slow- 
ly progressive, as in senile brain disease, 
or show sudden increases and transient re- 


missions, as in cerebral arteriosclerosis. In 
either case, invariably linked with destruc- 
tion of brain cells is a reaction to this loss 
and its implied threat to the patient’s ego. 
Depending on history and reaction pattern, 
the functional component may assume the 
form of a psychosis, a psychoneurotic dis- 
order, or a marked personality disturb- 
ance(1). This functional overlay manifests 
itself in depression, agitation, confusion, 
irritability, and aggressiveness, which in 
hospitalized patients hamper ward manage- 
ment and create a difficult nursing prob- 
lem. Reducing the senile patient's irrita- 
bility alone would do a great deal to lighten 
this burden and put the fretful patient at 
ease. 

Psychopharmaceutical drugs may be 
helpful in modifying functional reactions 
even though they will not affect the under- 
lying process of tissue destruction. Un- 
fortunately, the widely used chlorproma- 
zine, while effective in subduing unruly 
patients, has a high incidence of untoward 
side effects as well as occasional toxic re- 
actions(2). Certain of these side effects, al- 
though less critical, nevertheless tend to 
increase the problems of geriatric nursing. 
Somnolence frequently confines the patient 
to bed; this is particularly undesirable in 
the elderly, as immobilization may lead to 
osteoporosis, contractures, and decubitus 
ulcers (which in some cases can appear 
within 24 hours)(3). The patient's ability 
to care for himself is also reduced by other 
central nervous system effects of chlorproma- 
zine, such as apathy, dizziness, impair- 
ment of coordination, and general weakness. 
Furthermore, the incidence of parkin- 
sonism, which occurs in about 10% of pa- 
tients treated with chlorpromazine(4), is 
usually higher in the presence of organic 
cerebral changes and in subjects past mid- 
dle age(5). Moreover, the hypotensive ef- 
fects frequently induced by phenothiazine 
derivatives limit their usefulness for pa- 
tients with arteriosclerosis. In fact, the pos- 
sibility of a sudden lowering of blood 
pressure seems to contraindicate all of these 
drugs in a geriatric group who may be ex- 
pected to have more or less extensive car- 
diovascular disease(6). 

Some investigators do not believe that 
phenothiazine derivatives relieve the emo- 
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tional manifestations of chronic brain syn- 
drome and think that these may even be 
intensified(7). Regrettably, up to the pres- 
ent time, no satisfactory agent for relievin 
these symptoms without producing unde- 
sirable side effects has been available. Lack- 
ing such a drug, we have at times resorted 
to phenothiazine derivatives to subdue oth- 
erwise unmanageable patients, but even — 
small doses often caused oversedation and 
made bed care necessary. Trials in manag- 
ing anxiety with deanol acetamidobenzoate 
(Riker 546) at the Outpatient Clinic of 
the Soldiers’ Home in Massachusetts (Chel- 
sea) proved highly effective, and we sub- 
sequently used the drug to bring about 
immediate calming in an extremely agitat- 
ed, 74-year-old patient with suicidal ten- 
dencies(8). These favorable results sug- 
gested a study of the efficacy of deanol 
acetamidobenzoate in managing agitation — 
and other functional manifestations of 
chronic brain syndrome in a group of 
hospitalized geriatric patients. 
In addition to the subject mentioned 
above, the series included 13 other elderly 
men between the ages of 62 and 87 (aver- 
age: 72.9 years). All 14 patients suffered 
from chronic brain syndrome, associated 
with cerebral arteriosclerosis or senile 
brain disease, complicated in 2 instances by 3 
diabetes and in another by Parkinson’s dis- 
ease; 2 patients had had recent cerebro- 
vascular accidents, Anxiety with depressive 
features characterized almost every case 
and the entire group presented difficult 
ward problems, being either hostile, ag- 
gressive and argumentative or apathetic, 
uncooperative and withdrawn. 3 
As a rule, oral administration of deanol 
acetamidobenzoate was scheduled for an — 
average period of 2 weeks at 100 mg. qid, 
the exception being an 85-year-old man for X 
whom the dose was reduced to 3 times — 
daily. In 2 patients who had threatened 
suicide, as described in our earlier re- i 
port(8), 60 mg. of the drug were injected 
intramuscularly every 4 hours, around the — 
clock. This method was also used in an 
87-year-old patient, again on a schedule of © 
3 times daily. Intramuscular injections were” 
attempted in another patient who was € 
tremely aggressive and uncooperative: 
resistance, however, made treatment 
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method as well as oral administration im- 
possible, and the case had to be omitted 
from the evaluation. 
The clinical response was satisfactory in 
7 of the remaining 13 patients (53.8%) and 
unsatisfactory in 5 (38.5%)—in one the out- 
come was considered doubtful because, 
while the physician did not find any clinical 
improvement, the nurses noted that the 
patient was more cooperative and less 
irritable. In patients who responded to par- 
enteral administration, improvement was 
observed within 24 hours; oral administra- 
tion, when effective, produced results usu- 
ally within 3 days. In the cases evaluated 
as satisfactory, there was a marked change 
in the patients’ attitudes and behavior; 
they were more alert, more cooperative, 
= better adjusted to their situation, and 
__ showed greater emotional stability—all of 
Which made for much easier ward manage- 
‘ment. No changes in blood chemistry were 
found in any case, and only one patient 
experienced side effects (drowsiness and 
increased irritability ). 

The following case histories exemplify 
the problems encountered in this series 
and the varying responses to medication 
with deanol acetamidobenzoate : 


ay 


J.M., 64, a diabetic and partial amputee, diag- 
nosed as extremely paranoid, had been in- 
stitutionalized since 1956. Short periods of 
relative tranquility were interspersed with 
episodes of violence and aggression of such 
force that he had to be sedated with a proma- 
zine derivative. Even in small doses this drug 
caused oversedation ; he became unresponsive 
and had to be put to bed. Medication with 
deanol acetamidobenzoate was started at a 
dose of 400 mg. per day. Within 3 days the 
patient become affable and cooperative, and 
even his paranoid ideas were expressed with 
less hostility. After 2 weeks during which his 
attitude remained amicable and at times buoy- 
ant, the medication was withdrawn. Thirty- 
six hours. later he had reverted to his usual 
antagonistic, aggressive personality. Deanol 
acetamidobenzoate was again administered and 
the patient showed a similar rapid and remark- 
able improvement. The drug was discontinued 
and reinstated several times, always with the 
same results. It is now routinely prescribed for 
this patient. 


M.P., 73, was admitted to the hospital with 
complaints of paraplegia, numbness in both 


lower extremities, and a moderate degree of 
tremor. Examination revealed no organic basis 
for these symptoms. When neither suggestion 
nor tranquilizers proved effective in alleviat- 
ing severe anxiety, apprehension, depression, 
and dissociative reactions, deanol acetamido- 
benzoate was started at 400 mg. per day. With- 
in 3 days there was a decided improvement in 
the patient's attitudes and behavior. He became 
cooperative and began to ambulate. Medication 
was discontinued after 2 weeks. Observation 
over the next 2 months showed no change in 
the patient’s improved status. 


R.H., 62, with 2 well-documented cerebro- 
vascular episodes, gave every indication of 
widespread cerebral cortical disease. Treat- 
ment with deanol acetamidobenzoate was 
started at 400 mg. per day. After 2 weeks no 
response to the medication was noted, and the 
dose was increased to 500 mg. per day, Sub- 
sequently, he appeared to be more irritable 
and made frequent demands for bed rest. 
Because of his less cooperative attitude, the 
drug was discontinued after 3 weeks, 


The effectiveness of a calming agent must 
be evaluated differently in hospitalized 
geriatric patients than in a younger and 
more active population(9). In subjects 
suffering from chronic brain syndrome, in 
particular, all that can be expected is 
enough improvement in the patient’s dis- 
turbed behavior to ease his difficulties 
somewhat and lessen the workload of 
the nursing staff. This was achieved in 
more than 50% of the patients in our 
study, without side effects of any kind—a 
gratifying success in view of the extent of 
irreversible brain tissue destruction which 
had taken place in some subjects, Patients 
with far-advanced organic damage failed 
to respond to deanol acetamidobenzoate, 
and even an increase in the dose (from 
400 mg. to 500 mg. per day) was not ef- 
fective. On the other hand, the drug was 
outstanding in its calming effect on agitated, 


Oral administration of deanol acetamidoben- 
zoate in both tablet and liquid form was also un- 
Successful in alleviating functional disturbances 
accompanying pre-senile degeneration (tentatively 
diagnosed as Jakob-Creutzfeldt disease) in a 56- 
year-old man (not included in this series). The 
patient presented a basal ganglia type of tremor, 
with hypertonia of the lower extremities; in- 
creased deep reflexes with plantar response sug- 
gested an upper motor neuron lesion. A subsequent 
trial with intramuscular injections of deanol aceta- 
midobenzoate was also ineffective. 
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bellicose patients and those with suicidal 
ideation. The degree of improvement in 
several of these cases was so notable that 
treatment was interrupted to ascertain if 
the remission of symptoms was due to the 
well-known fluctuations of arteriosclerotic 
psychosis(10) or to the drug action. In the 
subjects tested symptoms returned prompt- 
ly, and improvement was again apparent 
when medication was reinstated. The regu- 
larity of this response made it evident that 
deanol acetamidobenzoate was principally 
responsible for the beneficial effects and 
that the influence of other factors was 
secondary. 

At the present time it is not possible to 
predict with certainty which patients with 
chronic brain syndrome will respond to 
treatment with deanol acetamidobenzoate. 
Our study indicates that selection of suit- 
able candidates can only be made em- 
pirically. With side effects so negligible 
a trial would be worthwhile in all cases 
until future investigations arrive at ways of 
determining which subjects are predisposed 
to respond to medication. It must be kept 
in mind that progressive degeneration is im- 
plicit in chronic brain syndrome, but an 
effective calming agent often makes it pos- 
sible to marshall the patients remaining 
resources and compensate to a degree for 
losses due to organic damage. 


SUMMARY 

Hospitalized patients with chronic brain 
syndrome, whether associated with senile 
brain disease or cerebral arteriosclerosis, 
are especially subject to adverse side ef- 
fects from phenothiazine derivatives. Pre- 
vious favorable experiences with deanol 
acetamidobenzoate suggested a trial in 
managing the functional overlay of these 
disorders in patients presenting difficult 
ward problems. Fourteen subjects were 
treated over an average period of 2 weeks, 
most of them receiving oral doses of 100 
mg. q.id.; several highly agitated patients 
were given intramuscular injections (60 
mg. qid.). A gratifying rate of success 


was achieved in spite of the generally un- 
favorable prognosis in cases of severe brain 
damage. More than half (53.8%) of the pa- 
tients responded to deanol acetamidoben- 
zoate with increased alertness and greater 
cooperation, thus requiring less nursing 
care. Side effects were minimal. The most 
outstanding successes were in agitated pa- 
tients with suicidal tendencies. Until fur- 

ther investigations point the way to select- — 
ing patients predisposed to respond to 

treatment, an indiscriminate trial in all cases 
of chronic brain syndrome is eminently 

worthwhile. 3 
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Editor, Tue ÅMERICAN JourNaL or Psy- 
- CHIATRY : 
Sm: In an article in the July issue, Dr. Van 
_ Buren O. Hammett (“A Consideration of Psy- 
_ choanalysis in Relation to Psychiatry Generally, 
Circa 1965”) reveals a serious misunder- 
standing of psychoanalytic theory and tech- 
nique as currently practiced. The mirror 
analogy has long since disappeared from psy- 
 choanalytic thinking. The analyst is neutral 
ly insofar as he does not take sides in the 
ggle between the id and the superego. The 
yalyst must, of course, align himself with the 
‘ego of the patient in his effort to gain mastery 
of his internal conflicts. 
Again, in discussing the question of a thera- 
pist’s feelings towards his patients, Dr. Ham- 
ett appears to be unaware of the whole trend 
_ of psychoanalysis. Far from its being heretical 
) allow the therapist’s affects to enter into 
§ te technique, it is obvious that 
the therapist’s feelings are always present and 
- communicated to the patient to some degree 
and play a big role in the treatment. What the 
therapist must guard against are his neurotic 
_ feelings and where these interfere with the 
_ treatment. 
If Dr. Hammett will consider that his own 
_ suggestions for therapist commitment and posi- 
_ tive therapist affect towards patients are in gen- 
eral agreement with the thinking of most psy- 
_ choanalysts, he will see that his criticism is 
not of current psychoanalytic techniques per 
se, but of a perversion of psychoanalytic tech- 
nique practiced by some analysts and perhaps 
_ by many psychiatrists who have less than a 
_ thorough knowledge and who use noncommit- 
ment and uninvolvement as a means of psy- 
chological defense. 


Donatp M. Marcus, M.D. 
Beverly Hills, Calif. 


DR. HAMMETT’S REPLY 
Editor, THE AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sir: First, we must be clear that both Dr. 
Marcus and I are expressing opinions ; there is 
no model to which we can refer for the ab- 
solute facts. Although psychoanalytic training 
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is the most extensive and rigorous in psychi- 
atry, it is a long way from being standardized, 
and there is great variation in the way psy- 
choanalytic technique is taught as well as in 
the way psychoanalytic treatment is carried 
out by different analysts. My observations lead 
to the opinions expressed in the paper, and I 
believe they apply to psychoanalysis as prac- 
ticed by the majority of analysts. Dr, Marcus 
believes that only “some” analysts use non- 
commitment and uninvolvement as a means of 
psychological defense ; I think that many do. 

I am aware that there is a tendency devel- 
oping within psychoanalysis to recognize and 
approve a less neutral, more affectively-com- 
mitted role for the therapist. However, as yet 
this position has been espoused by only a 
relatively small number of analysts and can 
hardly be characterized as “the whole trend” 
of psychoanalysis (though in time it may well 
become so). 

Van Buren O. Hammett, M.D. 
Philadelphia, Pa. 


“CURSILLO PSYCHOSIS” 
Editor, THE AMERICAN JOURNAL or Psy- 
CHIATRY ; 

Sir; It was with great surprise that I read 
an article on “Cursillo Psychosis” by Dr. Phil- 
lip R. Sullivan in the July issue. 

The two case histories recounted by Dr. 
Sullivan were, to say the least, interesting. 
However, the comment and conclusions which 
Dr. Sullivan draws from merely two cases are, 
in my opinion, unscientific. His entire argu- 
ment in this article is based upon the kind of 
teasoning which has been called “post hoc ergo 
propter hoc.” Dr. Sullivan’s conclusions which 
he labels “comment” would be more believable 
to me if he would : 

1. Tell what percentage of cases he is dis- 
cussing. If there were but four people 
attending Cursillos during the course of 
this investigation then the weight of psy- 
chosis would be 50 percent. But accord- 
ing to the best of information and belief, 
I think there are several thousand per- 
sons who have attended these Cursillo 
Sessions. What then is Dr. Sullivan’s per- 
centage P 


1965] 


2. How does he intend to follow up his 
study and increase his percentage of 
cases P 

Leonard K, SurrLe, M.D. 
Beacon, N. Y. 


DR. SULLIVAN’S REPLY 
Editor, THE AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sım: In regard to Dr. Leonard K. Supple’s 
letter, the questions regarding numbers and 
percentages are rhetorical, underlining the 
point that such factors were not considered in 
the brief case reports of “Cursillo Psychosis.” 
The more basic question implied is the useful- 
ness of reporting on such phenomena as cur- 
rent cultural occurrences and associated clini- 
cal observations unless they are first studied 
extensively within the framework of a scien- 
tific investigation. My own reaction is to sec- 
ond the timely letter of Dr. Henry Pinsker 
(August 1965, p. 230) who provides an ap- 
propriate rationale for “Brief Communications.” 
The Clinical Notes and Case Reports sections 
of the Journal have often been used as vehicles 
for the ypo of brief report he urges. 

To illustrate anecdotally the usefulness of 
such reports, I was recently contacted by Dr. 
William Moran of the Metropolitan State Hos- 
pital in Waltham, Mass. He told me that short- 

. ly after the note on “Cursillo Psychosis” was 
published, he admitted a patient with the 
identical clinical syndrome. Although he had 
not seen such a case before, he had a sense of 
familiarity in approaching the clinical prob- 
lem and in talking with the family. With con- 
servative therapy, the patient's florid symp- 
toms subsided over a period of several days as 
hoped for, with satisfactory posthospital ad- 
justment. This represents an instance of ex- 
tending one’s own personal experience by the 
reported experience of others. Naturally 
judgments on such broadened experi- 
ence still have no more value than a “clinical 
impression.” No less value, either. 

Pur R. Suuivan, M.D. 

Boston, Mass. 


DEPRIVATION STUDY METHODOLOGY 
Editor, THE AMERICAN Journat or Psyc- 

TRY: 
i Sm : The article by Pitts et al., “Adult Psy- 
chiatric Illness Assessed for Childhood Parental 
Loss and Psychiatric Illness in Family Mem- 
bers,” in the June issue of the Journal, well 
makes the point that mental illnesses are found 
surrounded each by its own variety, plus pos- 
sibly alcoholism. This article also strongly ad- 
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vocates a much needed rigorous methodolo 
cal approach to parental deprivation. 
heartily applaud. 4 

We think there may be errors in the study ~ 
then presented, errors which the authors 
themselves have just condemned: use of an 
inappropriate or insufficient control group (s), 
and inappropriate conclusions. 

Studies in psychosomatic medicine, especi; 
ly of cancer patients, suggest loss of a parental 
figure as a possible cause of medical or surgical 
disease(1, 2, 3, 4). (For the obstetrical cases, 
included in the control, presumably other rea- 
sons than parental loss led to their hospitaliza- 
tion! The percentage of the various types of 
cases was unfortunately not indicated.) Rezni- 
koff(4) found that breast cancer patients had 
lost both parents more frequently than both 
benign breast tumor or control groups. s 

Much more directly relating to early parental ~ 
loss are the publications of LeShan and as- 
sociates(1, 2). He writes(1) : a 


Tension over the relationship with one or 
both parents was characteristic of cancer 
patients (38 percent) significantly more 
than of controls (12 percent), This ap- 
peared in particular sharp focus when one of 
the parents had died. Often the death had 
occurred far in the past . . . for some cases 
as much as 30 to 40 years earlier. . . S) 


LeShan continues that a person so deprived 
most cautiously develops a “safe” relationship, 
which when subsequently broken renews the — 
earlier emotions of self-hatred and guilt, and 
cancer develops. 

The present review of the psychosomatics — 
of cancer suggests a possible relationship of 
parental deprivation to medical and surgical — 
disease. It would seem, therefore, that the ~ 
parental deprivation of a healthy population 
would have made a better or at least a required — 
additional control group for the psychiatric pa- 
tients of Pitts and associates than a medical 
and surgical one (a control, to be sure, equated - 
for socio-economic status, age, etc.). hh 

Therefore, a more appropriate conclusion — 
from Pitts’ data would be that psychiatric pa- — 
tients do not differ from medical or surgical 
patients in respect to parental deprivation. 1 
role of parental deprivation in psychiatric 
physical illness remains to be determined. 

The specific references are : 

1, LeShan, L., and Worthington, R. 
Some Recurrent Life History Patterns Obs 
in Patients with Malignant Disease, J. Nerv, 
Ment. Dis. 124:460-465, 1956. ia 

2. LeShan, L. J.: Psychological St 
Factors in the Development of Malignant 
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ease: A Critical Review, J. Nat. Cancer Inst. 
22:1-18, 1959. 

3. Kissen, D. M., ed.: Psychosomatic As- 
_ pects of Neoplastic Disease. London: Pitman 
__ Medical Publishing Co., 1964. 
“' 4, Resnikoff, M. : Psychological Factors in 
_ Breast Cancer, Psychosom. Med. 17:96-108, 
1955. 


Danu S. P. Scuusert, M.D. 
Buffalo, N. Y. 

and 

Mazie EarLe Wacner, Pa.D. 
Buffalo, N. Y. 


DR. PITTS REPLY 
Editor, THe American JOURNAL oF Psy- 
CHIATRY : 4 
Sm: We are pleased that Drs, Schubert and 
_ Wagner found our report of interest and that 
they support rigorous care in the design, ex- 
_ ecution and interpretation of clinical psychiat- 
_ Tie studies. Our points were purposefully forth- 
right; they clearly understood our message 
and for that we are gratified. 
The question of possible inappropriateness 
of our control groups raised by these two cor- 
respondents is not supported by any relevant 
_ evidence. Our report established the systematic 
_hature of our study and the degree to which 
the control groups were matched to the index 
populations on a variety of variables, It was 
apparent from our results that our index and 
control populations closely matched statistical 
abstract and life insurance figures in the mat- 
` ter of orphanhood before age 15. The studies 
= to which Schubert and Wagner refer do not 
systematically deal with early parental de- 
privation by death as substrate for later de- 
velopment of cancer and so it is not possible 
to utilize the information obtained from them 


to evaluate our study. Even if it were possible 
to consider the cited material germane, we 
have demonstrated that a large control popula- 
tion made up of many patients with disorders 
considered by some to be “psychosomatic” 
(as well as a psychiatric population) have no 
more orphanhood than the general population. 
Therefore, parental deprivation in childhood 
is of no specific significance in the determina- 
tion of psychiatric or medical illness. It is also 
worth stating that as a nonspecific cause of 
any type of disorder, orphanhood is increas- 
ingly infrequent and not worthy of further 
attention. 
Ferris N. Pirrs, JR., M.D. 
St. Louis, Mo. 


TESTING POLICE APPLICANTS 
Editor, THE AMERICAN JOURNAL or Psy- 
CHIATRY : 

Sm: I would very much appreciate seeing 
an article in the Journal on the psychiatrist’s 
function in testing police applicants, At times 
I am asked to examine these men. 

What standards are to be expected from a 
good policeman? What is the psychiatrist to 
look for: underlying violence, schiz trends, 
etc. ? How far should the psychiatrist go in 
making guesses as to underlying personality 
and its relationship to police work, without 
invasion of privacy ? What tests are best util- 

P. 


In other words, what do we look for, and 
how do we go about it ? 
Have any studies been made asking chiefs 
of police concerning their needs and wants ? 
Epwarp Dencrove, M.D. 
West Allenhurst, N. J. 


Ed. Note : Does anyone have any suggestions ? 


CRITICISM 
It is much easier to be critical than to be correct. 
DISRAELI 
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Tue Tactics or Psycnornerapy. By William 
F. Murphy, M.D, (New York: Interna- 
tional Universities Press, 1965, pp. 623. 
$10.00.) 


This book is subtitled “The Application of 
Psychoanalytic Theory to Psychotherapy.” 
However, the author states in the preface that 
“this book is concerned with the sector psy- 
chotherapy of F. Deutsch, which... is... a 
psychotherapy that most closely resembles 
psychoanalysis . . . ” ive readers 
should heed the warning implicit in this state- 
ment that this is not a book about ordinary 
psychotherapy as most psychiatrists conceive 
it, It is a large book, well over 600 pages, 
which develops its material in considerable 
detail. Certain features are deserving of high 
praise while others are somewhat disappoint- 


ing. x 

The preface is a small jewel. Its style is ad- 
mirably lucid and succinct, and its eight 
pages contain several profound comments on 
the technique and fundamental nature of psy- 
chotherapy. The remainder of the book con- 
sists of 17 chapters whose headings suggest a 
logically sequential consideration of the vari- 
ous aspects of sector psychotherapy. All chap- 
ters follow a similar pattern: an introductory 
exposition of the particular theoretical or tech- 
nical subject with which the chapter is con- 
cerned, followed by a verbatim reproduction 
of a therapeutic interview which is intended 
to furnish clinical illustration, in turn followed 
by a formulation of the dynamics as they re- 
late to the subject under consideration. 

The verbatim interviews constitute a major 
part of the book (430 pages in all) and are 
its best feature. They provide excellent ex- 
amples from which readers can study the tech- 
nique of active interviewing. This technique is 
discussed in the first chapter under the heading 
“Activity in the Associative Approach,” but the 
actual examples are more instructive. These 
are well worth the attention of all students of 

sychotherapy- 
i The dynamic formulations, which occur as 
interspersions in the interviews and at the con- 
clusions, are frequently overlong and too com- 
will lose the pea of some 

and will seem to others to overin- 
pee the material. This book would teach 
more about good tactics in psychotherapy if 
much of the dynamic exposition had been 
omitted, leaving a clear field for the truly ex- 
‘cellent clinical illustrations. In writing the 


-0 
preface and in interviewing patients the author 
displays an economy and clarity of style which — 
unfortunately deserts him in the other parts of ~ 
the book. ' 


A theoretical and practical concept of sector — 
psychotherapy, as distinct from other psycho- 
therapy and psychoanalysis, does emerge from 
this book, The author wisely refrains from ~ 
making any statements about comparative effi- | 
cacy, knowing that we do not yet know how ` 
to evaluate accurately the results of treatment — 
by psychotherapy, whatever form it takes. i 

Van Buren O. Hammett, M.D. 
Philadelphia, Pa, — 
Grovr Dynamics 1N THe Rexicrous Lire, By 
W. W. Meissner, S.J. (Notre Dame, Ind. 
University of Notre Dame Press, 1965, pp. — 
188. $4.95.) i 


The author of this book has brought a — 
wealth of knowledge from the area of group 
dynamics to cast considerable illumination on 
factors operating within the religious com- — 
munity, His familiarity with the principles of | 
group process is well documented by 
quent references to source studies, His ac- 
quaintance with the religious life is established $ 
by the fact that he is a Jesuit priest, but his ~ 
appreciation of the many complex psychologi- | 
cal and sociological problems of that life 
comes from his own psychological training and | 
his personal insights into the intricacies of © 
human emotions. i 

The book begins with an explanation of the 
composition of various groups and attempts to 
proa the religious community within that — 
ramework. “Keeping in mind the unique na- 
ture of the religious group will serve as a — 
reminder that our conclusions may well bear 
qualification.” (p. 13). The author then dis- 
cusses the group oe and makes perceptive 
applications to the religious community. He 
proceeds to discuss with continuing skill the 
problems of group participation in the religious 
community, religious formation from the as- 
pect of group dynamics, individuality and 
leadership in the religious community. Y 

The author’s style is frequently burden ` 
This and the amount of technical jargon 
permeates the chapters makes the 
difficult for one who is not previousl 
with the theoretical constructs and d 
vocabulary of group process literature. 
ever, the task is well worth the 
penetrating applications which 
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À makes to religious life are richly rewarding. 
_ For all in the mental health professions who 
work with religious, this book is an invaluable 
; study. For those in religion who have an in- 
terest in understanding the dynamics of com- 
munity life, this book is an excellent source. 
For religious superiors it is a “must.” 
RoserT J. McALLIsTER, M.D. 
Takoma Park, Md. 


SENSORY Communication. Edited by Walter 
A. Rosenblith. (Cambridge: M.LT. Press, 
` 1961, pp. 844, paperback. $7.50.) 


__ Sensory communication, as used in this col- 
_ lection of 38 papers, refers to the neuro- 
: physiologic, psychophysical and information 

theory aspects of afferent stimulation to a 
„variety of species, including the cat, dog, rat, 
_ guinea pig, rabbit, crab, monkey, honey bee, 

bird, frog, noctuid moth and man. Not rep- 
_tesented are the less “mechanism”-oriented as- 
pects of sensory communication, including per- 
ception of speech and other forms of symbolic 
_ communication among organisms. 
_ Although dated (the proceedings of a sym- 
posium held in 1959 at the Massachusetts 
Institute of Technology), this volume may 
now be regarded as a classic in its documenta- 
tion of the refreshing new interdisciplinary 
peach to sensory physiology which emerged 
ter World War II under the guise of com- 
munication engineering—cybernetics. 
= The wisdom of limiting the focus of this 
: symposium to afferent mechanisms is apparent 
__ in the provocative content and cohesiveness of 
the proceedings. A more inclusive approach 
__ by these distinguished contributors would cer- 
_ tainly have been fascinating, but also might 
paye diluted and disorganized the over-all ef- 
ect, 
_ _ One leaves this volume with renewed won- 
der and awe at the variety, intricacy and 
perfection of sensory processes; and with the 
insight that molecular neurophysiology and 
psychophysics represent powerful approaches 
to understanding the interrelationships be- 
tween the structure and behavior of organisms, 
This book provides a particularly rich source of 
ideas and documentation for neurologists, neu- 
rophysiologists and behavioral scientists inter- 
ested in sensory data processing systems (e.g, 
pattern recognition techniques). Many psychi- 
atrists will find it a readable and exciting in- 
troduction to recent advances in sensory 
physiology. 

Bibliographies at the end of each paper and 
excellent author and subject indices will assist 
those using this text for reference. A section of 
commentary by contributors is most informa- 


tive. Both editors and publisher are to be com- 

plimented not only for the organization and 

appearance of the text but also for the reason- 

able price of the paperback edition—a pleasant 

reversal in the trend towards increasingly ex- 

nsive symposia proceedings. 

j an Centex F. Sateen Pa.D. 

Hartford, Conn. 


GENETICS AND THE SOCIAL BEHAVIOR OF THE 
Doc. By John Paul Scott and John L. Ful- 
ler. (Chicago : University of Chicago Press, 
1965, pp. 468. $12.50.) 


This book is an extremely clear and an ex- 
tremely important presentation of 13 years of 
research at the Jackson Laboratory in Bar 
Harbor by the authors and their colleagues. 
Five breeds of dogs—basenjis, cocker spaniels, 
beagles, Shetland sheep dogs and wire-haired 
fox terriers—as well as hybrids between the 
first two of these, were observed and tested in 
many social and problem-solving situations 
from birth until the age of one year. 

Original and valuable contributions are 
made in this volume to the better understand- 
ing of dog breeding and training and the re- 
lationship of man to dog, so ancient a compan- 
ion and integral part of his “nonhuman 
environment,” However, the chief psychiatric 
interest in the volume is the framework it 
presents in which to consider and study the 
role of genetics in behavior. 

Psychiatric genetics today is ready to extend 
beyond the investigation of mental illness and 
to survey the more general variations in emo- 
tional response and adaptability and their in- 
fluence upon personality and character, In 
taking this step, a paramount concept is that 
of interaction between inherited potentials and 
physical and social environment. This concept 
may be documented further by breaking be- 
havior down into significant units, specifying 
the time in development at which various in- 
teractions take place and developing proper 
statistical methods for analyzing the contribu- 
tion of the genes to the variabilities observed. 

The authors consider two Major areas of 
behavior in the dog, one broadly defined as 
emotionality and the other as the more com- 
plex patterns of problem-solving. Making 
thousands of observations and measurements, 
they developed records encompassing the life 
histories of all their animals. One basic ob- 
servation was that genetic differences in be- 
havior did not all appear early in develop- 
ment, later to be modified by experience, but 
were themselves developed under the influence 
of environmental factors and might not be 
observable until later in life. In the process of 


havior appeared, leading to increasing com- 
plexity of organization. Genetics had to work 
through. physiological change as well as 
changes in the social and physical surround- 


ings. 

The course of this development was found to 
be organized around critical periods. From 
birth to the age of two or three weeks the 
animal's activity centers about feeding, but 
with the early manifestation of adult behavioral 
capacities comes the important period of social- 
ization, lasting until the puppy is about 15 
or 16 weeks old. During this period, the gen- 
eral patterns of social ai ts, social be- 
havior and social emotions are formed which 
will remain throughout life. This critical period 
is brought to an end by the onset of aggressive 
behavior and fearfulness. 

Genetic factors affect the process of social- 
ization during this critical period by their ef- 
fect on these limiting responses as well as on 
positive responses of approach and social in- 
vestigation. The authors document these proc- 
esses in detail and show how genetic factors 
“may in part create their own environment 
which in turn modifies their development and 
expression,” as breed differences in maternal 
care and in offspring reaction mutually inter- 
act. 
In the analysis of breed and individual 
differences, emotional reactions and related 
simple behavior patterns often appeared to be 
determined on the basis of one or two genes, 
an unexpected finding but one consistent with 
the dog's history of artificial selection on the 
basis of major differences, On the other hand, 
complex patterns of learning and problem 
solving seemed to be also more complex genet- 
ically. “Puppies resemble their parents more in 
‘personality’ than in intelligence, perhaps be- 
cause primary gene products have more direct 
effects upon personality.” 

One is struck at every point by implications 
for human ent. Babies and their 
mothers indeed interact from the very begin- 
ning, over a longer period to be sure. The 
human period of primary socialization pre- 
cedes the development of adult capacities 
and lasts until the age of six to eight months, 
as documented by such observations as those 
of Spitz. Those who have embarked on the 
task of sorting out the crucial physiological 
and psychological differences as they appear 
in human development may be stimulated by 
the authors’ thesis that “behavior is never 
wholly inherited or wholly acquired, but al- 
ways developed under the combined influences 
of hereditary and environmental factors.” 
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While this concept has always been impli 
in careful psychiatric and psychoanal; 
thought, its detailed investigation and applica- 
tion can revolutionize the science of psychiatric 
diagnosis and prognosis by providing a new 
set of research tools and a correspondingly 
new terminology reflecting a true etiological — 
framework. Meanwhile, it is hoped that the — 
paradigm offered by this imaginative study of 
the dog will help to point the way. 

Joun D. Ramer, M.D. 

New York, N. Y. 


Tae MentaLLy Rerarpep Cutty: A Psycuo- 
Locican Approacn. By H. B. Robinson 
and Nancy M. Robinson. (New York: Mc- 
Graw-Hill, 1965, pp. XV + 639. $10.50.) 


Since there have been a number of recent 
books published on the subject of mental re- 
tardation, the present book was carefully re- 
viewed in an attempt to assess its contribution — 
to the field and its usefulness as a reference 
text. 

Each of the six parts of the book thoroughly 
reviews a major clinical facet of mental re- 
tardation. The first part contains an excellent 
review of the theories of intelligence and the 
problems of definition ; at all times this basic 
information is directly related to past and 
current issues in mental retardation. The 
following two parts cover the areas of etiology, 
clinical groupings and symptomatology. The 
authors’ attention to the genetic etiological con- 
siderations is both up-to-date and complete ; it 
was a pleasant surprise to see such an excel- 
lent review of this area within a book which 
was addressed to the psychological approach — 
to mental retardation, 

The fourth part is unique for a book on men- 
tal retardation for it describes the theoretical 
approaches to mental retardation, their re- 
spective research foundations and an evalua- — 
tion of the current status of these theoretical — 
viewpoints. The reader is taken along the paths 
of the Gestalt, learning theory, psychoanalyt- 
ic and other interpretations that have been 
forwarded as various approaches. The informa- — 
tion in this chapter is based on thorough and — 
well-documented overviews of the research — 
evidence; hypotheses are clearly stated as 
such. The fifth part of this book reviews psy- 
chological testing and its relevance to diag- — 
nosis in mental retardation. This is the on 
part in which the theoretical issues and cur 
rent research data are unduly focused upon 
with much less attention to clinical 
The last part of this book presents a 
of special problems such as _psychother 
family counseling, vocational rehabilitation and 
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special education and training considerations. 
The book is an excellent introductory text 
to the field of mental retardation and it con- 
tains features concerning the subject which 
are not to be found elsewhere. The bibliograph- 
ic references are extensive, and the clarity of 
exposition is remarkable. This reviewer feels 
= that this book belongs on the shelf of any 
_ clinician who is involved in the diagnosis or 
treatment of the mentally retarded child. It 
could also be employed as an excellent intro- 
duction to the field of mental retardation ; 
indeed, the present reviewer feels that it will 
probably become one of the standard intro- 
ductory texts in mental retardation. 
ig Frank J. Menorascmo, M.D. 
E Omaha, Neb. 


Tae CLmicaL Use or Dreams. By Walter R. 
_ Bonime, M.D. (New York: Basic Books, 
pp. 343, $8.50.) 


-~ Dr, Walter Bonime has made a refreshingly 
= readable presentation of his clinical approach 
_ to the understanding and therapeutic use of 
_ dreams in psychoanalysis. In view of the in- 
creasing tendency to play down the value of 
psychoanalysis as a therapeutic technique, this 
volume is very timely, Of additional interest 
is the perceptive introduction written by Dr. 
Montague Ullman. 

Dr. Bonime introduces the reader to his 
= purpose, which is “to present in an organized 
form working hypotheses and derivative tech- 

niques for the utilization of dream data.” With 

this purpose in view he starts by giving a 

classification of the elements that enter into 

working with dreams: the action, the cast, 
the scene, the feelings revealed, the associative 
activity of both analysand and analyst, the 
~ interpretive activity of the analyst and the 
collaborative interpretive activity of the anal- 
~ ysand. He acknowledges his special debt to 
the teachings of Karen Horney and Bernard 

Robbins, although not without giving all due 

credit to Sigmund Freud for the brilliance of 

his thinking and the fundamental discoveries 
made by him during his early years in Vienna. 

In addition, however, to these sources there 
is much in his approach that reflects the em- 
phasis of Sullivan on the dynamics of inter- 
personal communication, the insights of Jung 
into the complexities of the dream life and the 
insistence of Adler on keeping present prob- 
lems in the foreground of interest. 

He takes a dim view of the primacy awarded 
by Freud to the role played by sexuality in 
determining neurotic illness and the signifi- 
cance attributed to the Oedipal conflict and 
the castration complex. This reviewer finds a 
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certain contradiction in his thinking on this 
subject, which may suggest a degree of am- 
bivalence. He says, for instance, that “the total 
personality is expressed in the individuals 
sexuality.” However, he insists that “sexuality 
is neither prior nor governing, but is interre- 
lated with all other aspects of the personality 
as this evolves out of interpersonal experi- 
ence.” In dreams which he quotes there are 
several instances in which the symbolism is 
patently sexual, but he manages to veer away 
from the obvious in his interpretive approach 
and to find in the feelings expressed compa- 
rable examples in other phases of the pa- 
tient’s social relationships. 

The chapters devoted to feeling in dreams 
and resistance in dreams illustrate between 
them the most significant elements in the au- 
thor’s thinking and in his approach to the 
therapeutic encounter. He spares no pains to 
emphasize repeatedly his conviction that since 
feelings are the most significant expression of 
personality, the principal focus of the analyst’s 
search for meaning in dreams must be the 
definition of feelings expressed in them. The 
therapeutic task involves helping the patient 
to share this identification, to recognize. the 
defenses opposing such recognition and then 
to seek validation of the insights arrived at 
in his everyday experience. Insight is some- 
what apt to be lost “if the affective element is 
not sufficiently pursued.” 

He considers the Freudian concept of trans- 
ference outmoded and obscure. He comes 
nearer to Rado’s concept of the patient’s role 
in “parentifying” the analyst, Unlike Rado, 
however, who urges the analyst to hold the 
patient to recognizing the true object of his 
positive and negative feelings, and to keeping 
his understanding of the analyst’s role in the 
framework of realistic understanding, Dr. 
Bonime accepts full responsibility for dealing 
with the attitudes and feelings of the patient 
toward himself, as reflecting, it is true, similar 
affective responses experienced vis-à-vis oth- 
ers in his social environment but as now felt 
toward the analyst and to be dealt with as 
having existential validity. Such a point of 
view seems to this reviewer most refreshing, 
since it exemplifies the genuine commitment 
of the analyst to enter into a dynamic relation- 
ship aimed at a cooperative venture in mutual 
understanding and acceptance, through which 
patient is enabled to participate in what 

been so well phrased by Alexander as a 
corrective emotional experience. 

For the practising psychoanalyst, special in- 
terest attaches to the chapters in which the 
author describes the use of dreams at the var- 


‘= ious stages in therapy. Of particular interest 


is the elaboration of the problems connected 
with the approaching termination of therapy. 
The striking examples given of the final strug- 
gle of the patient to move out into life on his 
own, as represented in dreams, the recrudes- 
cence of echoes of former anxieties and re- 
sentments and the patient’s increasing ability 
to recognize and overcome them, all reflect 
the thoroughness with which the problems of 
the patient have been explored ‘and the em- 
pathic quality of the therapy. 

What he writes himself at the conclusion of 
the chapter “Interpretive Activity With 
Dreams” (pp. 251-2) could well be quoted in 
full. In this two-page summary he outlines the 
essentials of the therapeutic encounter, in- 
cluding the aims of therapy, the nature of the 
relationship between analyst and analysand 
and the seemingly contradictory feelings of 
the patient as analysis nears termination. The 
final sentence runs as follows : 

“Interpretive activity, then, a collaboration 
often first approached and developed with 
dreams in therapy, becomes itself an experi- 
ential basis for the healthy development of 
the total personality.” 

Jonn A. P. Murer, M.D. 
New York, N. Y. 


Roots or Mopern PsycHIaTRY: Essays IN 
tue Hisrory or PsycmarrY. By Mark 
D. Altschule, M.D., with the collaboration 
of Evelyn Russ Hegedus. Second Revised 
and Enlarged Edition. (New York and 
London : Grune & Stratton, 1961, pp. viii 
+ 208. $6.50.) 


This is a welcome new edition of an inter- 
esting and at times provocative grou of es- 
says, two of which are new and several slightly 
revised. Most of them emphasize the historical 
origins of much that is considered new in con- 
temporary psychiatry (“Ideas about Anxi- 

” and “Eclecticism in the ee. 
F Mental Disease . . . ,” for example). Two 
ba critiques of Freudian theories (“The In- 


specific concepts actually originated between 
1750 and 1870, is in part a case in point, The 
book convincingly cites this and many more 

examples. i: 
The author’s approach to history is, how- ` 
ever, somewhat narrow. Since at present, he 
writes, clinical psychiatry is largely a system 
of ideas, its history should be presented as the 
ideas of outstanding men, a theory that leads ~ 
him to ignore the social context out of which — 
ideas arise. He also uses history to support 
his call for observation and experimentation in 
psychiatry, and in this respect he is especially — 
and not always justly critical of psychoanaly- 
sis. One would suppose that all psycho- ` 
analysts have followed the great man Freud — 
without question or modification and that all 
have been equally guilty of reifying tenden- 
cies, poor scholarship and rejection of experi- — 
mentation in favor of intuition. S 

Altschule is at his best in the more exclusive- 
ly historical essays, which are the product of 
careful study of original sources and which — 
range over a wide variety of topics. The over- 
long and distracting excerpts from the sources 
perhaps deserve more extended analysis rather — 
than quotation, for they contain much inter- 
esting and relevant material that Altschule | 
does not fully exploit. But this is a minor fault, 
and his essays remain rewarding reading for 
the many keen insights they give into both the ` 
past and present of psychiatric thought. R 
Norman Dan, Pa. D. 

Newark, N. J. 


CLmiıcaL Reconps ror Menta, HEALTH — 
Services. By Richard H. Blum, Ph.D., 
and Jonathan Ezekiel. (Springfield, TI. : 
Charles C. Thomas, pp. 156. $7.50.) 


Clinical Records for Mental Health Services 
is a guide to the study and development of 
clinical records systems. It is based on work 
done in the San Mateo, Calif., mental health ` 
program, It presents a step-by-step account ~ 
of how to study and analyze clinical records | 
systems and includes a manual of model forms ~ 
and procedures which can be freely copied or 
revised for use by any mental health facility, 
Good clinical record-keeping enables infor- 
mation to be collected, analyzed and used to — 
the advantage of both the patient and the 
program ; it should receive priority considera- 
tion from community mental health admini 
trators. This book is comprehensive : it t 
the record-keeping process as a matter i 
volving both staff relations within the prog 
and communication between the program 
the community. It goes into considerable 
detail regarding both theory and method an 
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should be of great value to mental health cen- 
ter administrators. 
Warren T. Vaucuan, JR., M.D. 
San Mateo, Calif, 


BRIEF REVIEWS 


Love anb Psycnorserary. By Carlos Alberto 
Seguin, M.D. N. Y.: Libra Publishers, 
1965, pp. 138. $4.95. 

The distinguished chairman of the Depart- 
ment of Psychological Sciences of the Univer- 
sity of San Marcos School of Medicine, Lima, 
Peru, carefully examines the relationship which 
unites the psychotherapist and his patient and 
finds present-day explanations of transference 
and counter-transference wanting. He consid- 
ers these relationships “a different kind of love, 
_ one that cannot be confused with others. It is 
= a new kind of love, which we should distin- 
 guish with a new name, ‘psychotherapeutic 
eros,’ This leads us away from the concept of 
sexual love and brings us close to the platonic 
_ pedagogic eros.” 
= The contents of the work include an intro- 
duction by Medard Boss and a chapter on 
“The Psychotherapist as a Human Being.” 
In this the author examines the art of psycho- 
- therapy and various contemporary ideas re- 
_ garding it, including those of Lain Entralgo, 
which are not well known in this country. 
The second chapter is entitled “Concerning 
Human Emotional Relationships” and in it he 
considers the points of view of the Existential- 
ists—Martin Buber, Scheler and various others. 

: The third chapter considers “The Doctor- 
Patient Relationship in General” while the 
fourth is entitled “Love and Psychotherapy.” 
- The remaining chapters develop the author’s 

concept of “The Psychotherapeutic Eros” and 
the development of a “Comprehensive Theory 
of Psychotherapy.” Psychotherapy he finds a 
form of love. It is based not in paternal, 
pedagogical, fraternal nor pastoral love, but 
rather in a distinct and characteristic form of 
love. It is a love based on values—not on val- 
ues as such but rather on the values of the 
loved person. The psychotherapist who is at- 
tracted sexually to his patient would immedi- 
ately be limited in his therapeutic endeavor 
and be practically helpless to continue it. 

The author believes that “beyond mere dif- 
ferences in theory or procedures there may 
be something in common in every psycho- 
therapeutic relationship” and that “if we try to 
disregard all the paraphernalia of technique 
and terminology, there may be something left, 
some common denominator that can be stud- 
ied.” If we believe the bases of the author's 
concepts, that common denominator “is given 
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by the atmosphere in which the whole process 
occurs,” 

The author is one of the most distinguished 
of the Latin American psychiatrists and is 
well known for his work in psychosomatic 
medicine. His. ideas, set forth in this present 
volume, deserve careful study. 


Tue Mopes anp MORALS OF PSYCHOTHERAPY. 
By Perry London. New York: Holt, Rine- 
hart and Winston, 1965, pp. 173 plus 97- 
page commentary. Price not listed. 


The author, presently director of the Psy- 
chological Service Center at the University of 
Southern California, notes that, through mili- 
tancy and persistence over many years, the 
craft of psychotherapy has gained a position 
of eminence in our society” and that America 
has been the kindliest host to this endeavor, 
He adds, however, that there are reasons to 
think that psychotherapy has gained “more 
social respectability than intellectual integri- 
ty” and that a detailed examination of the 
surfeit of schools and theories, etc., shows 
vagaries which make it unclear what it is that 
psychotherapists do to whom or why. 

The author does not mean to be hostile nor 
destructive, he states, but simply means to 
imply that psychotherapy requires “more care- 
ful analysis and articulation than it sometimes 
gets, for it can be best used only when it is 
most understood.” 

In the chapter “Morals of Psychotherapy,” 
the author concludes : “Either therapists can 
successfully influence behavior or they cannot 
and they have little choice of what to claim. 
If they wish to say they cannot do so or may 
not do so in just the areas where human con- 
cern is greatest (moral behavior) and are 
therefore not at all responsible for the behavior 
of their clients, one must ask what right they 
have to be in business . . . ” 

There are carefully reasoned chapters on 
“The Sources of Therapeutic Morality,” “The 
Modes of Psychotherapy,” on “The Secrets of 
the Heart,” “Insight Therapy” and then “An 
Epitaph for Insight.” In this latter chapter the 
author describes the “Assault on Insight” by 
the Action Therapists, whose final basis for 
criticism against Insight Therapies is an eco- 
nomic one. The progenitors of Action Therapy 
were laboratory scientists, not clinicians—Pay- 
lov, E. L. Thorndike, et al. The therapists who 
applied the work of these men to clinical 
problems were, the author says, “vicarious stu- 
dents of the scientists to whose systems they 
appealed: Andrew  Saltes, Joseph Wolfe, 
Thomas Stampå, etc.” 

Chapter Six, entitled “The Multiplicity of 


a 
Man (Integrating the Theories),” examines 
Mowrer’s work and contrasts his radicalism 
with Freud’s. Part three of the book is entitled 
“The Saving Guild,” and Chapter Seven in it, 
“The Salvation of Secular Man.” Subtitles of 
this chapter include, among others, “The Ma- 
nipulation of Behavior,’ “The Moral Schemes 
Implied by Psychotherapies,” ete. Part Four, 
entitled “Commentary,” is a rather thorough, 
carefully selected series of notes on the various 
chapters with numerous references, 

The author has read widely and thought 
deeply and he poses some questions which 
psychotherapists might want to think about. 


Sexvuau Inversion (THE MuLteLe Roors or 
Homosexvatity ). Edited by Judd Marmor. 
aoe York: Basic Books, 1965, 358 pp. 

8.50. 


This is an excellent study of a difficult sub- 
ject by clinicians, physiologists, sociologists, 
endocrinologists, psychologists and psychoan- 
alysts, all with relevant insights from their own 
and other fields, There are 17 authors in- 
volved, most of them well known, and the fact 
that they have been picked especially to dis- 
cuss certain aspects of the field by Dr. Marmor 
is testimony to their competence, 
Like all volumes which contain the works of 
various authors, this work is difficult to review. 
A large part of the difficulty in this instance, 
however, stems from the fact that one would 
like to quote at length from some of the con- 
tributors, a wish that is negated by limitation 
of space. 
One encouraging note that runs through the 
presentation of the psychoanalysts here and in 
a previous volume is a noticeable breath of 
optimism. As Marmor notes + “The clinicians 
represented in this volume present convincing 
evidence that homosexuality is a potentially 
reversible condition. There is little doubt that 
much of the recent success in the treatment of 
homosexuals stems from the growing recogni- 
tion among psychoanalysts that homosexuality 
is a disease of adaptation.” Figures cited by 
Bieber and his co-workers in an earlier volume 
and Mayerson and Lief in this present work 
suggest that “anywhere from one-fourth to one- 
half of all homosexuals seeking treatment can 
successfully achieve reversal of their sexual 
: ion.” 
T oLa the editor calls attention to 
the fact that homosexuals seeking psychiatric 
treatment represent only a small fraction of the 
total number of these individuals in our so- 

i "he vast majority of homosexuals do 
wish such treatment. Evelyn 

$ ologist, through pro- 


pitious circumstances was able to ex: 
large number of these individuals in a 
project and in meeting them in their 
“worlds” failed to find them openly distre 
by their lot ; none of them in their accusto! 
haunts seemed anxious to change. 

Much of the unevenness that one expe 
a composite volume of this type is miss 
The presentations are uniformly well don 
One could hardly agree with all that is said 
in fact, one can strongly disagree with som 
the statements—but there is no doubt but thal 
the work is thorough and authoritative. The 
time has passed when any one individual ean 
hope to master all aspects of this complica ed. 
problem, for it has “multiple roots” and knowl 
edge concerning it is now vast. Under these — 
circumstances, this composite volume accom- ` 
plishes what the effort of a single author 
might find a bit overwhelming. È 
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Druc Appiction AND Hasrrvarion, By N. 
Retterstél, M.D., and A. Sund, M.D. Bos: 
ton: Norwegian Universities Press, 120 ` 
pp. N Kr, 35,00. 


A study begun in 1960, completed in 1964, < 
in Langfeldt’s clinic in Oslo reviews the litera- 
ture briefly and mentions psychological and 
sociological factors involved. Investigates 122 
patients, with abstract of case history of 113; _ 
then discusses the groups they were unable to, 
follow personally, namely the dead (four per- 
cent of the sample were suicides), those w 
refused to be interviewed and those otherwi 
unavailable. Chapter eight details the Nor- 
wegian legal measures regarding the abuse of 
narcotic drugs, and the last chapter gives the 
conclusions and summary of the study, M 

In the patient population covered over a pe- 
riod of nine years at the University Psychiatri 
Clinic they found that 315 of 6,221, or more 
than five percent of the patients admitted, 
were abusers of drugs according to the WHO 
definition of addiction and habituation. There — 
was a preponderance of males in the sample, 
and the incidence was greater in middle- 
groups. For the addicted “the prognosis seem 
to be especially bad in the age group 
years.” The authors indicate the benefi 
effect of psychotherapy on the patients 
conclude that Norway, with its surveyable 
relatively fixed population structure, has 
only institution in Europe intended excl 
for the treatment of abusers of narcotic 
This circumstance offers an unusually fav 
opportunity for the study and p 
drug abuse. - 
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` The following books have been received ; 
the courtesy of the sender is acknowledged by 
this listing. Books of particular interest to the 
readers of this journal will be reviewed as 
ace permits. Readers desiring additional in- 
formation on any book listed are invited to 
communicate with the Editor. 
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New York: William Byrd Press, 1965, pp. 
ki 


: _ York: Teachers College Press, Columbia 
University, 1965, pp. 90. $2.75. 
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_ M.D. Springfield, Ill. : Charles C. Thomas, 
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_ ĪSOLATION : CLINICAL AND EXPERIMENTAL ÅP- 
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York; Random House, 1965, pp. 145. 
$1.95. 


THE SEARCH ror ÅUTHENTICITY : AN EXISTEN- 
TIAL-ÅNALYTIC APPROACH TO PsycHo- 
THERAPY, By J. F, T. Bugental. New York : 
Holt, Rinehart and Winston, 1965, pp. 
437. $7.95. 


MANAGEMENT OF EMOTIONAL PROBLEMS OF 
CumpreN AnD ADOLESCENTS. By A. H. 
Chapman, M.D. Philadelphia: J. B. Lip- 
pincott, 1965, pp. 315. $9.50. 
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Tue MENTALLY ILL EMPLOYEE : His TREAT- 
MENT AND REHABILITATION, By the Com- 
mittee on Occupational Psychiatry of the 
American Psychiatric Association. New 
York: Harper and Row, Publishers, 1965, 
pp- 120. $2.95. 


Teacuinc THE TrousLep CuiLp. By George 
T. Donahue, Ed.D. and Sol Nichtern, 
M.D. New York: The Free Press, 1965, 
pp. 202. $5.95. 


Menta Hearta Book Review Inpex. Com- 
piled by the Editorial Committee and Con- 
tributing Librarians. New York: Council 
on Research in Bibliography, 1965, pp. 78. 
$5.00. th 


Psycuo.ocy or ExcertionaL CHILDREN. By 
Karl C. Garrison, Ph.D. and: Dewey G. 
Force, Jr., Ph.D. New York: Ronald Press, 
1965, pp. 538. $7.00. 


Man in EstranceMENT, By Guyton B. Ham- 
mond. Nashville: Vanderbilt University 
Press, 1965, pp. 194. $5.00. 


Depressive STATES: A PHARMACOTHER- 
apeutic Stupy. By Anthony Hordern. 
Springfield, Ill. : Charles C. Thomas, 1965, 
pp. 166. $7.50. 


Human Morrvation: A Symposium. Edited | 
by Marshall R. Jones. Lincoln: University 
of Nebraska Press, 1965, pp. 87. $4.25. 


Tue Psycutatric Unir IN A GeneraL Hos- 
pitaL, By M. Ralph Kaufman, M.D. New 
York: International Universities Press, 
1965, pp. 482. $10.00. 


Tue DEVELOPMENT OF THE MIND. By Jean 
Lampl-De Groot. New York: International 
Universities Press, 1965, pp. 373. $8.50. 


Tue Cuaracter or Dancer. By D. C. Leigh- 
ton, J. S. Harding, D. B. Macklin, A. M. 
MacMillan and A. H. Leighton. New York : 
Basic Books, 1965, pp. 530. $10.00. 


Love anb Orcasm. By Alexander Lowen, 
M.D. New York: Macmillan Co., 1965, 
pp. 303. $7.95. 


Benavion DISORDERS, PERSPECTIVES AND 
Trens. By Ohmer Milton. Philadelphia : 
J. B. Lippincott and Co., 1965, pp. 342. 
$3.50. 


PSYCHOTHERAPIE pe Groupe Er Psycno- 
DRAME. By J. L. Moreno, M.D. Paris: 


Presses Universitaires de France, 1965, pp. 
455. F 30. 


Tue Use or WRITTEN COMMUNICATIONS IN 
Psycnotnerary. Compiled and edited by 
Leonard Pearson, Ph.D. Springfield, Il, : 
Charles C. Thomas, 1965, pp. 65. $4.50. 


Praxis DER KLINISCHEN PSYCHOTHERAPIE. 
Edited by Hans G. Preuss. Munich: 


Urban and Schwarzenberg, 1965, pp. 127. 
DM.14. 


Macu Banps : Quantitative STUDIES on NEU- 
RAL Networxs N THE Retina. By Floyd 
Ratliff. San Francisco : Holden-Day, 1965, 
Pp. 365. $13.95. 


Curtosrres or tHe Sexy. By Theodor Reik: 
New York: Farrar, Straus and Giroux, 
1965, pp. 211. $4.50. ; 
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ROBERT D. GILLMAN, M.D. 


Brief psychotherapy usually connotes an 
opposition to psychoanalytic theory, a 
substitute for psychoanalysis, a better 
way of getting there faster or a rallying 
point to oppose psychoanalytic concepts. 
On the other hand, psychoanalytic orien- 
tation usually implies lengthy treatment, 
frequent visits, exploration in depth, thera- 
peutic passivity—because successful psy- 
choanalysis requires them to achieve its 
goals, Actually, an incisive intervention in 
a single interview can contain more psy- 
choanalytic orientation than a protracted 
series of sessions that merely imitates the 


“external trappings of psychoanalysis but 


contains little of its essence, It is no con- 
tradiction to apply psychoanalytic theory 
to the encounters of brief therapy. 

In discussions of schools of psycho- 
therapy, the psychoanalyst is often pictured 
as deprived of all judgment, applying his 
hard-learned skills mechanically to all who 
enter, limited only by his own time and 
the patient's money. But if we believe that 
different patients come to us with different 
needs, and believe that our therapeutic 
understanding and technique are effective 
agents, we must select the therapeutic 
techniques best suited to our goals, Un- 
fortunately the psychoanalyst, who is in 
the best position to delineate what matters 
have and have not been dealt with in a 
brief therapy, has not been consistently 
concerned with it. During World War II 
interest in brief therapy grew out of war- 
time necessity. Now again a national 
awareness of mental health needs brings 
into focus the necessity for reaching more 
patients. Reports of success in brief therapy 
are coming from many clinics (6, 9, 10, 18, 
22, 25, 36, 37). 


Read at a meeting of the Washington Psychiatric 


October 29, 1965. 
Soe cities is on the faculty of the Baltimore 
Psychoanalytic Institute. His address is 3000 Con- 
necticut Avenue, Washington, D. C. 
be 


BRIEF PSYCHOTHERAPY: A PSYCHOANALYTIC VIEW 


Some clinic workers, however, misapply” 
psychoanalytic theory in outpatient work, 
They believe that therapeutic activity and ~ 
direction are a betrayal. They try to foster 
the development of a “positive relation- 
ship” without realizing that the best way is — 
to be of some use to a patient, At its worst — 
there ensues a series of infrequent frus: 
trating interviews in which the worker 
tries to get beneath the presenting problem 
and the patient tries to get some help, The 
therapist may call on theoretical approxi 
mations offered in staff conference that can 
never be confirmed under the conditions 
of treatment. i 

On the other hand, there are workers 
who are fed up with the “analysts” be- 
cause they see so many people not getting 
help. They abandon psychoanalytic under- 
standing as an impediment to therapy. ~ 
They espouse a psychology of the surface, ` 
sometimes inventing one of their own. ~ 
When some patients improve, they con- 
clude that psychoanalytic theory was at 
best an imaginative misunderstanding now — 
laid to rest. È 


FREUD AS EARLY EXAMPLE j; 
The first recorded examples of brief : 
psychotherapy by a psychoanalyst are 
those of Freud(32). The famous conductor — 
Bruno Walter reports in his autobiography 
that in 1906 after the birth of his first 
child he developed partial paralysis of his — 
right arm. After medical consultation failed 
to help, he went to Dr, Freud prepared to 
talk about infantile sexuality. Treatment — 
consisted of six interviews, in which Freud ` 
first prescribed a short vacation, then in- 
sisted Walter try conducting anyway. ii 
used his authority, over Walter's objection, ~ 
to take responsibility that his performa 
would succeed. Walter had no fu 
difficulty throughout his long career. — 
Freud's second case is that of 
Hans(14), whose phobia was 'two 
old when his father began 
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oriented therapy under the professor's 
. guidance. Halfway through the two-month 
therapy Freud met with Hans on one 
occasion. On the basis of his analytic knowl- 
edge Freud was able to connect for the 
little boy his fear and hostility to his 
father, and their relation to the phobic ob- 
ject. Freud added that he understood how 
the boy’s natural fondness for his mother 
would make him think his father was angry, 
but that actually his father was fond of 
-~ him. The next day marked the first real 
improvement in the phobia. 
~ The first systematic psychoanalytic 
y of brief therapy was conducted by 
nder and the Chicago group(1). Like 
many analysts before and since, he noticed 
an occasional patient recovering with re- 


eo. speed, and he proceeded to in- 


jestigate the phenomenon. However, his 
tribution to brief therapy lapsed into 
‘secondary importance as he used his find- 
ings to modify psychoanalytic theory. 
_ Writing at a time when new understanding 
of the total personality was being incor- 
porated into analytic practice, he combatted 
overemphasis of the intellectual recall of 
infantile memories for their own sake. He 
stressed the importance of understanding 
ego functions and the current life situa- 
_ tion; he stressed a flexible approach de- 
termined by the patient’s needs; and he 
emphasized the therapeutic role of the “cor- 
rective emotional experience” in the trans- 
ference, These matters constitute basic in- 
gredients for brief psychotherapy. 

From time to time other psychoanalysts 
have tried to encompass brief therapy 
within the framework of psychoanalysis, 
sometimes including one or two case re- 
ports(3, 8, 16, 26, 27, 28, 29, 30). Stone 
(33), in his comprehensive discussion of 
the problem, states; “Brief interpretive 
psychotherapy, based on psychoanalytic 
principles, is a field for empirical research 
by psychoanalysts to determine its thera- 
peutic effectiveness, scope of applicability 
and technique.” Cohen makes the same 
suggestion(7), Stone stresses the scientific 
value of maintaining the well-defined model 
of classical psychoanalysis as a tested 
stable instrument, which can then be used 
in flexible ways for precise clinical indica- 


tions(33, 34). This is in contrast: to those 
who are rigidly committed to flexibility 
for its own sake. He considers psychoanal- 
ysis as the central science and technology 
for all psychotherapies, the source of our 
knowledge and understanding and there- 
fore especially to be maintained for train- 
ing and research, He agrees with Alexander 
that the experienced analyst is in the best 
position to make a rapid appraisal of the 
crucial problems presented by a patient 
and to set the limited, specific goals of 
brief therapy. This involves a simultane- 
ous decision of what matters need to be 
avoided as well as what problems should 
be dealt with: a limitation in contrast | 


with most psychoanalytically oriented 


therapy, which goes as far and wide as it 
can. Cohen’s group was impressed by how 
much material is made available by pa- 
tients in the initial interview. Burdon’s(5) 
psychoanalytically oriented paper on brief 
therapy is an excellent guide to its applica- 
tion in everyday psychiatric practice. 


FOCUS ON CURRENT REALITY 


In general, the analysts agree that brief 
therapy should be conducted so as not 
to encourage regressive dependency or 
ambivalent transference. Therefore inter- 
views are face-to-face, less frequent and 
without free association. Focus on current 
reality is aided by the therapist’s activity 
and may include clarification of isolated 
transference attitudes. The immediate life 
situation provides the motivation for relief 
in brief therapy patients; there is strong 
positive transference towards an under- 
standing, accepting therapist who does not 
react like other important figures in the 
patient's experience, Acute problems and 
situational conflicts and reactions are con- 
sidered particularly suitable for the brief 
approach, Burdon notes that it is not the 
severity of the pathology but the stability 
of the premorbid personality that makes a 
brief approach possible. Malan(21) and 
his associates also concluded that severe 
and chronic problems were amenable to 
brief therapy. He reports in detail 19 cases 
treated by seven psychoanalysts in “focal” 
therapy, The significant factors for good 
Prognosis were found to be high motivation 


k 


rade 
in the patient, the therapist iity 
comprehend the presenting “problem psy- 
choanalytically and to form a limited thera- 
peutic plan, early interpretation of trans- 
ference manifestations and interpretation 
of feeling regarding termination of treat- 
ment, 

Case presentations of brief psychotherapy 
customarily have successful outcomes. This 
paper does not deviate from accepted 
practice. However, we are interested as 
much in what was not accomplished as in 
what was. The first two cases surprised the 
therapist with their quick recoveries. The 
remainder were consciously selected in the 
first interview as candidates for a parsimo- 
nious approach as the treatment of choice. 
In my experience ten percent of the pa- 
tients who come for consultation fall into 
this category—about the same percentage 
chosen for classical psychoanalysis. Selec- 
tion must not be based merely on the 
absence of some criterion for psychoanal- 
ysis, or because a particular therapist needs 
to feel the power of directive therapy and 
quick cure, or because the predilection is 
for limited goals rather than for getting 
to the bottom of things. More significant 
than the acute problems these patients 
presented or the severity of their distur- 
bance were 1) these people saw their 
prior functioning as satisfactory for them- 
selves, or at least not troublesome enough 
to warrant further probing; and 2) the 
therapist agreed that it would be a dis- 
service to promote regression rather than 
to restore the patients as going concerns 
as quickly as possible. 


Case 1; Post-partum depression. Mrs. M. 
dreaded the daylight, bringing another round 
of continuous care for her five-month-old first 
born. With a perfect school attendance record, 
she had been on her own since high school 
graduation. Several years ago she moved away 
from home, family and friends ; she worried if 
she missed a day of work. “I never asked for 
anything, I never want to be in debt or to lean 
on anyone,” she said, When the baby came, 
she and her husband moved to a lonely one- 
bedroom basement apartment to save money. 
Her husband, a carpenter, was working extra 
days. The patient had been away from her 
baby a total of four hours in five months. She 
was getting only three to four hours sleep a 


Might felt tired all the’ tina and bad baod GAAN 


ing for the past 24 hours. For several pres: ; 
she had thought about her husband’s gun, — 
wondering if the family would be better off 

without her, She felt mixed up and was afr . 
to be alone. She could not turn to her mother 
and sisters; she thought they would not ey: 1 
be interested nor had she asked her hus! 
for more help. t 

I took as the surface problem her depend- 
ency conflict, her insistence that she must 
everything on her own and do it right, includ- 
ing the care of the new baby. Wasn't this just 
the time that people get help, I asked; and 
how could she be sure mother and sisters 
wouldn't be overjoyed to share in the new 
baby? And hadn't she thought of ways she 
wished her husband would make it easier 

This patient was not too unlike many hos 
pitalized postpartum psychotic patients. Per- 
haps more from procrastination than oni 
and reassured by her husband's being able to 
stay with her until the next appointment, A 
prescribed a mood-elevator and a bedtime seda- 
tive and sent her home. Three days later the 
patient phoned to cancel her appointment, — 
saying she felt so much better, But she then 
agreed to accept further psychotherapy. She 
had gone home for three days, everyone a 
pitched in, and a niece had returned to help — 
out. In her second therapy session, the patient 
ventilated critical feelings about her husband 
insufficient help. He agreed to cut down his 
overtime. Mrs. M. came for a third appoint- — 
ment only at my urging. She was enjoying the — 
baby, visiting with her sister and neighbors, — 
talking daily with her mother and wondering 
how to space her next baby. es 

Four years later, at the suggestion of a 
seminar that heard this presentation, I ‘ 
phoned her. She was happy to hear from me. 
There were two more children and no further — 
trouble. They now lived in a house near her 
parents. “If I get upset,” she said, “I get busy — 
working in the yard, in church, in kinder- — 
garten. Other mothers come to me for help, 
I tell them to work hard, get tired, sleep it off, 
wake refreshed. My husband and I refer to my 
illness as a bad dream.” 

Therapy in this case took place essentially 
in the first session. As far as we can s > 
she had adjusted on a strict compulsive basis, 
in identification with her father whom she 
described in similar terms. Her defense struc- 
ture was overwhelmed by current demands. 
The experience with a supporting 


permitted her, through positive transfe 
reestablish her previous relationship wit pee 
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conflicts that precipitated the depression. Her 
assistance to other mothers may stem from the 
help she got from the therapist and from her 
own mother. It is clear that she maintains her 
equilibrium through compulsive activity and 
through dependence on her family. One may 
wonder whether this adjustment will weather 
family illness, death of her parents or inde- 
pendence of her children. 


Case 2: A delusory love. Mrs. B. was 30, 
divorced for six months and living with her 
eight-year-old daughter in her parents’ home. 

Mrs. B. was in love with Jim, and Jim, she 
said, was desperately in love with her. She 
added that her parents denied that he lived 
down the street. But why, then, did they dis- 
honestly flash prearranged signals from him by 
rubbing their eyes or blinking? It was mad- 

~ dening. And what about the train whistles and 
car horns that he signaled with, and wasn’t he 
the psychiatrist she and her husband saw two 
= years ago at the time of their separation, and 
_ the man who followed them on a trip when 
her husband wished her dead with ptomaine 
poisoning, and the man in pajamas next door 
‘to her bridal suite, and retrospectively the man 
out West when she was 14? Why were they 
__ kept apart? No one else would date her be- 
= cause they knew. She had seen Jim several 
_ times, and once he had actually spoken to her. 
d Her parents brought Mrs. B. to me because 
they were dissatisfied with her lack of progress 
= in occasional visits to a psychiatrist over the 
_ past four months—dissatisfied despite the poor 
= prognosis and diagnosis of paranoid schizo- 
~ phrenia. She was too agitated to work; the 
= people there were always signaling. Without 
the protection of her parents and minister she 
would certainly have had to be hospitalized. 
Mrs. B.’s therapy extended to 36 sessions once 
a week over eight months, supplemented by 
up to 75 mgm. daily of chlorpromazine to de- 
crease her agitation. At the end of this time 
she had relinquished her delusions, was suc- 
cessfully at work and was going out on dates 
(not with Jim). Four-and-one-half years later 
a follow-up telephone call revealed that she 
had been successfully remarried for one-and- 
one-half years and had recently changed to a 
job suited to her ability. 

In the beginning of treatment Mrs. B. gig- 
gled and asked, “What's this all about?” She 
added that her parents wanted her to get over 
thinking about Jim, but then deliberately re- 
minded her of him. She turned out to be cor- 
rect about her mother’s dishonesty but wrong 
about the content: her mother frequently 
made calls behind the patient’s back; and 


later the patient revealed the family secret of 
her mother’s crippling phobias. I was open and 
forthright from the beginning, faithfully re- 
porting all conversations with the mother (not 
deliberately to be different from the mother 
but with a respect all patients are entitled to). 
Further, I pledged that I neither gave nor re- 
ceived messages from Jim, I did not know him 
and she should tell me if she ever had such 
thoughts about me so that we could examine 
the thoughts together. I believe that this cor- 
rective emotional experience and the upholding 
of reality against transference-attitude distor- 
tions were a significant matrix in which therapy 
proceeded. 

By the fourth session I was able to speak 
about her defense : “You imagine Jim present 
whenever you have had painful or disappoint- 
ing experiences.” As she then revealed more 
of her unhappy marriage, she said, “If I don’t 
keep thinking of Jim I might lose the ability 
to do so,” and later “. . . and go back to the 
hopeless depression of two years ago.” In 
interpreting reality, I constantly differentiated i 
between what she knew and what she con- 
jectured. When she herself questioned the 
craziness of her signals, I agreed, and in the 
16th session I said that these signals seemed k 
flimsy evidence that Jim would return. She 
reacted by trusting me with more details of 
her unhappy life with her husband and with 
her mother. I was then able to trace with her 
her disappointments, how they were denied 
and turned into the opposite (by shifting from 
husband to Jim) and how “trying to forget her 
husband” shifted to “I must not forget Jim.” 
She had waited two years for signs of recon- 
ciliation with her husband, the same way she 
now waited for Jim. 

In the 26th session, as I further differenti- 
ated fact and inference, she said, “Do you real- 
ly not know Jim ?” as if to test the idea herself, 
then: “I'll give up in six months.” Three 
weeks later she said, “I’m ready to give up 
hope. Whatever made me imagine these 
things?” I reflected that she had needed a 
“Jim.” In the 27th week she looked up Jim’s 
residence and work, differentiating fact from 
fantasy. With dissolution of the paranoid de- 
fenses, she faced the depression she was ward- 
ing off. In the following two months she went 
through mourning for her husband. “I’m think- 
ing about him, instead of trying to push him 
out of my mind.” For a few days she con- 
sidered reconciliation but then thought better 
of it. We set a termination date three weeks 
hence, at which time she was back at work 
without agitation. 

As Mrs. B. regained her former equilibrium, 


her motivation for further treatment disap- 
peared. I respected her goals, which did not 
include understanding her sexual unresponsive- 
ness and other problems in the previous mar- 
riage; the conflicts with her mother; the 
sense of inferiority toward her father, which 
incidentally came up in the transference but 
was not interpreted; or any number of un- 
resolved areas we can infer from the nature 
of her symptomatology. It would have been 
a disservice to have disturbed the lifeline of 
a good positive transference by introducing 
more far-reaching goals. 


Case 3; A tender homosexual, Mr. W. was 
a gray-haired man of distinction, a bachelor 
just turned 50, an engineer who had recently 
moved to Baltimore from the West. Six weeks 
previously he found he was impotent and 
wondered if he was “all washed up.” 

He gave a remarkable history of a 35-year 
homosexual relationship with an older man 
who had cared for him and brought him up. 
His father had abandoned him in early child- 
hood ; his mother was an alcoholic with artistic 
ambitions of her own. The older man had even 
the patient heterosexual relation- 
ships. The patient had nursed him in a long 
terminal illness, which had ended a year pre- 


depressed, As the reality of these losses, with 
the accompanying 


“I'm beginning to see what hit me.” 
integration of his experience and feelings gave 
him new hope for the future. 
He was seen seven times over -a four-week 
period. At the 
exual potency with his new woman 
a pe mood and branching out 
were consolidated 


Hee than mourning them. We can conjecture 
that in his early life there were many traumatic 
losses, hence the automatic warding off of the 
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affect. Despite his unusual background, thi 
patient showed remarkable ego strength. He 
was able to master his new situation, once 
granted therapeutic permission (a transference — 
from his earlier benefactor?) to understand — 
his feelings. a 
Case 4: Psychoanalytic first aid(31). Susan, 
ten years old, was an emergency. I saw her 
and her father the same day he called; the 
daughter was in a panic and had been unable f 
to attend school for three days. For two weeks — 
she had suffered morbid fears of body damage 
and death. The father had kept the secret of 
the mother’s metastatic cancer to himself but 
two weeks ago had told his grown daughter’ K, 
and his wife's parents. Susan and her mother 
did not know. il 
Susan’s mother was in pain and now slept — 
alone. The night fears Susan had suffered — 
three years before, after her mother’s operation 
and a year later when a burglar had come into — 
the house, had returned. Her father was solic- 
itous: three weeks ago he had moved into 
Susan’s bedroom. The mother had formerly 
slept there when Susan was scared. The father — 
had moved his bed close to Susan’s so he could 
hold her hand and rub her back. Two weeks 
ago she had felt her heart pounding and — 
was afraid she would die. The doctor took an 
clectrocardiogram and reassured her. yi 
father felt her pulse and listened to her chest. — 
With remarkable compliance, her fear moved 
to her ears; wax was there, and she thought 
it would damage her drums, The father looked 
in and put in oil. Then she began to fear an — 
eyelash would penetrate her eye. Next it was 
the site of her father’s temperature-taking : 
Susan said her tongue looked as if it would 
break off and choke her; she was afraid to eat 
and at this point was afraid to be seen by her 
friends at school. 2 
I saw Susan and her father seven times 
(Susan the first half, her father the 
half of each session). The first three necting 
took place in the first week, and in alla 
elapsed, Susan told me calmly she was 
of swallowing her tongue, was afraid to eat 
and was afraid to go to school. She 
moderately angry when, at the end of our 
meeting, I told her she must, despite 
fears, return to school. (It is customary 
chiatric practice to return phobic children t 
school against the development of secondary 


a 


ain.) 
: For the father, I administered ps nal 
first aid(31). I explained that Susan mus 
have some ideas about her mother’s secret 
figuring operation and sense the new 


anxiety behind the hurried conferences and 
oversolicitousness. I remarked what a burden 
it must be for him—the painful weeks and 
lonely years ahead. I said it must be a com- 
fort for Susan to have him there, and it must 
be a comfort for him too to be close to Susan. 
But I added how frightening it must be for 
Susan to have her father suddenly so close, 
holding her and examining her. In view of 
this, could he return to his own bedroom and 
no longer examine Susan himself? I also ex- 
“plained the desirability of her immediate re- 
turn to school. 

The father recognized the pattern of his 
overconcern and by the end of the first week 
he had succeeded in following my advice, 
(It is noteworthy that this father, like many 
parents seeking child guidance, was able to 
modify significant pathogenic behavior as a 
result of education long before any insight 
could have helped him eradicate his under- 
' lying conflicts.) Susan began to sleep better, 
- eat well and was attending school. In the 
final two weeks she was asymptomatic. ` 
_ Two year later this case was presented to 
a worker seminar. The seminar agreed 

Susan’s fears centered around reactivated 

conflicts 


g well in school. Her 
after eight months, and for 
fter Susan would not speak 
we smigh have an- 

lepression or at suggested to 
‘ that she might need further therapy 
when she learned of her mother’s fatal illness, 


Case 5: Mourning and melancholia. The 
42-year-old widow of a Navy captain, Mrs. P, 
had. been depressed for six months follow- 
ing his death. She had begun to see friends 
again after relative isolation, and was advised 
by a friend to seek psychiatric help. (As Cole- 
man suggests(9) many patients are already 
improving by the time they seek treatment.) 
In her mourning period, she shed few tears and 
thought little about herself. She was surprised 
to find herself crying in the office. 

With a few minutes remaining before the 
end of the first appointment, she was overcome 
by shame. After a struggle, she confessed that 
she felt relief at her husband’s death. For a 
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full year his career, for which she had sacrificed 
her whole married life, had been at a dead 
end, so that her sacrifices and frustrations ~ 
seemed in vain. But how was it possible for’ 
her to extract relief from her husband’s death ? 
I responded that these feelings were at the core 
of her depression, that such feelings were uni- 
versal, that the recognition of them separated 
those who recovered from depression from 
those who did not. She brightened and felt as 
if a load had been lifted from her. 

She was seen in two more sessions, a week 
apart. In the intervening days she made the 
decision she had been struggling with, arrang- 
ing to move to another city near her relatives 
where there was an available job as secretary 
to a businessman. After her third session she 
decided to seek further help only if it later 
proved necessary. 

Mrs. P. was a capable, attractive woman 
with a strong sense of duty and had always 
been a support to wives in her husband’s com- 
mand. Two daughters were in college, and a 
younger son was still at home. In her early 
life she had subordinated her opinions to a 
domineering mother, in her married life to 
her husband but with a consciousness of being 
quicker and brighter than he. It was her in- 
tention to please her husband : to avoid threat- 
ening him or competing with him. As long as 
they could work to further his career she was 
satisfied, but in the final year she felt frustrated, 
resentful and unappreciated. Her hesitancy in 
moving from this city was to avoid disrupting 
her son's school and social life. But, I asked, 
wasn’t she about to sacrifice for him as she had 
for her husband? She agreed and made her 
decision. At the end of the final hour, thinking 
she had gone, I started to enter the bathroom, 
From the waiting room she called out, “You 
poor man, I kept you waiting a whole hour.” 
I did not 


In this case the therapeutic milieu made it 
possible for the patient to verbalize her shame- 
ful thoughts and feelings. The acceptance by 
a nonpunitive listener, coupled with educa- 
tional reassurance derived from classical psy- 
choanalysis, relaxed for the time the pressure 
of her harsh Superego. I felt that she was a 
well-functioning person whose depressive re- 
action to external stress was now relieved, and 

t her movement away from therapy at that 
moment should be respected. Although the 
chief symptom was relieved, there remained the 
hypertrophied sense of duty and sacrifice 
overlying intense competitve feelings, both of 
which could continue to cause further difficulty 
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on her job of interfero in her relationship with 
the youngest child, 


birthday, felt trapped in 
anxious and tightened up in the 
his boss. While Mr. C. was still working his 
way up in the organization, his 
retired. The family sold 
he reached the top, so he had found himself, 
two yerr ee a section manager und 
strange . He was under to 
an independent job that sank race! but 
loyalty to the old i had 
recurrent thought that the n 
to ease him out of his job, and he 
sought evidence to substantiate this 
At the beginning he wanted me to 
him whether to stay in the old job-to 
the facts and decide, He had sought 
from members of the family, then blamed 
for not giving him more. 


Mr. C. up as the 
sani had anxiety 
took 
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eo 
tion in which he had had no doubts about his 
favored position. Was it possible, I asked, that 
he was attributing his own feelings to the boss, 
especially in view of the substantial evidence 
that he was well thought of? Was it in com- 
parison to the certainty of his earlier 

that his current relationship seemed re 
jection? Did he need constant proof of ac- 
ceptance ? 

The patient was soon able to observe him- 
self in his daily life, including his transactions 
with his boss, family, friends and therapist. The 
transference attitude, “Tell me where I stand,” 
was clarified as it applied to boss and father, 
Now the patient was able to take a more 
executive role in the therapy. One day it was 
simply clear—it was not a decision in the usual 
sense—that he was remaining in his current job. 
As he consolidated his gains and began turning 
to minor adjustment problems, I quickly set 
a termination date. Two months later the pa- 
tient returned for a single reassurance that a 
dispute with his wife did not represent a return 
of his former problem. It did not. 


Case 7: A corrective intellectual experience, 
This essay in brief therapy was to relieve a 
crisis in the life of a 35-year-old professional 
worker, Mrs. L., who was in town for three 
weeks with her husband visiting relatives. She 
was then to retum to a small town in upper 
New York, where she had a hopeless, unrequited 
love for her boss, whose intellect she greatly 
admired, She had fled home in depression and 
panic. A schedule of ten sessions of psycho- 
therapy was set up in advance, Although there 
was a lifelong history of unsatisfactory adjust- 
ment and an earlier long psy , I folt 
that the acuteness of the current problem and 
the patient’s strong motivation to restore her 
recent adjustment indicated a trial of 
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unworthiness, she revealed the panicky suicidal 
ideas she had entertained while both her hus- 
band and boss were away. Had she realized 
how much she depended on them? She re- 
vealed that two years earlier she had offered 
herself to a nonintellectual “masculine” man 
who made her feel like a woman. I asked, 
didn’t she think that being the aggressor with 
this man, as now with the boss, created exactly 
the opposite of what she professed ? She hadn’t 
thought of this before, but the discovery only 
deepened her despair. 

I had not overestimated her strength; my 
intervention stimulated her to look deeper, 
using some knowledge from her earlier analysis. 
She announced that her present loneliness 
stemmed from her childhood Oedipal situation 

__ in which she was second to her mother in her 
father’s regard, I pointed out that she was now 
first with her husband but that in turning to 
a married man with whom she would rank 
second, she was re-creating the Oepidal situa- 

_ tion. She suddenly recalled how from the age 

_ of five she had begun to reject her father's 

_ favor and turn to her mother. This had been 

own contribution to the solution of the 
pus complex. She had come to feel it was 

‘wrong to be first in a man’s regard and to 

feel like a fraud if a man liked her. 

As she came to grips with this problem, she 
y on the current relationship with her 

husband. At the end of the sixth session, the 

_ thought of finding a new boss occurred to her 
for the first time. I understood this as a sign 
of therapeutic effect, but it was difficult to 
judge since the treatment was being carried 
out away from the scene of conflict. But, she 
asked, if she gave up this admired man, would 
she have to give up her intellectual strivings 
too? I asked how they were combined. Free- 
dom to pursue intellectual aims protected her 
from being too close to her mother. She con- 
fessed her fear of being a homosexual, 

At this point she suddenly thought of a new 
man she might become interested in. But she 
rejected this solution, which had so recently 
failed her. The Oepidal conflicts she had been 
acting out were entering awareness. Guilt feel- 
ings were expressed in two successive dreams. 
I suggested that her flight for “freedom” was 
not a simple struggle for independence from 
her “prudish” mother. 

In the final session she recognized how she 
had idealized a relationship of complete free- 
dom with a man she could always look up to. 
As the material unfolded I was able to reflect 
that this idealized relationship was also an at- 
tempt to make up for a lack of trust she had 
felt with her mother. I suggested she could 


a Bea ink i ata 


BRIEF PSYCHOTHERAPY : A PSYCHOANALYTIC VIEW 


SiD ecember 


free herself through understanding, rather than 
through an attempt to recreate or change the 
past, 

With this bombardment of new ideas she 
returned home to her former job. Two months 
later she wrote, “Superficially, I’m fine. Mr. X 
and I are cordial but not close. I’m trying to 
ignore my problems for the moment, but I 
have the name of the nearby doctor you gave 
me. 

The choice of brief therapy in this case was 
determined in part by the external circum- 
stances. Unlike the other cases, this patient 
brought material from a previous analysis, Al- 
though her memory of the former analysis was 
that little had been accomplished in relation 
to men, she brought to therapy a freedom and 
frankness from her previous experience. The 
discussions of the meaning of her conflicts, 
which one could call a corrective intellectual 
experience, had a therapeutic effect. Only sub- 
sequent psychoanalysis could tell us how much 
of what was discussed in such a condensed 
manner was used as intellectual defense(17) 
and how much was integrated into previous 


analytic work. Many areas of conflict were 


brought into awareness in a short period, 
Therapy had the result of permitting Mrs. L. 
to resume her vocational and family life with 
freedom from panic and depression. 


DISCUSSION 


Anyone who has participated in the 
painstaking psychoanalytic working-through 
process, in the interweaving of cognitive 
and emotional factors in the immediacy of 
the transference, in the detailed realities 
of daily living and in repeated bringing 
into awareness of warded-off aspects of 
the total personality, will become impatient 
with attempts to assign the curative role to 
any single element. Yet some attempt must 
be made to understand the changes that _ 
take place in brief contacts or even in 

spontaneous” cures—what Fenichel(12) 
has called “a psychoanalytic theory of non- 
psychoanalytic influence.” 

Fenichel’s_ comprehensive coverage of 
psychotherapeutic influence(11) need not 
be repeated here, His hope for a rational 
psychotherapy, however, was to develop 
Prescriptions for advice and “provocation 
of transference” based on diagnostic cate- 
gories. This kind of manipulation is reminis- 
cent of Alexander's use of role playing to 
Provoke a corrective emotional experience. 


I am in agreement with Gill(15) that atten- 
tive neutrality itself is the basis for the cor- 
rective experience. In brief interpretive 
therapy, the therapist brings his psycho- 
analytic understanding to focus on the pre- 
senting problem but, following the patient's 
lead, permits the patient to use his unique 
resources to reach new solutions. Direct 
advice is limited to the parents in child 
guidance, and then only as an emergency 
measure, 

Psychoanalysts understand that much 
symptomatic improvement in psycho- 
therapy is due to transference: the trans- 
ference may be to a good parent figure 
whose protection and love can be 
depended on or to a, threatening parental 
figure who motivates an increase in re- 
pressive forces. But such improvement 
remains only as long as the image of the 
therapist is retained undisturbed. There 
are additional factors common to all kinds 
of psychotherapy that change the balance 
between ego factors and conflicting drives. 
Synthetic and adaptive ego functions can 
be strengthened through the new experi- 
ence of the encounter with the psycho- 
therapist, through the receipt of rational 
information and by learning new connec- 
tions between previously unconnected 
matters; all of these in turn may 
strengthen ego defenses. The freedom to 
express forbidden topics reduces the pres- 
sure of conflicting drives. For children, 
where the anxiety can still be corrected by 
reality experiences, a change in environ- 
ment alone can be therapeutic. 

Most of the caution over the benefit of 
symptomatic improvement in brief therapy 
is due to the psychoanalytic knowledge 
conflicts have remained 


adjustment- 


(20) speaks 


ori 
capacity.” French(13) describes “a 

sumption of the learning process.” Alex- 
ander(2) points out that reduction in’ 


anxiety alone can permit the breakthrough ` 
of spontaneous insight. a 

In the case presentations themselves, 
have already suggested ways in which the 
therapeutic interventions seemed to be — 
effective. Some general remarks are in- 
order. For all of the patients the therapist's 
attentive neutrality offered a corrective 
emotional experience. Its specific effective- 
ness was clearest for the delusory Mrs. B. 
(Case 2), whose mother was so under- 
handed, for Mrs. P. (Case 5), whose 
supergo identification was so punitive, and 
for Mr. C. (Case 6), for whom freedom of — 
choice was so novel, 

Transference improvement was also a 
common denominator for these patients— 
clearest for Mr. C., who related in a de- 
pendent way to my authority and returned — 
for a follow-up visit soon after; and for 
Mrs. L. (Case 7), who admired intellect. 
Perhaps phobic Susan (Case 4) was 
responding to my authority, as Bruno 
Walter to the professor. However, I feel 
that the chief effectiveness here was the 
emergency advice to remove the traumatic 
situation, on the basis of psychoanalytic 
understanding of childhood sexuality, For 
several there was “clarification”(4)—the 
connection of previously unconnected data 
and scrutiny of the defensive structure 
(Cases 2, 3, 6, 7). For Mrs. M. (Case 1) 
and Susan (Case 4) there was a dramatic 
re-repression of the conflict, with return to 
the previous character structure, For any 
of these cases the ultimate determination 
of what was or was not accomplished 
could best be made in subsequent proba 
analysis(35) or by sensitive follow-up 
methods (23, 24). bs 

It was characteristic of all these patien 
that they had the integrative capacity 
focus on current problems, They 
themselves as going concerns 
current painful episode, and the the 
set limited goals complementary to 
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ference and that does not foster regression 
and 4) rely on spontaneous forces within 
the patient. 


SUMMARY 


A substantial number of outpatients can 
be helped by brief interpretive psycho- 
therapy based on the application of psycho- 
analytic understanding. These patients are 
suffering acute reactions or recent exacer- 
bations of chronic problems. The therapist 
uses his psychoanalytic training and 
experience to understand as quickly as 
possible the central problem and sets 
limited goals directed to those conditions 
' which necessitated the symptoms. Seven 
~ cases are presented representing a wide 
_ range of psychopathology. There is a dis- 
tat of the therapeutic factors involved 


that make for enduring improvement. 

_ It is hoped that this presentation will 

challenge others to consider the application 
of psychoanalytic principles to brief therapy 
in outpatient settings. 


ADDENDUM 


= Follow-up data were obtained from all 
_ of the patients. The first six reported con- 
tinued freedom from the symptoms that 
_ brought them to treatment. Mrs. M con- 
tinues to raise her family and keep busy. 
Mrs. B. left her second husband after two 
years because of his violence, but she has 
continued to work without recurrence of 
her symptoms. Mr. W. is happy in his 
work and private life; Susan is an honor 
student and on the high school student 
council; Mr. C., although he still experi- 
ences periods of tension, is happy in his 
job and on good terms with his boss; 
Mrs. P. reports that she has had no re- 
currence of her depression but that her 
feeling of well-being depends in part on 
her having a close relationship with a man. 
Mrs. L. alone felt that brief therapy was 
a stop-gap, not a solution, but she has not 
sought further help. 

The follow-up period ranged from one to 
nine years, with an average of five years. 
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It is said that we of the present age are in a large measure the summing up of all of 


our ancestors—of the lives they led, of the th 
vices they practiced. May this thought be 
labor in the world that succeeding genera 


lived and labored in it. 


oughts they held, and of the virtues and 
an incentive to each and all so to live and 
tions may be the better for their having 


Rozert J. Presron, M.D. 
APA President 1901-1902 


SPECIAL SECTION 


EP egy SENT. ee 


Eight Papers on 
FORENSIC PSYCHIATRY 


THE TEACHING OF FORENSIC PSYCHIATRY IN LAW SCHOOLS, 
MEDICAL SCHOOLS AND PSYCHIATRIC RESIDENCIES IN THE 
UNITED STATES 


As far as psychiatric residents and psychi- 
atrists are concerned, my personal observation 
is that their basic contempt for the law and its 
_ processes, both civil and criminal, means that 
any useful rapprochement is still many years 
in the future. I find lawyers very much more 
_ receptive to psychiatry—though not: generally 
_ from any motive more laudable than merely 
winning a given case—than psychiatrists are— 
' for any motive—toward the law. (Comment 
_ from dean of large midwestern law school.) 


___ The law student . . . is perhaps startled when 
he senses that most people in mental health 
_ are quiet, listening, waiting people, careful 
not to make abrupt judgment and moral criti- 
‘cisms, while law and government people are 
much more often authoritarian and judgmental 
F _ even when their immediate function does not 
require the exercise of authority or the making 
of moral judgments. (From the Second Progress 
_ Report of the College of Law of Willamette 
7 ets Professional Responsibility Pro- 
gram. 


These two diametrically opposed state- 
ments, both elicited by the survey described 
below, reflect extreme views on the need 
and feasibility of interdisciplinary learning 
programs. They represent poles in the broad 
spectrum of existing attitudes concerning 
the teaching of forensic psychiatry, 


PREVIOUS STUDIES 


In 1931 Ebaugh and Jefferson(1) con- 
ducted the first study on the teaching of 


Read at the 12st annual meeting of the Ameri- 
can Psychiatric Association, New York, N. vs 
May 3-7, 1965. 

The authors are with the Department of Psy- 
chiatry, UCLA Medical Center, Neuropsychiatric 
Institute, Los Angeles, Calif. 

Dr. Robert J. Stoller made available the data 
from his study and Dr. Frank F. Tallman offered 
many valuable suggestions. 
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forensic psychiatry. They received replies 
from 94 percent of the 78 American Bar 
Association approved law schools contacted. 
Their questionnaire, consisting of ten short- 
answer queries, revealed that 16 percent of 
the schools taught psychiatry and 18 per- 
cent of the others planned to do so. 
MacDonald(4) in 1957 conducted a fol- 
low-up to the above, and received replies 
from 99 percent of the 128 approved law 
schools in the country. The data showed 
that 25 percent of the schools provided in- 
struction in psychiatry or psychology and 
still 19 percent more intended to include 
it in their curriculum in the near future. 
The amount and type of teaching of 
forensic psychiatry among American and 
Canadian medical schools were assessed by 
Stoller(5) in 1956. He received replies from 
67 percent of 87 schools contacted. Among 
medical schools, about two-thirds gave or 
planned to give formal lectures, less than 
one-half had seminars and/or conferences 
and about three-quarters had some form of 
practical work. In psychiatric residency 
programs, two-thirds gave or planned to 
give lectures, two-thirds had conferences 
and/or seminars and an “overwhelming 
number” had some form of practical work. 


PRESENT STUDY 


The present survey is an attempt to 
evaluate the teaching of forensic psychiatry 
in law schools, medical schools and uni- 
versity-affiliated psychiatric residency train- 
ing programs in the United States. In con- 
trast to the two previous law school studies, 
the questions posed were more detailed. 
Also, to the best of our knowledge, this was 
the first time that legal and medical pro- 
grams were reviewed simultaneously. For- 
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ensic psychiatry was defined as including 
among other things the role of psychiatry 
in criminal responsibility, testamentary ca- 
pacity, commitment proceedings, family 
custody, sexual offenses, alcoholism, addic- 
tion, chronic lawbreaking (sociopathic per- 
sonality) and the expert witness. 

The questionnaire to the law schools, sent 
to the dean, asked for an estimate of the 
number of hours and description of both 
didactic lectures and seminars offered in 
each of the three years. Also, it assessed 
the amount and type of interaction between 
law students, law school faculty and prac- 
_ ticing attorneys with medical students, med- 
ical faculty and practicing psychiatrists. 
Finally, suggestions for expansion and im- 
provement were requested. 

The questionnaire to the medical schools, 
sent to the chairman of the department of 
psychiatry, similarly asked for an estimate 
of the number of hours and description of 
both didactic lectures and seminars offered 
in each of the four years of undergraduate 
medical education as well as the three years 
of the psychiatric residency training pro- 
gram. In addition, contacts between medi- 
cal students, lawyers and law school faculty 
were surveyed. Special programs involving 
law enforcement agencies, courts and relat- 
ed bodies were reviewed. The available 
activities arranged for practicing lawyers 
and psychiatrists were explored. Finally, 
the respondents were asked whether they 
were satisfied with their programs at the 
undergraduate and graduate levels. 

Out of 134 approved law schools, 109 
(81 percent) responded. Out of the 86 uni- 
versity medical centers contacted, 74 (86 
percent) replied. 


RESULTS 


Law schools. Arbitrarily, the coverage of 
forensic psychiatry topics as part of the 
presentation by the law faculty member 
in his standard courses was not tabulated 
as “forensic psychiatry” for the purposes 
of our study. This was done because issues 
such as the insanity plea or competency 
are an integral part of certain law school 
courses. l; 

Forty-seven percent of the responding 
schools have no program. Of the remaining 
schools, 26 percent have significant pro- 


grams, in which either a semester course — 


of lectures and/or seminars is given or a 


special project is offered, some of which ` 
are cited below. The remaining 27 percent — 
offer a limited exposure, that is, no more — 
than a few hours. Practically all of the | 
programs offered are on an elective basis, ~ 


and most of the experience occurs in the 
third year. 


Criminal responsibility and family law 


are the two main areas of concentration 
and only in the more extensive programs — 
are other topics covered, The stated and 
implied goals of existing and proposed 
courses are the furtherance of interpro- 


fessional rapport and the exposure of the — 


student to the principles and practices of 
the other discipline. Many schools offer field 
trips to different types of psychiatric facili- 
ties, At least 11 schools offer joint seminars 
in psychiatry and law. 

Well over half of the schools are recep- 
tive and feel a need for some sort of pro- 
gram, and only a handful voice objections 
in terms of desirability or usefulness, Those 
in favor are divided as to whether to weave 
psychiatric concepts into existing courses, 
or to develop specific programs to cover 
this material. Schools without programs cite 
lack of time (crowded curriculum), money, 
teaching materials and faculty, as well as 
the absence of a nearby medical center as 
the reasons. 

Medical schools and psychiatric resi- 
dencies. Of the responding 74 medical 
schools, 23 percent have no undergraduate 
exposure to the field. Of those remaining, 
43 percent devote one to nine hours and 
34 percent devote ten or more hours. The 
majority of this experience takes place in 
the third and fourth years. 

There is no psychiatric residency program 
in ten of the responding schools. Of the 


remaining 64 schools, 11 percent claim no y 
teaching in this field. Among those with — 
programs, 47 percent offer 1 to 20 hours — 


and 42 percent offer more than 


hours in the course of the three years. The ~ 


amount of instruction seems equally di- 
vided among the three years. y 

Of the responding medical centers, al- 
most three-fourths do not feel that their ` 
program for medical students adequately | 
covers the subject matter, Slightly more 
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than three-fourths expressed dissatisfaction 
with the program for psychiatric residents. 
With the exception of some of the good 
programs (described below), there is very 
little variety in the way that the material 
is covered, in sharp contrast to the many 
approaches used among the law schools. 
The didactic material in medical schools oc- 
curs either as part of psychiatry or within 
the course in legal medicine. In addition, 
direct exposure through clinical work and 
field trips is utilized. In medical schools, 
where the curriculum is already bulging, 
forensic psychiatry is thought to be too 
specialized a field and only minimal cover- 
age is deemed possible. Some of the psy- 
| chiatric residency programs, as well, con- 
sidered it as too highly specialized, and 


offer the more extensive experience on an 
‘lective basis, 


EVELOPED PROGRAMS 


` Willamette University College of Law. 
The purpose of their program is to de- 
velop, experimentally, an effective program 
of education for professional responsibility. 
This consists of a two-hour seminar for 
4 weeks on retardation, mental illness and 
juvenile problems. In addition, there is a 
20-hour internship at the Oregon State 
Hospital which permits observation of tech- 
niques and contact with personnel. Semi- 
nars with the staff cover semantics, identi- 
fication and disposition of the mentally ill, 
commitments, community resources and 
domestic relations. 

Yale University School of Law. Dr. Jay 
Katz(3), a psychoanalyst, is a full-time 
faculty member and teaches all courses 
jointly with a lawyer. The specific courses 
offered are: 1) psychoanalysis, psychiatry 
and the law and 2) family and the law, as 
well as others. Also, in the past two years, 
under the guidance of Dr. Anna Freud, the 
research seminar has utilized psychoan- 
alytic principles to deal with the child’s fate 
in reference to the legal principle, “in the 
best interests of the child.” 

University of Southern California Law 
School. Students in the third year are of- 
fered an elective seminar entitled “Psycho- 
analysis, Psychiatry and Law” which aims 
at introducing psychiatric concepts. A post- 
graduate seminar in “Psychiatry and the 


Law” is given every spring semester and is 
open to 15 practicing lawyers and 15 prac- 
ticing psychiatrists as well as psychiatric 
residents. Funded by the National Institute 
of Mental Health, an Institute on Psychiatry 
and the Law for the Judiciary is already 
in operation, and this pilot project is con- 
sidered a precursor of an eventual law-psy- 
chiatry institute. 

University of Michigan. Under the leader- 
ship of Dr. Andrew S. Watson(7), the law 
school has pioneered in the teaching of 
mental health concepts. In the first year, 
Dr. Watson is present as co-instructor in 
the course in criminal law(2). In the second 
year there is instruction in interviewing 
technique. In the third year, a seminar 
exploring psychiatry within the legal con- 
text is offered. 

The medical students receive five hours 
of lecture in this area, and the psychiatric 
residents, 18 hours. The residents, in addi- 
tion, are offered an elective that includes 
work in the juvenile courts, the state peni- 
tentiary and the courts. Courses for state 
police, juvenile court staff and judges are 
available, as are postgraduate training in- 
stitutes for practicing psychiatrists and 
lawyers. 

New York University. Medical students 
receive three lectures and psychiatric resi- 
dents five in this area. Residents, in addi- 
tion, spend three months in a prison ward 
during their third year. In the law school, 
a seminar offered to senior and graduate 
students includes clinical work and ob- 
servation, along with a minimum of six 
weeks of personal supervision by Bellevue 
psychiatrists. The formation of a law-psy- 
chiatry institute and the establishment of a 
journal are in the planning stages. 


DISCUSSION 


The difference between the number of 
law schools (53 percent) dealing with 
forensic psychiatry and the medical schools 
(77 percent) and psychiatric residency pro- 
grams (89 percent) which do so is more 
apparent than real. This is partly due to the 
tallying of the data. In the law school, cov- 
erage of this material by a law professor in 
a standard course was arbitrarily excluded. 
Among the medical schools and residency 
programs, all presentations in this area 
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were counted. The statistics, in general, are 
optimistic, since most of the schools listed 
as having some form of program actually 
offer a bare minimum (e.g. a few lectures, 
seminars or field trips), and actually only 
a relatively few offer an extensive program. 

Among law schools, the existence at 
present of some type of program in 58 of 
the schools reflects an acceleration of the 
trend observed by MacDonald(4) when 
compared to the study of Ebaugh and 
Jefferson(1). The number of schools in- 
volved has increased by 26 in the past 
seven years while it increased by only 19 
in the previous 26 years. Compared to 
Stoller’s study(5), the current one does 
not reveal a significant change in the per- 
cent of medical schools and psychiatric 
residency programs that offer some type 
of coverage. s 

The contributions of psychiatric concepts 
to the legal system are being viewed as 
basic by an increasing number of legal edu- 
cators. The already overcrowded curricula 
present problems which may best be met 
by the incorporation of these concepts into 
existing courses rather than the creation of 
separate ones. Though most of the current 
offerings are on an elective basis, the trend 
points to their being considered essential 
enough to become required. Experience to 
date shows that more extensive opportuni- 
ties for work in this field can be made 
available to interested students. 

In medical schools, the overcrowded cur- 
problem, and for 
the most part this material is highly spe- 


sani! 
of a psychiatrist in the legal system, 
linquency, 
matters can 
general psychiatry 
neral course 0 
Such courses have been described (6). ‘ 
The greatest asset of a psychiatric resi- 
dency program is its flexibility. Thus, in 
addition to formal lectures and seminars, 
there is ample opportunity for practical 
work (e.g, treatment of offenders, giving 
testimony, consultations), research and ob- 
servations through visits to courts, jails, 
penitentiaries and other facilities. 


A promising trend is the existence in 12 
university centers of joint appointees, that — 
is, men who have faculty status in both the” 
law and medical schools. Of these, ten are” 
psychiatrists and the remaining two are” 
lawyers. The universities are : Pennsylvania, ~ 
California (at Berkeley), Yale, Michigan, ~ 
Pittsburgh, New York University, Southern” 
California, Downstate New York, Albert 
Einstein, Wayne University, Nebraska and 
Cincinnati. Another trend is the establish- ~ 
ment of law-medicine institutes for the sake 
of joint education and research. Postgradu- 
ate fellowship programs are available at 
Boston University (legal psychiatry) and ~ 
the Menninger Foundation (criminology 
and juvenile delinquency). The increasing o 
exposure of law students and psychiatric 
residents to actual clinical experience is 1 
encouraging. q 

Both law and psychiatry are unhappy 
with the current interaction between the 
two disciplines. The two usual roles of the i 
psychiatrist within the legal system have | 
been rather ineffective. As the expert wit- | 
ness, the psychiatrist feels that he is used | 
inappropriately, while the legal system is | 
often dissatisfied with his testimony. As” 
the therapist in correctional institutions, his ” 
results have been poor. He maintains that — 
he is up against an impossible task, because ~ 
prisons present a milieu that inhibits any — 
meaningful therapeutic effort. The legal © 
system, on the other hand, cites such results ~ 
as further proof of the ineffectiveness of 


ji 


knowledge to legal philosophy and practice. 
The law school is the most ideal setting 
for this interaction. This is so not only be-i 
cause it is the accepted site of learning, L 

also because this is the time when the pro 
spective lawyer, judge or legislator is 
set in his beliefs. To achieve this de 
goal, the behavioral scientist must 
concepts rather than mere facts, techni 
or terminology. Understanding person 
development is far more relevant than bein 
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able to recite a long list of psychiatric 
diagnostic entities. Watson(7) has demon- 
‘strated that the method of presenting be- 
“havioral material is often more important 
than the material itself. 

Psychiatric education is also in the 
process of transition. The present emphasis 
is on increasing the psychiatrist's aware- 
ness of the social setting and thus promoting 
his responsibility in a number of areas be- 
yond the treatment of the individual pa- 
tient. Among these is included his potential 
role within the legal system. 

_ SUMMARY 
A questionnaire study on the teaching of 
forensic psychiatry in law schools, medical 
_ schools and psychiatric residency programs 
in the United States is reported. Data ob- 
tained from 81 percent of the approved 
_law schools and 86 percent of the university 
medical centers reveal that the trend to- 
ward inclusion of this subject in the law 
school curriculum is increasing rapidly, 
though few schools have extensive pro- 
grams as yet. In medical schools and psy- 
chiatric residencies there has been little 
change recently, Some of the more devel- 
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oped programs are presented and certain 
promising trends are mentioned. In the 
discussion, the role of the psychiatrist as 
educator to the legal process is explored. 
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4 With the growing concern of the courts 
in this country for the constitutional rights 

of the individual, the problem of com- 
petency to stand trial has begun to achieve 
increasing importance. The Constitution of 
the United States provides that every 
citizen, whether mentally ill or not, is 
entitled to due process of law, If charged 
with a crime, he is guaranteed a speedy 
trial and the right to legal counsel. As an 
extension of the prohibition against trials 
in absentia, the defendant must be not 
only physically present, but also mentally 


Read at the 121st annual meeting of the Ameri- 
can Psychiatric Association, New York, N. Y., 
May 3-7, 1965. 
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and intellectually capable of participating 
in his defense(6). This protection of the 
individual's rights is the basis of the legal 
concept of competency to stand trial. 
Arising in English common law(2, 4), it 
has been incorporated into the statutory 
or case law of all of the United States. 
While the final decision as to compe- 
tency is a legal one, the courts often call 
upon the psychiatrist for an advisory opin- 
ion. In many jurisdictions, however, there 
n a consistent failure by the court 
to inform the examining psychiatrist what 
questions it wishes answered.’ Even if a 


1 Pre-trial psychiatric evaluation of an accused 
a poe om separate eae diagnosis, com- 
mi ility, criminal responsibili 
to stand trial. aad 


te g 

specific request for an evaluation of ‘¢om- 
petency to stand trial is made, it appears 
that the vast majority of psychiatrists have 
no awareness of what legal test or criteria 
to apply. If they deal with the question 
at all, many seem to feel that the accused 
must be free from any symptoms of mental 
illness before he may be returned to trial. 
Others make the mistake of applying the 
M’Naghten Test, which, of course, is totally 
irrelevant in determining competency to 
stand trial, 

All too often in his report to the court, 
the psychiatrist will omit any mention of 
competency and refer only to the presence 
of mental illness and the need for hospital- 
ization. The judge is then likely to commit 
the patient indefinitely, without trial and 
without further reference to the problem of 
competency.* 

Hess and Thomas(3), among others, 
have called attention to the large number 
of patients throughout the United States 
who are presently thus committed, where 
a careful examination dealing only in the 
area of their competency to stand trial 
would reveal them able to return to court 
and face the charges against them. 

It may be asked at this point why a 
patient should be sent back to trial. If he 
is hospitalized, both he and the community 
are protected, Also, many psychiatrists 
tend to harbor an inherent distrust of the 
court’s ability to understand the role of 
the patient’s mental illness, which could 
certainly affect the disposition of the case 
(5). But there are two important points 
that make it necessary to return a patient 
to court if he may be considered com- 
petent. First, hospitalization on the basis 
mentioned above, in effect, presumes guilt, 
and such a presumption represents the 
grossest violation of an individual's rights— 
a matter on which Thomas, Szasz has 
written so voluminously(7, 8, 9). More im- 
portant, however, is that the threat of the 
trial may effectively bar the patients re- 
covery from his mental illness. With his 
trial out of the way, far more active 


2 That the trial judge may be in error for not 
papier cue URA 
individual's competency i 
parie aa not within the scope of this paper. 


treatment in the area of his Eder 
problems can be given. 

In an 800-bed institution for the “crim 
inally insane,” the author has had an op- 
portunity to deal directly with the problem 
of the indefinite pre-trial commitment of 
mentally ill patients without reference to 
their competency to be returned to trial, 
All of our patients previously hospitalized 
as mentally ill with the assumption of 
incompetence have been re-evaluated, and 
many have been returned to trial. Out of 
this experience a checklist of criteria for 
competency to stand trial has been devised. 
This checklist (Figure 1) is intended 
for use by psychiatrists in providing a 
brief, convenient review of areas for in- 
vestigation in evaluating whether a patient 
can be considered competent to stand trial 
or must be considered incompetent by 
reason of intellectual or mental defect. 

While the test varies somewhat from one 
jurisdiction to another(1, 10, 11), it can be 
stated generally as follows: A 

To be considered competent to stand 
trial, an individual must possess sufficient 
mental capacity to comprehend the nature 
and object of the proceedings and his 
own position in relation to those pro. 
ceedings, and to be able to advise 
rationally in the preparation and imple- 
mentation of his own defense. P 


EVALUATION OF COMPETENCY > 


For purposes of this checklist, mental 
illness generally refers only to those con- 
ditions in which there is psychotic though 
present at the time of examination or likely 
to appear under the stress of trial. Even 
in the presence of mental illness, however, 
incompetency does not automatically fol- 
low. Even though found to be psychotic, 
if the patient is able to comprehend tho 
aspects of the court procedure listed, 
able to work with his lawyer in cond 
a defense, he should go back to trial. 

Intellectual deficiency in and of itsel 
rarely serves to render an individual in: 
competent, but it should be 
mental illness. While | 
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FIGURE 1 


Criteria for Competency to Stand Trial~ 


The following checklist is intended for use by psychiatrists in providing a brief, convenient review of areas 
for investigation in evaluating whether a patient can be considered competent to stand trial or must be considered 
incompetent by reason of intellectual or mental defect. 


General Rule 


To be considered competent to stand trial, an individual must possess 
sufficient capacity to comprehend the nature and object of the proceedings 
and his own position in relation to those proceedings; and to be able 
to advise counsel rationally in the preparation and implementation of his 
own defense. 


í 
i ok MENTAL ILLNESS 2. 4- INTELLECTUAL DEFICIENCY *® 5- 
1, Comprehension of Court Proceedings * 


Surroundings 
Procedure 
Principals 
Charges * 
Verdicts 
Penalties 
Legal Rights 


2. Ability to Advise Counsel 


Facts 

Plea 

Legal Strategy 

Maintaining Relationship with Lawyer 
Maintaining Consistency of Defense 
Waiving Rights 

Interpreting Witnesses’ Testimony 
Testifying (if necessary) 


3. Susceptibility to Decompensation while 
awaiting or standing trial 


Violence 

Acute Psychosis 
Suicidal Depression 
Regressive Withdrawal 
Organic Deterioration 


1: Presented at 121st Annual Meeting of the American Psychiatric Association. 
4. Includes psychiatric evaluation of court’s expectations, if possible. 
2. Includes evaluation of cognition, orientation, apperception and judgment. 
4- Generally excludes character disorders. 
5. Generally competent when 1.Q. above 60 (W.A.I.S.). 
e Includes psychiatric evaluation of nature of charges, and complexity of case, 
Ames Robey, M.D., Medical Director, Massachusetts Correctional Institution, Bridgewater, Massachusetts 02324 
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to go to trial with an I.Q. of 60° or 
sometimes even below. This figure is not 
intended so much as a rigid guide as to 
indicate that the level of intelligence re- 
quired by the courts is not terribly high. 

Evaluation of the accused’s comprehen- 
sion of the court proceedings is relatively 
simple. He must show that when he goes 
to trial he would be aware of the court 
surroundings and procedures, He must be 
aware of the principals involved, such as 
the judge, the jury and the attorneys, as 
well as the fact that he is the defendant in 
the proceedings. Further, he must have 
some awareness of the nature of the 
charges against him and the possible ver- 
dicts. Particularly in the case of a capital 
offense, he must show awareness of the 
possible penalties if found guilty, and final- 
ly, he must have at least some awareness 
of his legal rights, such as his right to 
trial, to representation by legal counsel 
and to protection from self-incrimination. 

If a patient fails to comprehend even a 
relatively simple level of the proceedings 
that would take place were he returned to 
court, he cannot be considered competent, 
and the likelihood of his being able to 
advise counsel adequately is so small that 
the rest of the test for competency becomes 
somewhat academic. If a patient does ap- 
pear incompetent, however, the psychiatrist 
must be sure that this is by reason of 
mental illness or deficiency. Other prob- 
lems, such as deafness, language barriers 
or unfamiliarity with court proceedings be- 
cause of inadequate experience or edu- 
cation should be called to the court's 
attention, but they are not otherwise of 
direct concern to the psychiatrist. 

The patient’s ability to advise counsel 
rationally in the preparation and imple- 
mentation of his own defense is far more 
difficult for the psychiatrist to, determine. 
Unless the patient’s capacity to communi- 
cate rationally is grossly disturbed, it may 
become necessary for the examining psy- 
chiatrist, when in doubt, to talk with the 
patient's attorney. As a general rule, the 
patient must show the ability to advise 
and accept advice from his attorney. 


3As measured by the Wechsler Adult Intelli- 
gence Scale. 


SPR 
However, the patient’s relationship with 
his lawyer and the extent to which he 
will agree with his lawyer’s legal strategy 
can be affected by factors other than men- 
tal illness, and the psychiatrist must again 
be reasonably certain that it is because 
of mental illness or deficiency alone that 
the patient cannot advise counsel, 

Point by point, the patient must be 
able to divulge to his lawyer without para- 
noid distrust the facts of the case as he 
understands them, even if those “facts” 
involve delusional distortion. He must 
decide with his lawyer upon a plea and 
approve the legal strategy to be used 
during the trial. He must also show a capa- 
city to maintain the relationship with his 
lawyer. For example, he cannot discharge 
his lawyer solely on the basis of paranoid 
suspicions or delusions and still be con- 
sidered competent. 

In similar fashion, the patient must show 
a capacity to maintain a consistent defense 
and not insist on a change in strategy 
without adequate reason. Occasionally, 
during the course of a trial, the problem 
of waiver of rights arises, and the patient 
must have some ability to make simple 
decisions in response to well-explained al- 
ternatives. He must show a capacity to 
listen to the testimony of witnesses and 
inform his lawyer of any distortions or 
misstatements. Finally, if the circumstances 
of the case make it necessary, he must show 
the capacity to testify in his own defense. 
Generally speaking, if such testimony is 
required, the level of competency should 
be higher. 

Beyond this detailed breakdown of the 
two basic portions of the general rule 
for competency to stand trial, there is an 
additional area of particular concern to 
the psychiatrist which is only implied in 
the legal test. While being studied, a 
patient may appear competent to stand 
trial, but careful clinical evaluation of the 
present mental status and the past history 
of the patient may reveal such a pre- 
carious level of adjustment that there is a 
definite possibility of his becoming incom- 
petent before or during the trial. Therefore, | 
it becomes necessary for the psychiatrist 
to evaluate the patient’s susceptibility to 
decompensation in order to estimate for q 
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the court the probability of the patient’s 
developing signs of violence, acute psycho- 
sis, suicidal depression or regressive with- 
drawal under the stress of trial. Progressive 
organic deterioration must also be taken 
into account, particularly because with the 
crowded court schedules, some trials are 
delayed from six months to a year or 
even longer after psychiatric evaluation. 

No opinion on the competency of an 
individual can really be complete without 
consideration of the severity of the charges, 
the complexity of the case and, to a certain 


degree, the expectations of the court, 


Obviously, standing trial on a charge of 
first degree murder involves the need for 


todo so, 


In the writing of ‘a report to the court, 
the psychiatrist should invariably make 
direct reference, in a separate paragraph, 
to the patient’s competency to stand trial. 
If the patient is considered competent, no 
more than a sentence is required, in that 
the court presumes competency unless in- 
‘dications to the contrary are offered. 
(Unfortunately, mental illness is often ac- 
cepted as such a contrary indication,) If 
the patient is considered incompetent, the 
report should contain specific reference to 


the grounds on which the psychiatrist has 
based his opinion. Finally, if the psychi- 
atrist is in doubt he should specifically 
request a hearing on competency, if such 
is not already provided for by statute, 
even in the presence of moderately severe 
mental illness, so that he does not become 
saddled with the usurpation of the court’s 
duties. This is a subject to which a con- 
siderable amount of publicity has been 
given recently(7, 8, 9). 

It is extremely important to recognize 
that the criteria in this checklist are of- 
fered solely as a guide for the examining 
psychiatrist in his evaluation of competency 
to stand trial, Only through experience in 
returning patients to trial, combined with 
knowledge of the legal procedures as well 
as the court’s expectations, can the psychi- 
atrist arrive at a valid opinion. 


CASE ILLUSTRATIONS 


Case 1. A. K., a 46-year-old widowed male, 
was first admitted in 1957 following the mur- 
der of his wife. He gave a past history of 
having been shy and withdrawn, and had been 
in a mental hospital a year earlier for acute 
nervousness and many poorly systematized 
delusions. He was given EST, and while he 
showed some improvement, he began to feel 
that the medicine he was taking was poison. 
After his return home he gradually developed 
the increasingly fixed delusion that his wife 
was slowly poisoning him, both in his medi- 
cine and in his food. He developed many 
somatic complaints. He tried eating away from 

e house for several days and felt better but 
gave this up at his wife’s insistence. A few 
nights later, he got up in the middle of the 
night and fired one bullet into his wife’s head. 
He then called the police. 

When first admitted he was hallucinating, 
although shortly thereafter this disappeared. 
While somewhat withdrawn, he was rational, 
quiet and controlled. A report of his mental 
illness was sent to the court, which then, after 
a hearing, made an indefinite commitment 
“till he shall be restored to sanity...” 

Re-evaluated in the fall of 1964, he showed 
that while he still retained his belief that his 
wife had been poisoning him, he was aware 
that he had to undergo trial and was fully 
aware of what faced him. He also seemed able 
to advise counsel, and a conference with his 
attorney confirmed this, 

He was tried in March 1965, with a plea 
of not guilty by reason of insanity being suc- 
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cessfully defended, and was recommitted to 
our hospital. In the past two months he has 
participated more in hospital activities and 
generally appears to be showing improvement. 


Case 2. D. W., a 24-year-old male, was admit- 
ted for the third time in July 1964, He had 
previously been diagnosed as a paranoid 
schizophrenic. Charged with assault with in- 
tent to rape and rob, he was clearly con- 
vinced that both the judge and the district 
attorney were plotting to have him sentenced 
for life. He had fired three lawyers for ques- 
tioning his judgment in filing his own petitions 
for a change of venue as well as other motions 
and writs. He has had two additional lawyers 
see him since he was indefinitely committed, 
and both have refused the case because of his 
intense paranoid distrust of them as well as 
his continuing delusions concerning the court. 
He is considered incompetent to stand trial. 


Case 3. C. A., a 67-year-old single male, was 
sent to the hospital for pre-trial evaluation 
following his indictment on a charge of mur- 
der of a young boy. The patient, who had been 
a merchant mariner until his retirement three 
years previously, lived alone and tended to 
defend his property vigorously against any 
trespassers. When neighborhood boys cut 
across his property, he complained to the 
police. Gaining no satisfaction, he tried to 
chase them off himself, which resulted only in 
rocks being thrown at his house. He then wrote 
the CIA and the FBI, Hearing nothing, he 
kept his rifle loaded in case he was again 
“attacked.” When a boy cut across his property 
a few days later, Mr. A. shot and killed him 
and then called the police. 

During his period of observation, the pa- 
tient was found to have moderately advanced 
arteriosclerotic brain disease with a paranoid 
psychotic reaction. He was, however, con- 
sidered competent to stand trial, although the 
court was advised to request another evaluation 
of his competency if the trial were delayed 
more than a few months. Several months later 
the patient was sent to the hospital again and 
showed considerable deterioration. He was 
disoriented, showed extensive memory loss 
and could no longer be considered competent. 
His indefinite commitment was recommended. 


SUMMARY i 

Competency to stand trial is an extreme- 
ly complex issue, and practice has required 
that the psychiatrist play a major role in 


its determination. Several points shou 
be emphasized : 

1, Because the law has provided 
vague criteria, incompetency to stand tr 
has tended to be equated with mental 
illness by both psychiatrists and membe: 
of the legal profession. i 

2. Many patients are presently hospital- 
ized prior to trial although examination — 
using the above criteria as guidelines 
would reveal them able to face their 
charges. 

8. The presence of mental illness does 
not preclude competency to stand trial. 
The defendant may show signs of mental 
illness and, indeed, even show delusional — 
ideation, as long as it does not interfere | 
with his comprehension of the courtroom ~ 
proceedings and his ability to advise — 
counsel. 

4, The issue of competency to stand ` 
trial is entirely separate from the problem — 
of criminal responsibility and involves 
different legal tests, ; 

5. The psychiatrist does not make the ~ 
decision as to the competency of an indi- 
vidual. His role is solely that of an advisor 
to the court. The criteria listed in this | 
paper are offered as a guide for the ex- ~ 
amining psychiatrist, As with criminal 
responsibility, competency to stand trial is 
a subject for decision by the court on the 
basis of testimony it receives. 
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DISCUSSION 


Joun A. Orpway, M.D. (Cincinnati, Ohio). 
‘—We are indebted to Dr. Robey for organ- 
izing and compiling in clear and usable form 
the criteria for competency to stand trial. 
By way of a supplement to this excellent pre- 
‘sentation it might be useful to discuss, firstly, 
‘several somewhat hidden and chronically 
troublesome aspects of this interdisciplinary re- 
- lationship and secondly, whether the concept of 
competency to stand trial plays a very im- 
portant role in courts lower than those served 
by Dr. Robey’s hospital for the criminally 
_ insane. 
- Firstly, as Dr. Robey has said, the court, 
that is, the judge, makes the final decision 
about the patient’s competency. We do not. 
We provide clinical observations. These ob- 
servations are most useful if they are expressed 
_in language that the judge can easily under- 
stand and translate into legal words and con- 
cepts. This point about clarity of expression 
seems almost insulting to bring up. But year in 
and year out it has been a forlorn and common 
judicial complaint at the superior court level 
that they can’t understand “those reports from 
the hospital.” Or “Having Dr. X see the de- 
fendant was a waste of time because I can’t 
understand what he’s talking about.” Or—and 
this is a perennial—“all the hospital does is to 
tell us whether he’s crazy or not.” The court 
is thus left on its own as it tries to match its 
own criteria for competency with the patient’s 
. capabilities. And, of course, the psychiatric 
examination is wasted too. Such an examina- 
tion is only as useful as its written report. 

But turnabout is fair play, and we ask the 
same clear specificity of our wise friends on 
the bench, First on our teaching checklist for 
_ clinicians new to the court might be to find 
_ out precisely what the court wants to know. 
Get the judge to state clearly what he wants. 
we are asked to examine a patient’s “com- 
" -petency to stand trial,” hopefully we remem- 

ber each time, until the judge understands us 
thoroughly and we the judge, to ask what the 
phrase means to him. Each jurist is an in- 
"dividual, and one interpretation’ from Judge Z 
in the morning may be no good with Judge 
Q in the afternoon. 
The seven municipal judges and various 


se 
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county judges in Cincinnati would probably 
give quite variable weights to any checklist 
of criteria and they would have to explain to 
us which criteria serve them best. Each com- 
munication from them is highly personal and 
individual. But, interestingly, our profession of 
all professions sometimes regards such a com- 
munication as coming from some kind of un- 
wavering, impersonal embodiment of substan- 
tive law. Each request for information is 
influenced by the judge’s ideals, experience, 
current health and (in some areas) current 
political status. He furthermore performs his 
duties constantly before news-hungry repre- 
sentatives of mass media in a complex, de- 
manding job where all sorts of political and 
social pressures are exerted daily. He needs 
then to be understood and helped by our in- 
sistence on knowing just what he wants so that 
he is not hindered by getting stereotyped 
answers to questions he feels he never asked in 
the first place. 

But, really now, how often does a lower 
court judge, or should I say a judge in the 
lowest court, ask for an assessment of a de- 
fendant’s competency to stand trial ? If we re- 
turn to our new clinician’s checklist, we might 
find on it: a) find out what the judge wants ; 
b) focus on it; c) examine it; d) report the 
results of the examination in English and 
e) worry. 

“Why worry ?” you ask. Worry because the 
new clinician may never be able to use the 
checklist at all for several legal niceties, 
including determination of competency to 
stand trial. Let’s look at part of a municipal 
court. How often is it physically, humanly 
possible for police court judges to raise this 
issue ? These remarkable men often must com- 
plete a docket of 80 cases in less than two 
hours in at least one jurisdiction. That’s more 
than 40 cases an hour. Does the judge have 
time to seek out and weigh carefully all the 
Pertinent facts about the human being in front 
of him? Or deliberate issues like competency 
to stand trial? In a couple of minutes? Is this 
possible even for a veteran judge who thinks 
with fantastic speed ? 

This observer, who has tried to apply the 
teachings of his learned elders to such a court- 


room, has reluctantly con 

ters as competency to stand trial can be an 
issue in the crowded lower courts only most 
infrequently. Competency to stand “up” or on 
one’s feet is considered, perhaps, but not the 
nicer legal concept. 

“Well,” you say, “these lower courts arent 
so important. They don’t write law. They're 
not much in the scheme of things.” Maybe and 
maybe not. In one year in Cincinnati there 
were 15 to 20 municipal court cases of all kinds 
for every civil or criminal case in the next 
higher court. Each year there are six mis- 
demeanor cases for every felony (excluding, 
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vas it is polite to do, all traffic offenses). These’ 
are serious cases for the people involved. 


Municipal and other similar courts have 
heavy daily impact on thousands of peop 
But it is unclear in these courts in our jurisdi 
tion, in several New Hampshire municipal 2 
ties and, I understand from Dr. Robey, in 
Massachusetts, that competency to stand trial 
is an important living issue. Perhaps its im- 
portance lies in the future when we the people 
provide our courts with enough judges so that 
they have the time truly and consistently to 
deliberate such gravely important concepts and — 
put them to work for the defendant-patient. 


A. LOUIS McGARRY, M.D. 


The indictment of modern psychiatry 
contained in Szasz’ book, Law, Liberty 
and Psychiatry(13) provoked an extensive 
and able discussion in the December 1964 
issue of the American Journal of Psychi- 
atry. One of the major areas under dis- 
cussion concerned the criminal commitment 
to state hospitals of defendants who are 
alleged to be incompetent for trial. A 
responsible answer to Dr. Szasz’ allegations 
must include hard facts and where defects 
of major or minor proportions do exist, 
corrective measures. The data reported in 
this paper are, therefore, timely and it is 
hoped will prove useful for the purposes 
cited. 

In 1964, a total of 1437 men, women 
and children under complaint or indict- 
ment before the criminal courts of Massa- 
chusetts were committed to the 13 mental 
hospitals of the state for pre-trial observa- 
tion of their mental status. (The authority 
for their commitment is provided under 
Sections 100 and 105 of Mass. G.L. 
Chapter 123.) The number so committed 
continues an increasing trend by the courts 
to use the state hospitals for this purpose. 
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Thus, for the 12 hospitals administered 
by the Massachusetts Department of Men- 
tal Health, the 1217 committed in 1964 
represent a 66 percent increase over those 
committed in 1956 (see Table 1). A similar 
increase has been noted at the state 
hospital of the Massachusetts Correctional 
Institution, Bridgewater, under the Depart- 
ment of Correction (see Table 1). Bridge- 
water, in general, is used for those who 
are felt to require greater security. 


TABLE 1 
Pre-Trial Observations in 12 Massachusetts State 
Hospitals and Bridgewater M.C.I. 
1956-1964 * 


ADMISSIONS TO BRIDGEWATER 
MCI VIA SECT. 100 


OBSERVATION 

SECT. 100 OBSERVATION BY YEAR 
1956 733 Not available : 
1957 812 137 ; 
1958 848 138 
1959 890 127 
1960 844 129 
1961 901 162 
1962 953 209 
1963 1058 220 
1964 1217 264 


* According to the Annual Statistics of The Depal 
Mental Health, Commonwealth of Massachusetts. 


Table 2 reflects the numbers of de 
ants subsequently indefinitely commi! 
in a pre-trial criminal status in Massach 
setts during the years 1956-1964. They are 
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‘TABLE 2 EA 
Indefinite Pre-Trial Criminal Commitments to Massachusetts State Hospitals * 


TWELVE STATE HOSPITALS OF 
THE DEPARTMENT OF MENTAL 
HEALTH 


THE STATE HOSPITAL AT THE 
MASSACHUSETTS CORRECTIONAL 
INSTITUTION, BRIDGEWATER 


(FISCAL YEARS) (CALENDAR YEARS) TOTALS 

-1956 83 10 93 
1957 116 12 128 
1958 181 2 4 ? 
1959 172 22 194 
1960 172 31 203 
-1961 202 48 250 
1962 197 47 244 
1963 247 56 303 
1964 224 50 274 


= = According to statistics of the Massachusetts Department of Mental Health. 


very small percentage of those arraigned.’ 

The opinions needed by the courts in 
` pre-trial observations are at least three in 
~ number. First, is the defendant competent 
to stand trial, i.e., is he able to understand 
| his predicament, contribute effectively to 
his defense and undergo trial; second, was 
he criminally responsible for the alleged 
act, i.e., under the M’Naghten or Irresistible 
Impulse Test applicable in Massachusetts; 
and third, is he committable, i.e., does he 
require further involuntary hospitalization ? 
In order to investigate the criteria and 
practices prevailing in answering the needs 
of the courts, the experience of one 
Massachusetts state hospital (Boston State 
Hospital) was reviewed retrospectively by 
examining the records of the 107 pre-trial 
observations conducted at that hospital 
during the fiscal year 1960 (July 1, 1959 to 
- June 30, 1960), The review concerned itself 
with the issues cited above, i.e., com- 
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1The numbers are yery few in proportion to 
the defendants appearing before the courts. Thus, 
in 1961, the last year for which published sta- 
tistics are available(8), there were 312,429 crim- 
inal tions in Massachusetts and 231,738 
convictions. The 250 indefinite pre-trial commit- 
ments would be 0.07 percent and 0.1 percent 
_ respectively. For the superior courts, at the most 
the percentages would be 1.0 percent and 2.0 
percent respectively. (About half of the indefinite 
pre-trial commitments come from superior courts 
and half from the lower courts.) In addition, the 
courts indefinitely commit about as many on a 
noncriminal basis, ie. a civil commitment with 
charges dismissed or nol prossed where the initial 
observational commitment was pre-trial (see Table 
4). 
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petence, criminal responsibility and com- 


mittability, and also with the further consid- 
erations of due process of law and the 
therapeutic (or antitherapeutic) implica- 
tions of the practices found in this investi- 
gation. The main focus in the discussion 
will be on competency for trial. 

A separate paper on the Boston State 
group which has been published elsewhere 
(10), and which concerned itself with other 
considerations, indicates that despite wide 
latitude under Massachusetts law for what 
would constitute legal grounds for involun- 
tary commitment, only psychotics were in- 
definitely committed, and only where quite 
necessary. There were indications that the 
courts, operating without psychiatric con- 
sultation, had sent defendants for observa- 
tion in a much less discriminating fashion. 
Where psychiatrists were advising the court, 
it was indicated that many unnecessary ob- 
servational commitments had been avoided. 
In short, the evidence was clear that psy- 
chiatrists had resisted commitments except 
where unavoidable. 


ANALYSIS OF THE PSYCHIATRISTS’ FINDINGS 


At the completion of the period of 
observation, usually 35 days, reports are 
sent to the committing court. The language 
of the reports was uniformly that of the 
M’Naghten Test, i.e., “The patient is (or is 
not) now and was (or was not) mentally 
ill at the time of the alleged crime. He is 
(or is not) capable of distinguishing 
between right and wrong and does (or 
does not) understand the nature and 
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quality of his act.” No mention was made 
of the Irresistible Impulse Test for criminal 
responsibility which has been the law in 
Massachusetts since 1844, either in the 
reports or in the records reviewed. In ad- 
dition to the M’Naghten language, a diag- 
nosis was recorded and a brief description 
of the overt behavior during the hospitali- 
zation was provided. When patients were 
found to be psychotic, a recommendation 
to the court was added that they required 
“further hospitalization and treatment.” 

It was observed that in the 106 letters 
to the courts (one patient escaped from 
the hospital undiagnosed), a uniform set 
of findings was presented to the court 
depending on the diagnosis. Where the 
diagnosis was that of a psychosis (31 of 
the 106 were found to be psychotic, as 
noted in Table 3), the patient was declared 


TABLE 3 
Diagnostic Distribution of 31 Psychotics 
Boston State Hospital, 1960 


Functional Psychoses 
Schizophrenia 

Undifferentiated 

Simple 

Paranoid 
Paranoid state 
Manic depressive 
Schizo-affective 
Psychotic depressive 
Involutional psychotic 


Totals 


Organic Psychoses 
Associated with alcohol 
Undetermined (including 
mental deficiency) 
Totals 
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to be in need of hospitalization, not crimi- 
nally responsible for his alleged act and 
inferentially incompetent to stand trial. 
The word “inferentially” is used since the 
letter to the court did not specifically 
answer the question of competence to stand 
trial, leaving the inference that a psychotic 
patient is automatically regarded as not 
competent. Uniformly in the 76 patients 
with nonpsychotic diagnoses, the converse 
Was true in each particular. 
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THE COURTS’ USE OF THE 
PSYCHIATRISTS’ FINDINGS 


Twenty-seven of the 31 psychotics | 
Boston State were committed indefinite 
In two cases, the court required that 
individuals return to court. Both wer 
given probation and had no further offen- 
ses as of January 1965. In two cases, the 
individuals escaped from the hospital, In- 
27 of the 29 possibilities, then, the judge 
accepted the medical judgment of the 
psychiatrists that further hospitalization 
was required. In 15 of the 27 committed, 
however, the statute used by the judge(6) 
left the charges outstanding and rendered 
the individual still answerable for 
alleged offense, when and if he is regarded 
as competent to stand trial in an indeter- 
minate future, In 12 cases, patients were 
committed under statutes relinquishing 
future criminal proceedings on the current 
offense, that is, by civil commitment wit 
the charges nol prossed, filed or dismisse 
No clear correlation exists between thi 
seriousness of the offense and the answer- 
ability reflected in the commitment statute 
used (see Table 4). q 


DISCUSSION 


The observations cited above support the 
hypothesis that one judgment is made, a 
medical judgment with regard to diagnosis 
The legal questions of criminal responsi- 
bility and competence for trial presumably 
are subsumed, in the eyes of the psychia- 
trist, under the medical diagnosis and 
follow uniformly under the psychosis- 
nonpsychosis criterion. It is not at all clea 
that the psychiatrists involved were aware 
of the distinction between the two q 
separate issues of criminal responsibili 
and competence to stand trial. The absen 
of a specific reference to the separate 
tion of the patients’ competence to 
trial suggests the absence of an awa 
that this is an issue of vital impo 
to the courts and the individual. í 

In Massachusetts, notice of criminal 
mitment and the right to a hea 
contest the commitment are not 
and hearings rarely, if ever, occur a 
district court level, although at the s 
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TABLE. 4 © 4, tu 
Alleged Offenses of 31 Psychotics and Disposition by the Courts 
Boston State Hospital, 1960 
PRE-TRIAL 
CIVIL CRIMINAL OTHER 
ALLEGED OFFENSE MALES FEMALES COMMITMENT COMMITMENT DISPOSITION 
Drunkenness 7 3 7 3 2 escaped 
Larceny 3 0 0 1 
Assault and battery nett 1 0 2 
Vagrancy 3 0 1 2 
= Assault by means of dangerous 
"i weapon 1 2 1 1 1 returned to court 
Libel 0 1 0 1 
-~ Leaving scene after personal injury 0 1 0 1 
Breaking glass 1 0 0 0 1 returned to court 
Disturbance of school assembly 1 0 1 0 
Violation of school law 0 1 0 1 
Receiving contributions without a 
license { 1 0 1 0 
Stubborn child 0 1 0 1 
Neglect of a minor child 0 1 0 1 
-Arson 1 0 1 0 
Disturbing the peace 0 1 0 1 
Totals B 12 T2 15 4 


court level in recent years they have been 
common. The absence of notice may well 
be a violation of due process of law(9). 
It would appear that the court usually 
accepts without question the medical 
judgment of the psychiatrist regarding the 
need for hospitalization and in effect, the 
incompetence of the individual to stand 
trial. 
The situation obtaining for the 15 in- 
definitely committed pre-trial patients 
when and if they recover from the acute 
"stage of their illness is worthy of further 
~ comment. In the first place, an additional 
onus is placed on the psychiatrist to set 
‘in motion the proceedings for trial and 
dismissal. In the more serious offenses, 
the psychiatrist may be called to court 
"to testify. One can argue that ideally this 
should be no bar to action where an 
individual's freedom is involved, but in 
the balancing of the decision for discharge, 
to a greater or lesser degree, this considera- 
tion will weigh against return to trial, 
particularly in an overcrowded, under- 
staffed hospital. 
Second, the improved patient who is 
criminally committed, unlike his peers, 
looks forward not to freedom but to the 
’ anxiety-provoking prospect of an appear- 
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ance in court and, if guilty, sentencing. 
For some, the security and passivity of 
the state hospital may be preferable. 

Third, as time elapses, be it months or 
years from the alleged offense, the like- 
lihood of an accurate and just finding on 
the difficult question of criminal responsi- 
bility decreases progressively as does the 
primary question of whether or not the 
individual actually committed the offense. 

Fourth, the patient’s “criminal” status in 
the hospital community adds a factor 
which is not easily defined but which is 
likely to be adverse. One antitherapeutic 
aspect of their status which can be defined 
is their virtual incarceration, in that home 
visit and off-grounds privileges are usually 
denied to them in Massachusetts. 

Finally, if there has been any question 
of dangerousness in the patient, his right 
to a trial on the merits tends to be obscured 
out of concern for the protection of society. 

The net effect, then, of an indefinite 
pre-trial criminal commitment weighs in 
the direction of obstructing rehabilitation 
and the return of the individual to society. 
The contention that the court has an obli- 
gation to protect society from the danger- 
ous psychotic is, of course, valid. But this 
does not absolve the court from its obli- 
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gation to provide an opportunity for the 
individual. to defend himself if he is 
competent to do so. He may not have 
committed the offense. In Massachusetts, 
a pre-trial commitment can take place on 
complaint alone. In addition, and even 
where there is a history which is suggestive 
of danger to the community, it is difficult 
to justify the indefinite pre-trial criminal 
commitment of those accused of misde- 
meanors such as vagrancy, violation of a 
school law, drunkenness or stubborn child 
(see Table 4). 

Such a practice may arise out of judicial 
concern that civil commitment does not 
adequately safeguard society, i.e., that 
psychiatrists are not as concerned for the 
public welfare as they are for the individu- 
als freedom and the decrease of the 
hospital’s census, If this is the case, in- 
definite criminal pre-trial commitment im- 
poses a heavy sanction on the patient to 
satisfy the court’s distrust of psychiatrists, 
particularly where the alleged offense is a 
misdemeanor. 

With regard to the question of the 
competency of these patients to stand trial, 
clear and useful legal definitions exist. 
Thus, unlike criminal responsibility, the 
standards for which vary among jurisdic- 
tions, competence to stand trial in the 
common law and for virtually all English- 
speaking jurisdictions is relatively uniform. 
An accused is competent for trial if, with 
reference to the trial situation per se, he 
can understand the nature and object of 
the proceedings against him, understand 
his position with reference to such pro- 
ceedings and adequately assist in his 
defense. Recent restatements of the test 
which exclude psychosis alone as a bar 
to trial are as follows: “The test is not 
whether he is of unsound mind or mentally 
ill but whether he is rendered incompetent 
to make a rational defense thereby”(5), 
and further, an accused is eligible for 
trial if he “is capable of understanding 
the nature and object of the proceedings 
going on against him; if he rightly com- 
prehends his own condition with reference 
to such proceedings and can conduct his 
defense in a rational manner . . . although 
on some other subject his mind may be 
deranged or unsound”(12). 
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From the point of view of the psychi- 2 
atrist, the legal question of competence to $ 
stand trial is essentially a question of knowl- 
edge, a cognitive test. The diagnosis of a 
psychosis is irrelevant except insofar as it — 
renders the patient incapable of participat- _ 
ing in his trial in a sufficiently self- 
protective fashion or insofar as it invades 
his ability to understand the reality of — 
the trial situation per se exclusive of other 
areas of disturbed reality testing. 

To be more specific, a patient who acted | 
on a delusion that a neighbor was trying to 
poison him by shooting the neighbor is 
not required, under the competency test, 
to have given up his delusion. Apart from 
the basic requirement of sufficient intel- — 
ligence, an individual is competent to stand 
trial if the following questions can be 
answered substantially in the affirmative. 
Does he know what he is accused of? 
Can he give an understandable account — 
of his movements and acts and those of 
others involved? Does he appreciate the 
fact that the alleged act is viewed by the 
court as a criminal act, whatever his own 
view may be? Does he appreciate the — 
possibility of punishment for his alleged — 
act and in some realistic measure its 
potential extent and character? Can he 
cooperate with and assist counsel within — 
reasonable limits, as for example in chal- 
lenging prosecution witnesses realistically? 
In short, does he have a reasonably ac- 
curate appreciation of what is going on in — 
the court situation per se and is he able | 
to participate in a reasonably self- — 
protective fashion on the basis of this 
appreciation? 3 

Actually, courts have required less than — 
some of the above when put to the test. Am- j 
nesia for the alleged offense, for example, in ' 
and of itself, has uniformly not been a — 
bar to trial although it is, of course, rel- 
evant as one sign of mental illness and 
may support a finding of incompetence(1). — 

Although it may seem obvious, the — 
psychiatrist who is asked to function as 
examiner and diagnostician in competency 
determinations should not forget his thera- 
peutic responsibilities. The patient who 
does not appear to measure up to criteria 
for competency can be helped to test the 
reality of his situation, to assist counsel 
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and plan effectively for his defense. It is 
usually in his best interest to stand trial. 

Difficulties, of course, remain in ren- 
dering an opinion with regard to 

_ competence for trial. It will be noted by 
' psychiatrists that the test is devoid of 
reference to affect. Is a man competent if 
he is so incapacitated with anxiety or so 
depressed that despite relatively intact per- 
ceptions he is unable to act effectively in 
his own behalf ? What degree of blunted or 
inappropriate affect in a schizophrenic 
renders him unfit for trial? What of the 
man who is so bent on self-destruction 
that he is unwilling to contribute to his 
defense ? 

-The law is not completely consistent in 

4 these matters. In 1961, the supreme judicial 

< court of Massachusetts reviewed a murder 

trial in which evidence was given that the 

_ defendant had sustained (in effect) a pre- 

" frontal lobotomy when he shot himself 
-after he had shot his wife(3). The court 
_ addressed itself to the issue of competence 
for trial in such a situation by stating: 
_ “A possible conclusion may be that the 
brain injury had blunted the defendant’s 
emotional awareness of the peril of his 
position ; that he knew he might be found 
guilty and did not care. A person in such 
a state may not have the usual stimuli to 
fight for acquittal. But it does not follow 
_ that his life has lost all meaning; or that 
~ in relation to him punishment for a crime 
_ has lost all significance.” The court appears 
to be saying that even if the patient was 
so emotionally blunted that he was in- 
different to the “peril of his position” (there 
was evidence presented that this was not 
in fact the case with Harrison), he would 
still be competent for trial. 

__ A contrasting federal position was taken 
in 1906 in a leading case(14) which held 
that: “At common law a defendant who is 
incapable of properly appreciating his peril 
and is incapable of making a rational 
defense may not be tried, sentenced or 
punished.” In Dusky v. U.S.(4) in 1960, 
the U.S. Supreme Court in a brief decision 
indicated that something beyond pure 
cognition was required when it stated in 
part that “. . . A rational as well as 
factual understanding of the proceedings 
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. . 7 was required. There appears thus 


to be at least mild inconsistency in criteria 
for competency for trial ; one school holding 
to the cognitive and the other using such 
phrases as “properly appreciate his peril” 
which imply the requirement of appropri- 
ate affect as well. 

Where the test is that of knowledge or 
apperception, as it generally seems to be, 
it is analogous to the familiar “knowledge 
of right or wrong” oversimplification of 
the M’Naghten Test for criminal respon- 
sibility. In addition there seems to be little 
regard for the individuals motivation or 
ability to act affirmatively in his own de- 
fense(2). This in turn is analogous to the 
problem of the capacity of the individual 
not to act in the question of irresistible 
impulse. 

Raising such questions opens Pandora’s 
box with regard to such issues as the 


force of affect, degree of volition and un- i 


conscious determinism in the examination 
and prediction of human behavior which 
are so difficult to resolve, One is reluc- 
tantly led to conclude that it is probably 
unwise to broaden the test by affective 
considerations since injustice is more likely 
to occur when the individual has his free- 
dom taken from him by criminal commit- 
ment without trial than when he has his 
“day in court” with the assistance of legal 
counsel. 

The test presupposes that interposed 
between the defective ego of the defendant 
and the court is legal counsel who can 
usually evoke and crystallize from a 
“rational” individual what there is in the 
way of a defense. But the assistance of 
counsel was quite rare in the Boston State 
cases, most of which involved minor crim- 
inal charges. The effect of a determination 
that they were incompetent to stand trial, 
however, was a major catastrophe in their 
lives, i.e., ‘an indefinite commitment as 
“criminally insane.” Does the presence or 
absence, then, of legal counsel imply a 
double standard for competence? Surely 
legal counsel should be required in such 
a situation even where the charges are 
minor. 

Tt was felt to be likely by Massachusetts 
standards that a significant number of com- 
mitted psychotics, particularly certain 
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paranoids and residual schizophrenics, for 
example, were competent to stand trial 
whether or not they required further hos- 
pitalization. This prompted a study by 
the author and other colleagues from the 
Law-Medicine Institute of Boston Univer- 
sity of the indefinitely committed pre-trial 
patients at the Bridgewater State Hospital. 
This study will be reported when com- 
pleted, but for present purposes certain 
preliminary findings are pertinent. At this 
writing, 193 men have been examined since 
the fall of 1963. On the basis of one 
screening examination, 68 (35 percent) 
were evaluated as competent for trial. 
Forty-two of the 68 have since been re- 
turned to trial. Others, however, on more 
careful examination and with the threat 
of an actual return to trial, regressed to a 
point where they were no longer considered 
competent for trial. 

The lesson here, perhaps, is that present 
competence does not insure future compe- 
tence and involves the prediction of future 
stability in a stressful situation. It is likely, 
in short, that the final percentage of those 
who successfully stand trial will be less 
than the original estimate, and caution 
about such estimates is indicated. It is 
noteworthy, nonetheless, that during 1964, 
with greater sophistication in the evalua- 
tion of competence for trial, Bridgewater 
has decreased its current rate of indefinite 
pre-trial commitments, despite a significant 
rise in the number of observations (see 
Tables 1 and 2). 


SUMMARY 


Although large numbers of criminal de- 
fendants are being sent to Massachusetts 
hospitals for pre-trial observation by the 
courts, few are indefinitely committed in a 
criminal status. This paper has reported 
procedures and data from one: Massachu- 
setts state hospital and preliminary findings 
from a second which indicate that the 
issue of competence for trial has not been 
well understood by psychiatrists and has 
been confused with committability and 
criminal responsibility. This is in agree- 
ment with studies in the state of Michigan 
(7) and in the federal system(11). 

An attempt has been made to define 
competency for trial although it is acknowl- 


edged that further research in the area 
is needed. The findings do not establish 


that unnecessary indefinite pre-trial com 
mitments are taking place in these 
hospitals. They do indicate that these 
commitments tend to be prolonged, that 


a significant percentage of the criminally 


committed could stand trial and that this 
is in their best interest. 4 


CONCLUSIONS ‘ 
1. Psychiatrists appear to view psychotics 
as uniformly incompetent to stand trial 
and criminally irresponsible, reflecting - 
an exclusively medical frame of reference, 
2. The courts usually accept the psychi- 
atrist’s judgment with regard to the need 
for hospitalization and, in effect, the 
patient’s incompetence to stand trial on a 
criminal complaint. Ry 
3. Indefinite pre-trial commitments prob- 
ably are detrimental to rehabilitation and 
discharge from the state hospital. Such — 
commitments arising out of misdemeanors 
are probably unjustified, = 
4. Due process of law may be compro- 
mised where the meaning and importance 
of competence to stand trial is not under- 
stood by the examining psychiatrist, in that — 
the constitutional right to a speedy trial 
may be denied to a competent defendant. 
5. In Massachusetts, due process of la: 
is probably additionally compromised 
pre-trial commitments in that notice of 


the right to contest commitment at a hear- 
4 
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ing is not provided. ý 

Delay in bringing an accused to trial 
can be justified only on the grounds that 
the individual is incompetent to stand trial 
whether or not he is committable 
ultimately adjudged criminally responsibl 
The findings indicate that this issue is not 
clearly understood or applied in this 
sample. The failure of communication 
between court and psychiatrists obse 
the constitutional right of the accused 
speedy trial. It is an invitation to displac 
ment of responsibility by both partie: 
the detriment of the mentally ill offender 
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DISCUSSION 


Henry A. Davinson, M.D. (Cedar Grove, 
N. J.).—There are always prosecutors and police 
officials who are afraid that if you give the psy- 
chiatrist more leeway in criminal proceedings, 
a great many defendants will be allowed to 
get away with murder. The experience of the 
District of Columbia with the Durham Rule 
gives some basis for this reaction. Sheldon 
Glueck tells us that before the rule was pro- 
mulgated, fewer than one percent of criminal 
trials there resulted in a “not-guilty-by-reason- 
of-insanity” verdict; within eight years after 
the Durham Rule was announced, this ratio 
had skyrocketed to 14 percent(1). However, 
this is an unfair example. Every state in the 
union has been asked by some defense counsel 
to adopt the Durham Rule; and, except in 
Maine, not a single jurisdiction in the nation 
has done so. The anxiety, therefore, seems 
unfounded. 

Actually, several Massachusetts studies, in- 
cluding this one, have shown what a small 
proportion of defendants have been found 
unfit to stand trial or have been declared ir- 
responsible under existing formulas. Dr. Mc- 
Garry tells us, for instance, that only 1400 out 
of 350,000 prosecutions even resulted in a 
defendant’s being sent to a hospital for obser- 
vation—and this is about one half of one 
percent. So, even if every one were found psy- 
chotic, the ratio would be microscopic—one- 
half of one percent compared, for instance, 
with the District of Columbia’s 14 percent. 
And since only three percent of the remanded 
defendants were actually found psychotic, the 
police and prosecutors may forget their anxi- 
eties. In Massachusetts, at least, the psychi- 
atrists are obviously not turning an army of 
psychopaths out on the city streets. 

One aspect of Dr. McGarry’s report, however, 
puzzles me. “When patients were found to be 
psychotic,” he says, “the court was told that 


they required further hospitalization. ... When 
the diagnosis was psychosis, the patient was 
declared not responsible for his acts.” I am 
bothered by this legally naive and medically 
oversimplified equation of psychosis with ir- 
responsibility. 

There was a time in medical history when a 
psychotic patient was automatically held to be 
irresponsible, and it would be a pity to revert 
to that era. Should every psychotic person be 
deprived of custody of his children, the right 
to vote or to drive, the right to make a will? 
Even if we had universally agreed-on criteria 
for psychosis, we wouldn’t want that. The idea 
that a psychotic person is automatically not 
responsible for his act goes even further than 
the Durham Rule. 

To make it still more bothersome, we are 
told that in Massachusetts in over 92 percent 
of cases, the courts accepted the psychiatrist’s 
judgment. In effect then, the psychiatrist was 
usurping the judicial function. In capital cases, 
indeed, he was determining who should live 
and who should die, a role to which most of us 
are ill-suited. I know that Dr. McGarry does 
not mean any such thing; but that is the net 
effect of the naive equation which says that if 
a diagnosis of psychosis is recorded, the pa- 
tient is not responsible. 

The other half of the problem is ability to 
stand trial. Dr. McGarry here gives us one of 
the most concrete formulations I have seen. 
He offers five criteria: 1) does he know what 
he is accused of? 2) can he account for his 
movements? 3) does he know that the court 
views the act as a crime, no matter what his 
own view may be? 4) does he, in some 
realistic measure, know the kind of trouble he 
can get into if found guilty? and 5) can he 
cooperate with and assist counsel within rea- 
sonable limits ? 


The last criterion is the one most commonly 
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used by the courts themselves and it opens the 
door to some interesting possibilities. One ex- 
ample that Dr. McGarry gives is the de- 
fendant’s ability to challenge prosecution wit- 
nesses. It seems to me that this calls for a high 
degree of alertness, sophistication, speedy 


. thinking and general intelligence which most 


people lack—or we'd all be good trial lawyers. 
And if the lack of this ability to cooperate fully 
with counsel were accepted as a bar to trial, 
any defendant could avoid trial by simply say- 
ing over and over again that he didn’t remem- 
ber anything and, therefore, couldn’t help the 
defense counsel at all. As a practical matter, 
this test puts a premium on ignorance. 

I agree with Dr. McGarry that it is uncon- 
scionable to keep a person in a hospital for- 
ever awaiting trial, when either the offense is 
trivial or, for all we know, the patient was 
completely innocent and could never prove it 
until he is tried. I am interested in recent 
pressure to extend the right of indigent de- 
fendants to have lawyers. In most states, he 
gets assigned counsel only in capital cases, so 
that the poor man charged with a serious but 
noncapital offense gets no one to plead his 
cause—except in some jurisdictions, a very 
junior member of the bar, who reluctantly 
accepts this as an unpleasant and unpaid as- 
signment. It comes close to being one law for 
the rich and another for the poor. 


It is precisely in these cases—cases of in- 
definite pre-trial hospitalization—that a fellow 
needs a friend—that the defendant needs some- _ 
one aggressive enough to see he is not kept — 
indefinitely in a hospital under the circum- — 
stances Dr. McGarry has outlined. And without — 
interested and active counsel, he doesn’t have 
that spokesman. Recently, the question has 
been raised as to whether a defendant in a 
serious case is not entitled to counsel of his — 
own choosing. Most states feel that their re- 
sponsibility ends (even in a murder case) 
when they assign a lawyer and pay his fee. 
A $1000 or $1500 fee is the usual one, and 
one wonders what happens when a judge 
assigns a lawyer, for this fee, but gets an 
attorney who really believes the defendant is 
guilty. The defendant wants a lawyer who 
believes he is telling the truth, but in most 
jurisdictions, he is told that if the county or 
state pays the lawyer, the defendant can’t have 
free choice. 

There are, every year, dozens of papers 
written on criminal responsibility and after a 
while they all begin to sound alike. Here, for 
a change, is a fresh approach to another aspect 
of the problem, 
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LIABILITY OF HOSPITAL AND PSYCHIATRIST IN SUICIDE 
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Suicide is one of the leading causes of 
death in the United States, with estimates 
varying from ninth to 12th(7, 9). It has be- 
come an increasingly larger factor statis- 
tically because, as other causes of death 
come under medical control, the prevalence 
of suicide becomes more noticeable. As a 
sociological problem, one notes that twice 
as many persons commit suicide-each year 
as commit murder(9). In the last ten years, 
based on very minimal suicide rate esti- 
mates, at least 200,000 Americans have 
killed themselves, and, in all likelihood, 
more Americans have died in the last 20 
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years at their own hands than were killed 
in World War II and the Korean War com= 
bined. It may also be that suicides outnum- 
ber those killed in automobile accidents, as 
is clearly the case in England(25). ig 
Thus, the problem of suicide is a promi- — 
nent mental health problem in this country, 
Physicians and hospitals have an obvious — 
concern, as do the law courts, where actions y 
for wrongful death, negligence and malprac- 
tice may emanate from patient suicide. The ~ 
bizarre trends which periodically become 
manifest in our courts should serve to warn’ 
doctor and hospital that some attention 
must be paid to a problem in which onè 
person or group is charged with liability 
for the poorly predictable acts of another, — 
An example of the extremes found in the | 
law courts is the case of Cauverien y. De ¥ 
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Metz(4), in which a diamond broker gave 
some diamonds to a dealer who not only 
refused to return them but denied that he 
had ever received them. This act allegedly 
harmed the decedent’s reputation to such 
an extent that it caused an “uncontrollable 
impulse” to suicide. Another very question- 
able case was Deitz v. Bumstead(8), in 
which damages were allowed where a man 
killed himself 12 years after a back injury, 
the court holding that there was a sufficient 
connection between the back injury and a 
diagnosis of manic-depressive psychosis ten 
years later, followed in two more years by 
suicide. 

These cases are oddities of our legal sys- 
tem ; comment in this paper will be directed 
to the principles and application of present 
law as to the responsibility of the hospital 
and doctor in suicide with a discussion of 
some of the applicable psychiatric factors. 

The basic law as to hospitals is that a 
hospital owes to its patients a specific duty 
of care. If it neglects this duty and, through 

__ the neglect, the patient is enabled to com- 
_ mit suicide, the hospital may be liable for 
__ its negligence under wrongful death stat- 
__ utes. To determine if there is negligence, it 
_ is necessary to establish the degree of care 
required, This is usually expressed in this 
_ manner: A hospital must exercise such rea- 
_ sonable care and attention for the safety of 

its patients as their mental and physical 
condition, if it was or should be known, may 
_ require. Obviously pertinent is the judg- 
ment as to what is good hospital practice 
in handling certain types of situations. 

A sampling of legal cases reveals much 
contradictory law or contradictory applica- 
tion of law. In Stansfield v. Gardner(31), a 
patient jumped from the stairs of a hospital 
and later sued the hospital for the injuries 
that he suffered. The court stated that a hos- 
pital is not an insurer against a self-inflicted 
injury, but that the hospital is only required 
to use ordinary care and diligence, If the 
hospital may reasonably conclude that a 
person may harm himself unless preclusive 
measures are taken, the reasonable care in 
the circumstance to prevent such harm is 
indicated. One is not required to guard 
against an action which a reasonable person 
under the circumstances would not antici- 
pate as likely to happen. Thus, in one 


case(6) where a person came to a hospital 
voluntarily, was mild and docile and sud- 
denly ran away from the hospital, the hos- 
pital was not liable for the effects of ex- 
posure suffered by the patient. 

In Mills v. Society of New York Hospi- 
tal(20), a patient going for a walk with 
nine other patients and two aids suddenly 
ran in front of a bus and was killed. The 
patient had been hospitalized’ for three 
months and had been considered as im- 
proved. The hospital was not held liable. 
In Noel v. Menninger Foundation(22), a 
71-year-old man going for a walk with an 
attendant threw himself in front of a bus 
and was injured. On admission to the hos- 
pital there was no noticeable suicide tend- 
ency, though it was thought that he might 
become a suicidal risk. His diagnosis. was: 
“hypochondriacal psychoneurotic” of long 
standing. He became more paranoid, and 
electric shock therapy and lobotomy were 
being considered. While later he threatened 
suicide, he also had on occasion left the 
hospital to visit with his wife. The lower 
courts ruled against the defendants, but the 
case was ultimately settled. 

In various cases where patients left the 
hospital and were found dead(16), drowned 
in a lake(13) or hit by a railroad train(14), 
these later acts were held to be subsequent 
and independent acts with the allegedly 
negligent act of the hospital not the proxi- 
mate cause of the death, or the acts were 
adjudged to be not foreseeable and thus not 
a result of negligence. In the Hohmann case, 
where the decedent had twice previously 
attempted suicide, the court held that the 
hospital had only a duty to observe him and 
give him medical treatment. This interest- 
ing case implies a distinction which has be- 
come increasingly important : Are hospitals 
to focus upon diagnosis and treatment or 
are they to become maximum security in- 
stitutions ? Upon this rests the ever-chang- 
ing philosophy of medical treatment. 

Courts have commented that suicide is 
“an accompaniment” of manic-depressive 
psychosis(13), or that one of the character- 
istics of schizophrenia is a tendency to 
commit suicide(31). This tying-in of sui- 
cidal tendencies to diagnosis as relevant in 
and of itself will be commented upon below. 

Various cases have reflected the opposing 
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` trends as to judgment of liability(26). In 

one New York case(18), a chronic schizo- 

_ phrenic had been hospitalized for seven 
years with a history of one suicide attempt. 
During the last two years of his hospitaliza- 
tion he frequently left the hospital on 
passes. While away from the hospital on a 
day's pass, he committed suicide. His schiz- 
ophrenia was considered to be “incurable,” 
but he had shown no suicidal tendencies 
prior to his suicide. The defendant, the 
State of New York, prevailed because at 
that time it was immune to suit, but the 
court made the statement that “under such 
a situation and in view of his past history, 
it was negligence to permit the patient to 
leave the hospital unattended.” Such state- 
ments reflect only an ignorance and a nar- 
-rowmindedness that is reflected in the be- 
lief of some that all chronically ill patients 
should be constantly locked up and guard- 
ed, a concept that is in direct conflict with 
the persistent trends towards the opening 
up of hospitals here and abroad. One might 
say that this case represents the medieval 
view towards the mentally ill. 

A Tennessee case of 1942, James v. Turn- 
er(17), shows greater insight into modern 

inking and current therapeutic practices. 
A patient who had voluntarily admitted 
himself to a private sanitarium, while walk- 
ing with an attendant suddenly ran to a 
water reservoir, jumped in and drowned. 
He was a chronic alcoholic who had 

_ threatened suicide previously. The physi- 
cians were held not guilty of negligence 
that would render them liable for the pa- 
tient’s death. The court stated, “It might 
well be said that the use of ropes or hand- 
cuffs or other restraining forces would have 
retarded his natural progress in regaining 
his health, both mental and physical.” 

It is interesting to note the marked dimi- 
ution in the use of restraints since these 
words were written in 1942. In the James 
Case, the patient had previously been al- 
lowed some freedom of movement, such as 
going to the barber shop in town. The 
court added, “Can it be said that it was 
Within reasonable contemplation that the 
Patient would suddenly dash away, climb 
the tank ladder and end his life, any more 

© than it can be said that he could have run 

‘off and into a public street or thoroughfare 


Fi 
and purposely allowed an automobile to 
run over him; or any more than it can be _ 
said that it could have been reasonably 
anticipated that he would see a knife or — 
razor hidden in the grass and suddenly take 
it and end his life? These things are pos- 
sibilities, not probabilities.” 4 

The basic law on sudden impulse cases 
involves questions of foreseeability and con- 
trollability. In another case(29) the court 
stated, “The attendant could not have pre- 
vented the assault. As a matter of law, the 
state is not compelled to provide individual 
supervision for every mental patient. The 
state is not an insurer of the safety of such 
patients.” 


MALPRACTICE 


A few words on “malpractice.” A phy- 
sician is liable for bad or unskillful practice 
resulting in injury to the patient. He must 
use a degree of skill and judgment compar- 
able to that possessed by others in his 
profession or medical specialty. In deter- 
mining the learning and skill necessary in 
the treatment of a particular case, regard 
must be had to the state of medical knowl- 
edge at the time. A physician is not liable 
for injurious consequences if he exercises 
the required degree of skill and care. It 
should be noted that where there are sev- 
eral accepted methods of treatment, the 
physician may adopt any one of them even 
though the one chosen is not the one most 
generally used, 

In most cases, the hospital is sued as the 
failure claimed is one of lack of watchful- 
ness over the patient in the hospital-a — 
duty of the hospital, not the doctor. It must 
also be stressed that a doctor is not an 
insurer of a good result nor must his judg- 
ment be correct; it need only be reason- 
able and in accord with accepted practice. — 
In addition, most people find it difficult — 
to attribute the behavior of one person to — 
others who in actuality have little or limited _ 
control over his acts(11, 28). A physician ~ 
need not be omniscient or insure a good — 
result, As statistics will show, he can do 
neither. = 

To summarize, in legal cases involving 
suicide, one encounters the words “reason- 
able,” “anticipated,” “foreseeable,” “prevent- 
able” and “controllable.” As these words re- i 


flect the essence of a lawsuit involving 
standards of care in suicide, they should be 
examined in the context of relevant clinical 
data. 

Hirsch(15), reports that while the re- 
ported number of suicides per year is 16,000 
to 20,000, a substantial number of suicide 
deaths are not so recorded on death certifi- 
cates because of religious, social or moral 
stigma (at the recent meeting of the Acade- 
my of Forensic Sciences, the great variabili- 
ty in suicide reporting from one coroner's 
office to another was noted). He estimates 
= the actual number of suicides a year at 
50,000 to 60,000 or a rate of about 35 per 
} 100,000 population, in contrast to reported 
rates of 10 to 15 per 100,000 population. 
4 Using Hirsch’s estimates, the number of 
_ suicides is higher than the number of those 
i killed in auto accidents. Statistics vary 
widely from place to place. Civilized coun- 
tries such as Protestant Denmark, Catholic 
Austria and Buddhist-Shinto Japan lead the 
world in suicide, although suicides in the 
_ large California cities exceed even these. 
_ The great variability in rate based on na- 
_ tionality, religion, age, race and state of 
_ industrialization cannot be elaborated upon 
_ here, though it is of interest that dentists, 

physicians, lawyers and pharmacists have 
very high suicide rates, reaching as high as 
120 per 100,000 population per year in 
pharmacists(1, 9). Cab drivers reportedly 
have a rate seven times higher than truck 
drivers(9). 

Many physicians or families do not report 
overt suicides or do not recognize them. 
In many areas there are no professional 
facilities to evaluate barbiturate death or 
other hidden causes of death. It is often dif- 
ficult to decide among accidental overdos- 
age, overdosage combined with alcohol in- 
toxication and purposeful overdosage. Due 
to social and political factors, doubts are 
usually resolved in favor of such more so- 
cially acceptable solutions as accidental or 
natural death. Other unrecordable forms of 
suicide undoubtedly exist—the diabetic who 
refuses medication and eats ravenously, the 
alcoholic found dead from a variety of 
alleged causes, the driver who passes a car 
on a curve going uphill. 

For those who think that suicide is recog- 
nizable, predictable or preventable (despite 


the numerous studies of Robbins, Schneid- 
man, Farberow, etc.), the unfortunate fact 
is that the highest rate of suicide is found 
in professionals, and certainly psychiatrists 
are not immune. While psychoanalysis has 
great stature as a means of self-utilization, 
no less than seven of Freud’s early disciples 
died by suicide(12). 

The occurrence of suicide despite pre- 
cautions is well-known to hospitals and psy- 
chiatrists, The variety of means is extensive. 
Even in hospital environments, clothes, eat- 
ing instruments, any type of glass or metal, 
access to heights or moving objects, etc., 
can provide the means of self-destruction. 
Such accessibility, if this alone is the prime 
factor of consideration, is obviously in- 
creased by the open hospital, which has 
become increasingly prevalent in both pri- 
vate and public settings. Countering this is 
the protective nature of the hospital, the 
removal from stress, the emotional support 
and active treatment (psychotherapeutic, 
milieu, pharmacologic and physical). Thus, 
allowing for greater opportunity has not in- 
creased suicide in contrast to the depressing 
and psychologically toxic effect of the cus- 
todial hospital of yesteryear. Even in old 
and large state hospitals with limited super- 
vision and large numbers of grossly ill and 
maladjusted people, the rate of suicide is 
not striking, In California in 1963, there 
were 14 suicides in state hospitals in a 
resident population of about 35,000 and 13 
suicides in 1964 in a resident population of 
almost 33,000, or a rate of about 40 per 
100,000 population(2). In Ohio there were 
9 suicides in a state hospital setting in 1964 
plus three while on escape status (exclud- 
ing those on trial visit or home placement) 
for an average daily institution population 
of 32,000(23). New York in 1959 had 29 
suicides in a total institution population of 
about 90,000. Thus, there is a fairly con- 
sistent and expected incidence of suicide 
which can be reflected in a variety of statis- 
tical measures. 

Even with considerable loosening of pro- 
cedures reflecting more humane and inten- 
sive efforts at handling patient problems, 
there is some indication that the suicide 
rate has perhaps decreased slightly. For 
example, in Ohio in 1958, the rate in hos- 
pitals was 1.6 per 10,000 admissions, and 


1965 ] 


ak 


even including those on trial visit the rate 
was 11 per 10,000 admissions. The rate in 
New York was 11.6 per 10,000 admissions. 
In contrast, in a Washington state hospital 
over a period from 1891 to 1949, the rate 
was 38 per 10,000 admissions(19). In 1959, 
the suicide rate in New York was 32 per 
100,000 patients per year, compared with 
an average rate of 42.3 per 100,000 in the 
decade of 1919-29( 29). It is also interesting 
to note that suicides in general hospitals 
(nonpsychiatric) are ten times higher than 
in psychiatric facilities(26). 

The difficulties in analyzing successful 
suicides are great, as one must evaluate in 
retrospect. The “attempted” suicide repre- 
sents a different problem and a different 
individual. For example, though women 
attempt suicide at least three or four times 
more frequently than men, men kill them- 
selves in a reverse ratio(34, 15), Suicide 
attempts and gestures are often used in 
a frankly manipulative manner and with 
some degree of success. At Bellevue Hos- 
pital, so many impulsive hysterical suicide 
gestures were seen that some residents re- 
ferred to the Puerto Rican syndrome. This 
is been elaborated upon by Trautman 

33). 

Diagnostically, problems abound. In 1,817 
suicidal attempts, the incidence of psychosis 
was 6.7 percent(27) ; in 1,147 cases in an- 
other series, the incidence was 5.9 percent 
(21). Only a small percentage of those 
who have attempted suicide die by suicide— 
less than one in ten after 18 years(32). 
This is compounded by the report that at 
least one million Americans have attempted 
suicide(32). There is much disagreement 
as to the significance and handling of the 
suicide attempt, although obviously ade- 
quate evaluation is merited. One study in- 
dicated that patients who had suicidal 
thoughts were more seriously. disturbed 
than either psychiatric patients in general 
or those who had actually attempted suicide 
(35). Although the possibility of suicide 
obviously exists with depression, the num- 
ber of suicides is small in comparison with 
the vast number of depressive reactions. In 
one year at a local hospital, 15 percent of 
clinic patients and 30 percent of hospital 
patients had some type of depression. Yet 


suicides are not restricted diagnostically ; 


to depressives. 5 
In Ohio state hospitals(23), in 1958 the 
breakdown by diagnosis was : 


Neurotic depressive reaction 
Psychotic depressive reaction 
Involutional psychotic reaction 
Manic-depressive reaction 
Schizophrenic reactions 
Schizoaffective type 1 
Other schizophrenic reactions 6 
Psychoneurotic reaction, other 1 
1 
1 
1 


ee) 


Alcoholism 
Passive aggressive personality 
Paranoid state 


A Seattle study(10) of 108 suicides 
showed the following distribution : y 


Psychotic depression 18 percent ; 
Schizophrenia 12 percent 
Chronic brain syndrome 4 percent 
Alcoholism 27 percent 


Personality and sociopathic disorders 9 percent 


Psychoneurotic depression 12 percent 
Miscellaneous 3 percent 
Unspecified 16 percent 


There are numerous statistical break- 
downs which vary ; these samples are noted 
to demonstrate the breadth of psychiatri 
diagnosis in suicide. Similarly a wide varie- 
ty of diagnoses has been found in attempted 
suicide in a state hospital setting(19). 

Coe’s statistics indicate that only 9 per- 
cent of successful suicides had previously — 
attempted suicide(5), in contrast to Dor- — 
pat’s reported 33 percent(10). As indicated 
earlier, only a tiny percentage of those. 
who attempt suicide ultimately die by sui- 
cide. 

Parnell and Skottowe(25) state, “From — 
the preventive point of view, the most sig- 


nificant fact in the present findings is the — 
small number of patients showing disorders 
of thinking, the change so often regarde: 
by the general public as a sine qua non fo 
admission to a general hospital.” 

Involutional and manic-depressive de 
pressions have been stressed in the past, — 
because of all conditions here occurs th 
best predictability, however poor. In addi- 
tion, these cases must usually be hospit 
ized because of the constellation of dis- 
abling symptoms which respond fairly wel 
to treatment. Yet most psychiatrists h 
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seen some such patients die by suicide after 
improvement or recovery from an episode. 
Wall(36) points out that “families of sui- 
cidal patients should know that no hospital 
can guarantee the absolute safety of a pa- 
tient even though precautionary measures 
and vigilance of the highest type are main- 
tained.” 

The greatest problem is the difficulty in 
predicting the possibility of suicide in a 
particular patient. Carr(3) comments that 
“there have been many clinical attempts to 
establish criteria that would be of assistance 
in predicting suicide in certain types of 
mental disorders, but so far no reliable 
guide has been found. The main problem 
in prediction lies in the uncertainty one 
feels as to whether or not a patient will 
commit a suicidal act and also whether 
the act will take the form of a suicidal 
demonstration, a suicide attempt or suicide.” 

Numerous writers have dealt with the un- 
predictable nature of suicide. Rosen(30) 
deals with this specific problem in his 
intellectual numbers game, dealing with 
the detection of suicidal patients. One might 
also mention such prominent citizens who, 
despite attempted therapy, committed sui- 
cide—people such as Marilyn Monroe, Ern- 
est Hemingway and James Forrestal, 

Thus, the psychiatrist is constantly faced 
with possibilities of a basically unpredict- 
able nature and of a basically unmeasurable 
degree. Unlike the situation where an injury 
results from the act of the physician (such 
as leaving scissors in the abdomen of a 
surgical patient), here the physician and 
the hospital are threatened legally by the 
act of the individual patient—a patient who, 
as patients do, changes from day to day, 
week to week and month to month. 

Here are some typical problems : 

1. A middle-aged single female with 
severe environmental problems has been 
taking excessive barbiturates. Worried over 
finances, alone, she drinks heavily, swallows 
30 sleeping pills and is brought to a general 
hospital unconscious. The next day, con- 
scious but somewhat confused and de- 
pressed, she is brought to a psychiatric 
hospital. 

In a few days the depression has lifted 
considerably and with some attention and 

help, she is more optimistic and asking re- 


lease. She has returned to her normal 
character pattern, which may result in 
future similar difficulties based on her bor- 
derline past adjustment, What will be the 
course of events ? 

2. There are 15,000 schizophrenics in the 
hospitals of a state. Seven of these will 
die by suicide in a given year. Who are 
they? Who will suddenly jump from a 
bridge or window ; who will hang himself ? 
What can be done to preclude such acts 
on a permanent basis ? Do you lock up and 
tie the arms and legs of 15,000 people as 
an absolute preventive measure? Do you 
remove all clothes and thus limit the pos- 
sibility of hanging? If you do, you have 
reverted to the hospital-prisons of hundreds 
of years ago. And, even if you did this, 
could your so-called medical care result 
in a higher suicide rate despite your good 
intentions ? 

3. A severely depressed patient is brought 
to the hospital. He is restricted to the ward 
for the first few days and is observed fre- 
quently. He has numerous opportunities 
for self-destructive acts due to the nature 
of hospital construction, limitations of staff- 
ing and the fact that control over an indi- 
vidual ultimately has limitations, After a 
day or two he is less anxious, is participat- 
ing in ward activities and is placed on 
drugs, electric shock or individual psycho- 
therapy. He soon wishes to go for a walk, 
go to the canteen or visit his home. You 
must make a decision, and at some point 
you will let him go home, 

The above are just a few of the myriad 
of situations which may end in a suicide, 
Every psychiatrist deals with them and is 
aware of the difficulties involved, He is 
not alone. In the community at large, sui- 
cides accumulate in an inexorable way, re- 
sulting in a gross social and public health 
problem that has not been particularly al- 
tered by time. The causes and means of 
prevention of this act of complex etiologies 
are not yet defined, nor by its nature does 
any absolute solution seem likely. Suicide 
remains prominent not only in hospital pa- 
tients but in office patients, and not only 
in those under care but throughout society 
in general. 

A court must consider these factors in 
deciding the liability of a hospital or a 
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doctor when a suicide results in a lawsuit. 
So must the doctor who is called upon to 
serve as a knowledgeable witness as to 
standards of care. In the past, isolated legal 
decisions indicated that the standard of 
care was close observation, restriction and 
restraint ; the therapy was imprisonment by 
a jailer in a white coat. This standard of 
care has buckled in the face of current de- 
velopments in medical practice. Many as- 
pects of prior standards of care not only 
were antitherapeutic and conducive to men- 
tal illness, but one could argue that such 
standards so aggravated feelings of worth- 
lessness as to possibly provoke suicidal acts. 
Destruction of hospital equipment and prop- 
erty has greatly diminished with current 
treatments and hospital flexibility, Perhaps 
in the modern psychiatric hospital, with a 
decent atmosphere, the patient does not feel 
so strongly the urge to strike out at the 
environment or himself. 

We have progressed from prisons to en- 
lightened custody to aggressive treatment ; 
we have progressed from rural isolation to 
the vast community interaction in the city ; 
we have progressed from stone walls and 
iron gates to open doors and human con- 
tact; we have progressed from humiliating 
segregation to day hospitals, night hospitals 
and clinics. We are about to progress to the 
community mental health center and the 
uncharted flexibility of the future. 

It would be the height of irony if the 
courts, in their effort to promote the public 
welfare, would by legal decision frighten 
the medical profession into structuring hos- 
pital practice and medical therapy on a 
base of harmful and outdated practice. 
Wasmuth(37) has pointed out how in Cali- 
fornia, by adverse legal decisions, anes- 
thesiologists have been intimidated into 
abandoning as too dangerous procedures 
which elsewhere in the country are often 
procedures of choice. ‘ 

Psychiatrists must clearly understand the 
law and must clearly understand that they 
must set the standards of medical practice, 
allowing for divergent views and beliefs, 
So that they can guide the courts and at the 
same time protect their own interest in the 
tight to practice medicine without fear and 
intimidation, The problem of suicide is 
fraught with anxiety for psychiatrist and 


and logical principle. We can ask only thai 
it be applied in an intelligent and rational 
manner. 
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patient’s psychiatric consultation and/or 
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or selection and not for “therapy” in the 
traditional sense? This question occurs 
with increasing frequency as more agen- 
cies, industries and organizations have be- 
come aware of psychiatric insights and 
have sought to utilize these insights, par- 
ticularly in the evaluation and selection of 
candidates for special positions or situa- 
tions. 

The Peace Corps is one federal agency 
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CONFIDENTIALITY AND THE REQUEST FOR PSYCHIATRIC 
INFORMATION FOR NONTHERAPEUTIC PURPOSES 


W. WALTER MENNINGER, M.D., 


anp JOSEPH T, ENGLISH, M.D. 


which .has sought information, with the 
authorization of the applicant, from psy- 
chiatrists who have treated or seen Volun- 
teer applicants. The Psychiatric Branch of 
the Peace Corps Medical Division has 
sought this information as part of the 
process of selection and medical clearance 
of Volunteers for overseas service, a pro- 
cess which over-all has been the subject 
of considerable discourse(1, 6, 7). Between 
0.5 and 1.0 percent of the more than 100,000 
Americans who have applied for Peace 
Corps service have previously seen a psy- 
chiatrist for consultation or assistance and 
are thereby affected by this policy. This 
paper seeks to review some of the questions 
surrounding the policy from the point of 
view of the agency seeking information, 
utilizing the Peace Corps situation and 
policies as a basis for concrete discussion. 

In seeking an elaboration of the details 
concerning an applicant's psychiatric con- 
tact, the Psychiatric Branch of the Peace 
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Corps recognizes that this “contact” may 
represent a wide range of experiences. 
Previous contact with a psychiatrist is not 
automatically assumed to be a liability for 
any applicant. Rather, such contact may 
well be perceived as an asset, indicating an 
individual who is prepared to take ad- 
vantage of professional assistance to im- 
prove his situation. The assumption of the 
Peace Corps is that any judgment about a 
given applicant's suitability for Peace Corps 
service should be enhanced by access to 
the insight of the psychiatrist who has 
worked with and seen the applicant first- 
hand. 

Also, it is imperative that the Peace 
Corps learn any specific information about 
past or present emotional difficulty which 
indicates the applicant would be unable 
to adjust in a foreign culture as a Peace 
Corps Volunteer. This imperative is based 
on the obligation of the Peace Corps to 
the applicant, to the United States govern- 
ment and to the country to which the Vol- 
unteer is to be assigned ; that is, the Peace 
Corps has an obligation to send overseas 
only those persons who will be able to 
fulfill their service without harm to them- 
selves, to the situation they enter or to the 
organization. 

These requests for information have 
presented a dilemma to a number of psy- 
chiatrists because of their concern for con- 
fidentiality, which has been defined as 
“the relationship between psychiatrist and 
patient in which the patient may feel 
assured that his disclosures will not be 
passed on to others except under certain 
circumstances and then only for the speci- 
fic purpose of lending necessary help”(4). 
Many psychiatrists apparently resolve the 
issue to their own satisfaction by consider- 
ing their response to these requests as 
justifiable “lending necessary help.” Other 
psychiatrists have been’ quite articulate in 
expressing their reservations about respond- 
ing to such requests and have pointedly 
refused to provide any information. Work- 
shops discussing this issue have been held 
at national meetings of the American Col- 
lege Health Association and the American 
Orthopsychiatric Association. Consistently, 
several specific questions have been raised, 


questions which are complex in nature, © 
This paper reviews briefly some of those 
questions while outlining the posture of — 
the Peace Corps toward the issues involved, — 


APPLICABILITY OF THE PSYCHOTHERAPIST'S 
IMPRESSIONS 


How applicable or useful are impressions 
and information derived in psychotherapy 
to the evaluation of an individual’s capac- 
ity to function effectively as a Peace Corps 
Volunteer ? >: 

The Peace Corps is charged by Congress 
with the responsibility of sending individ- 
uals who might be termed exemplary — 
citizens of this country to a wide range of © 
developing countries. In addition to a 
reliable general character and skills which 
are needed overseas, the Volunteer must 
have personal strengths, both physical and 
mental, which will permit him to withstand 
the frustrations and hardships which he 
will inevitably encounter in his assignment. 

The Psychiatric Branch of the Peace 
Corps acknowledges that it must assume 
the primary responsibility for assessing and 
passing judgment on the emotional fitness 
of prospective Volunteers; it does not 
depend on or expect a psychiatrist or psy- 
chotherapist to make that assessment of his 
patient-applicant. Information sought from 
a psychiatrist about his previous patient- 
applicant is just one part of a total infor- 
mation pool utilized in the selection pro- 
cess, but it may well be a vital part if it 
reveals evidence of profound emotional — 
difficulty. The Peace Corps seeks to de- — 
termine as early as possible those cases 
where it is likely that Peace Corps service 
is beyond the capacity of a given applicant 
—for the benefit of the applicant as well 
as for the economy of time, energy and 
money of the Peace Corps. When infor- — 
mation about a serious difficulty is known, 
it is preferable not to mislead an unsuit- 
able applicant by an invitation to training 
which exposes him to inevitable “failure.” — 

Recognizing that the situations a Vol- 
unteer will encounter in the Peace Corps — 
are atypical, some psychiatrists doubt the © 
value of their perspective in the assess- 
ment process, Some therapists indicate that 
their information and impressions are Fs 
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drawn strictly from their psychotherapeutic 
context, and they often have no first-hand 
knowledge of a patienťs functioning out- 
side the therapy situation. Further, besides 
"being of undetermined reliability, their in- 
formation may be remote in time, place 
and purpose, as well as being provided by 
someone (the therapist) unknown to the 
Peace Corps and unknowing of the Peace 
Corps’ needs and problems. Some critics 
have expressed concern about the release 
of detrimental information and wonder 
_ further how proper it is to present such 
information on an applicant when the same 
_ type of information is not available for 
| everyone else who is undergoing the Peace 
_ Corps selection process, 
' The question of applicability of infor- 
mation from a_psychotherapist’s contact 
_ does not have a black and white resolution. 
Obviously, the usefulness of the psychia- 
trist’s information depends on factors noted 
above. However, it may be somewhat ex- 
treme to deny any relevance of the psy- 
_ chotherapist’s perspective to the assessment 
process, The psychotherapeutic relation- 
ship, as a model of an individual’s inter- 
personal relationships, can provide a meas- 
ure of his capacity to become effectively 
involved with other people and in the kinds 
of activities that take place in the Peace 
Corps, which is essentially a people-to- 
people activity. 


CONFIDENTIALITY AND SUCCESSFUL THERAPY 


What is the contract for confidentiality 
_ in psychotherapy, and what is the effect 
_ on the psychotherapeutic process if the 
patient assumes the therapist will release 
information ? 

Most psychiatrists concede that psy- 
chiatric treatment has a special character 
“which requires confidentiality as a sine qua 
non for successful therapy ... and the con- 
fidential relationship needs to be safe- 
guarded”(4). In many college student 
health services, the issue of confidentiality 
is especially significant in terms of main- 
taining a separation of treatment services 

` from the administrative departments of the 
college(3). There is considerable feeling 
in some institutions that students cannot 
feel free to utilize a psychotherapy service 


if there is any possibility that the infor- 
mation might be released, and they feel 
that they cannot implicitly promise privacy 
of communication at the time of seeing a 
student and then at a later time disregard 
this commitment. 

As psychotherapy requires the patient to 
communicate freely his concerns and 
thoughts to the therapist, its efficacy is 
obviously limited when a patient does not 
feel free to communicate. The Peace Corps 
Psychiatric Branch, in seeking information 
about an applicant’s emotional stability, 
has no intention of interfering with effective 
psychotherapy or in learning confidential 
information which is unrelated to the issue 
at hand. It may be an extreme position, 
however, to operate on the assumption 
that a psychiatrist cannot release informa- 
tion about the treatment and still be true 
to himself or to his patient, when the pa- 
tient authorizes the therapist to release the 
information and when the patient has 
consciously applied for a situation which 
is known to be emotionally demanding. 

One approach toward a solution of the 
psychotherapist’s dilemma is presented by 
the Yale University Student Health Serv- 
ice. The policy of that institution is not 
to release, for evaluative purposes, materi- 
al gained in therapeutic interviews. They 
consider this policy essential for the suc- 
cess of therapy and also they feel that 
an individual can be better evaluated by 
persons other than the therapist. They do 
verify that a patient has received psycho- 
therapy but release no additional informa- 
tion except when a student is placed on 
psychiatric-medical leave. In that circum- 
stance, the Health Service considers it 
necessary and appropriate to make some 
statement affirming that the individual’s 
functioning was sufficiently affected by his 
difficulties to warrant an interruption of his 
studies. The willingness to give information 
under those circumstances is explained as 
an attempt to separate emotional disorder 
of a degree serious enough to cause break- 
down of functioning from those disorders 
that cause discomfort and difficulty but do 
not interfere significantly with the individ- 
ual’s ability to perform his main task while 
at college, that of completing his studies. 

Also of note are the guidelines set forth 
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in the manual called Ethical and Profes- 
sional Relationships: A Supplement to 
Recommended Standards and Practices for 
a College Health Program, prepared by 
the American College Health Association 
(2). In discussing communication between 
the health service and other outside agen- 
cies, this document makes reference to em- 
ployment or pre-employment medical and 
health evaluation, which is the Peace Corps 
Medical Divisions primary objective, al- 
though certain information might necessari- 
ly have relevance to internal security 
determinations. Regarding psychiatric treat- 
ment, to be released only with the patient's 
authorization, the College Health Associa- 
tion suggests three possible statements : 

1. The health service record shows 
nothing which would raise a question 
about the applicant's performance. 

2. The health record does not have 
adequate information on which to base an 
opinion. (This statement is to be under- 
stood as a sincere answer rather than an 
evasive technique. ) 

3. The health record suggests personality 
difficulties which might impair the appli- 
cant’s performance, 


LEGAL BASIS OF CONFIDENTIALITY 


To what extent has an applicant for the 
Peace Corps any real choice in “permitting” 
his treating psychiatrist to release infor- 
mation ? 

Since the Peace Corps policy is to 
routinely seek an elaboration of a history 
of psychiatric contact, there may be 
legitimate question as to just how “volun- 
tary” the applicant’s authorization to release 
information may be. If an individual wants 
to serve in the Peace Corps, he has no 
real alternative but to sign the authoriza- 
tion slip and forward it to his treating 
psychiatrist. Otherwise, the processing of 
his application is likely to be held up, 
pending clarification of the situation. In- 
evitably, the reviewing staf may wonder 
why an applicant would hesitate to permit 
the release of information and what he is 
afraid of revealing. 

The situation may be compared to that 
of an insurance applicant who, if he wants 
the insurance, must agree to the release 


of information from all his past doctors and — 
all hospitals that have treated him. Th 
nature of the situation places limitation: 
and contingencies upon the applicant's 
“free choice” when he makes the voluntary 
decision to apply. While one may rail 
against the increasing lack of privacy in 
today’s world, it is necessary to acknowl- — 
edge that it is the individual's own decision ~ 
to apply for the Peace Corps and to © 
thereby expose himself to its selection — 


process. ‘ 
4 
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Focusing on the applicant’s apparent lack 
of real choice in signing the authorization — 
to release information, some psychiatrists 
and student health services have main- 4 
tained a policy of disregarding the author- 
ization. They assume that the patient's 
authorization is meaningless since he can- 
not apply to the Peace Corps without — 
providing it when he has a history of — 
psychiatric assistance. This reaction on the 
part of the psychiatrist presumably stems 
from a concern about the reaction to and | 
interpretation of such information by the — 
reviewing staff in the assessing agency. In 
acting on this concern, which is often — 
based on previous experience of providing 
some information and being “stung,” the 
psychiatrist may overlook a basic medico- 
legal issue—the legal provisions for con: ~ 
fidentiality and privilege. if 

In nearly all states, privilege belongs to 
the patient and not to the doctor. When 
the patient gives his signed authorization ~ 
for the release of information from his ` 
record, the doctor must give it. The only 
exception may be when the patient is not — 
competent (legally) to give that authori 
zation, or in jurisdictions where there is a 
legal provision that allows the head of a 
hospital to refuse the release of information ~ 
which he determines will be detrimental — 
to the patient. Granted, most psychiatrists — 
would like to have privilege, but legally — 
they do not. It may be that at some time ~ 
legal statutes will be developed to cover — 
this ambiguous area, but until that time, — 
when a physician knowingly refuses to r 
lease information when the patient has 
asked that it be released, the physician | 
be on tenuous grounds. 

William Josephson, General Counsel 
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the Peace Corps, has observed that: 


There is no question but that, in those juris- 
dictions (not all by any means) where the 
physician/patient privilege is recognized, the 
privilege is the patient’s, not the physician’s, 
and the physician cannot claim it if the patient 
abandons it. [However], these legal rules re- 
late to a situation in which the course of jus- 
tice requires the investigation of truth, that 
is, to a judicial or similar proceeding where per- 
sons with relevant information are under a 
legal obligation to testify. That is not the situa- 
tion [with regard to a Peace Corps applicant]. 


Josephson has commented further that : 


_ Whether or not a patient [applicant] could sue 
q to compel his psychiatrist to provide the in- 
formation [to an agency such as the Peace 
Corps] is an interesting and probably unpre- 
cedented question. . . . Our instinct is that 1) 
in the absence of testimonial compulsion and 
2) unless the arrangement between th patient 
and the psychiatrist explicitly provides for dis- 
closure, a psychiatrist is free to give or not to 
_ giveva reference as his best judgment requires 


Regarding the concern of the psychiatrist 
about the agency’s interpretation of psy- 
chiatric contact, it was noted at the begin- 
ning of this paper that the Peace Corps 
‘does not consider such contact to be a 
liability. Indeed, many young adults, as 
college students, may be quickly referred 
to and involved in psychiatric treatment 
because of an enlightened student health 
‘service, To protect these as well as other 
- applicants, the Peace Corps makes it the 
responsibility of its Psychiatric Branch to 
seck information about the contact and to 
do so through professional channels, as 
with any medical confidential material, The 
reports are sent directly to the Chief Psy- 
chiatrist of the Peace Corps, are reviewed 
only by the psychiatric staff and are 
treated as medical confidential material in 
the agency, with access to the medical 
record limited to the professional personne] 
«a: concerned, 

The Peace Corps acknowledges that 
many areas of our society and indeed other 
governmental agencies may consider psy- 
chiatric contact a stigma, and further 
may not maintain such information in a 
confidential file separate from the person- 
nel file. It is only human for an applicant 
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to have reservations about giving permis- 
sion for the agency to have access to that 
information when it is so open to misin- 
terpretation. It may, therefore, appear 
quite reasonable and thoughtful for a 
psychiatrist or a clinic to take the respon- 
sibility for releasing information out of the 
patient’s hands. When the psychiatrist does 
so, he should be well aware not only of the 
tenuous legal grounds, but that he also 
may be assuming more responsibility than 
might be properly granted him by his pa- 
tient, 


NONTHERAPEUTIC USES OF 
PSYCHIATRIC EVALUATION 


What interpretation is to be made by the 
agency which reviews the information 
provided by the psychiatrist, and how does 
the agency control the confidentiality of 
the information ? 

As noted, psychiatrists, as well as their 
patients, are concerned about the interpre- 
tation which is likely to be made of any 
report, and many psychiatrists have had 
some unhappy experiences with the han- 
dling of information they have provided. 
In the Peace Corps, the Medical Division 
and the Psychiatric Branch of that di- 
vision feel an intense concern and respect 
for the professional communications sent 
them about applicants. In all cases, the 
material on a psychiatric condition and/or 
psychiatric treatment is reviewed only by 
psychiatrists and psychiatric social workers, 
and it is maintained as medical confiden- 
tial material in files to which there is 
limited access. The interpretation of the 
material received reflects the professional 
perspective of the staff reviewing it. It is 
this perspective, for instance, that dictates 
the opinion of the agency that contact 
with a psychiatrist is not necessarily a 
liability but indeed a possible asset. 

Another ‘aspect of that perspective con- 
cerns diagnostic labels, which are felt to 
be of relatively little value, Since different 
practitioners vary in their utilization and 
application of such labels, the pragmatic 
value of such labels may be quite limited. 
Therefore the reviewing psychiatrist looks 
rather for information about the general 
personality functioning of the applicant, 
his reality judgment, frustration tolerance, 
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TABLE 1 
Conditions Which Merit Rejection as a Peace Corps 
Volunteer on Psychiatric Grounds 


Psychoses 

1, Presently psychotic, with gross disorganization and 
loss of reality contact j! 

2. History of psychotic illness, suicide attempt, or 
significant depressive reaction which gives indi- 
cation of recurring under circumstances likely in 
Peace Corps service 

3. Personality structure suggests significant potential 
for psychotic decompensation under stress of 
overseas Peace Corps service 


Psychoneuroses 
1. Presently manifesting symptomatic, disabling anxie- 


pulsive behavior, phobic reactions, conversion 
symptoms, etc.) 

2. History of psychoneurotic reaction which required 
significant hospitalization, prolonged care by a 
physician, loss of time from normal pursuits for 
repeated periods, or significant impairment of 
school or work efficiency, which gives indication 
of recurring or being aggravated in overseas 
Peace Corps service 


Psychophysiological Reactions 
1. Presently manifesting symptomatic and potentially 
disabling psychophysiological illness 
2. History of significant difficulty of psychophysiologic 
character which gives indication of recurring or 
being aggravated in overseas Peace Corps service 


Personality Disorders 

1. Presently manifesting, or significant past history 
of, symptomatic sociopathic behavior which would 
interfere with effective Peace Corps performance, 
such as antisocial activity (criminality), sexual 
deviance (overt homosexuality, exhibitionism, vo- 
yeurism, etc.), chronic alcoholism, drug addiction 

2. Presently manifesting, or significant past history 
of, impairment in character structure of a degree 
indicative of marked emotional maladjustment, 
and which significantly limits the ability to 
perform effectively in overseas Peace Corps 
service. 


) adaptive capacity and capacity to function 
independently with a minimum of structure 
and support. The guidelines for emotional 
fitness for Peace Corps service are general- 
ly defined in negative terms, i.e., condi- 
tions which merit rejection on psychiatric 
grounds. These are all qualified as con- 
ditions which are likely to develop, recur 
or be aggravated under circumstances prev- 
alent in Peace Corps service (see Table 1). 


ty symptoms or their derivatives (obsessive-com- 


The psychiatrist, after reviewing the in- 
formation available, may anticipate no 7 
need for concern and authorize the appli- 
cant to be cleared psychiatrically for 
invitation to Peace Corps training. If there — 
are doubts, the psychiatrist may suggest — 
that during training, the applicant-trainee 
be seen for further evaluation by the psy- 
chiatric consultant who participates in 
the selection process at the training site. 
In other instances, when there appears to 
be more question about the emotional 
stability of the applicant and there is 
serious doubt about his meeting the stand- 
ards of psychiatric fitness for Peace Corps 
service, arrangements may be made for a 
pre-invitational psychiatric evaluation of — 
the applicant by a psychiatrist designated ~ 


by the Peace Corps. Of course, if the infor- — 
mation indicates the presence of a definitely 
disqualifying condition, the applicant will 
be disqualified on medical grounds and so 
notified by the Peace Corps. The general 
policy of the reviewing psychiatrist, how- 
ever, is to be as careful as possible in — 
giving the benefit of doubt to the applicant 4 


and to suggest a disqualification only — 
when the information is clear-cut. 3 
Among the guidelines established by the 
Psychiatric Branch of the Peace Corps is | 
a specific policy concerning an applicant s 
in psychotherapy. Applicants currently in or | 
recently terminated from long-term (several ` 
months to years) psychotherapy are ad- — 
vised to wait until six months after the com- 
pletion of their treatment. This policy is 
implemented with a recognition that an i 
individual should have a period of adjust- 
ment to test his independence and ability 
to function successfully without the sup- 
port of a therapist before being placed in 
the demanding and generally isolated ex- — 
istence of a Peace Corps Volunteer. n 


SUMMARY 

As more agencies and organizations have 
become aware of psychiatric insights, they 
have requested information from psy- 
chiatrists about patients who have made 
application for special positions or situa- 
tions with them. The Peace Corps is one — 
agency which has sought information, with — 
permission of the applicant, from psy- 
chiatrists about individuals who have seen — 
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them prior to making application for 
Peace Corps service, 

The Peace Corps recognizes that its 
seeking of information about an applicant’s 
psychiatric contact is not primarily for 
therapeutic but for evaluative purposes. 
This request for information has been 
respected and acknowledged by most psy- 
chiatrists, but a good number have been 
concerned about confidentiality and a pos- 
sible conflict of interest between psychia- 
tric treatment and the use of psychiatric 
information for evaluative purposes. 

This paper has reviewed some of the 
complex questions surrounding this issue, 
utilizing the Peace Corps situation and 
policies as a basis for concrete discussion. 
Most of the questions raised are moot and 
have no simple resolution. An objective of 
this discussion is to provoke further thought 
as well as to urge careful consideration by 
all psychiatrists of the implications of the 
use of psychiatric information for non- 

_ therapeutic purposes, albeit with the per- 
| mission of the patient, 
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K DISCUSSION 


= Rosent L. Arnstein, M.D. (New Haven, 
_ Conn.).—I would first like to commend Drs, 
@ ‘Menninger and English on the excellence of 
_ their paper, and on the care and thoughtful- 
ness with which they have presented the two 
sides of the argument. As you may gather, 
they have asked me to be the discussant be- 
cause I am a member of the loyal opposition. 
Consequently, I want to make clear that al- 
though I admire the thoughtfulness of their 
paper, this should not obscure the fact that I 
disagree on the basic issues, 

In discussing what is clearly a very compli- 
cated issue, I will focus on the four questions 
posed, but first I would like to emphasize one 
general point: because we receive requests 
from numerous agencies, for us the problem is 
more complicated than selection for the Peace 
Corps alone. If we establish a policy of re- 
leasing information to the Peace Corps, it 
makes it very difficult to maintain a different 
position with other agencies. Although an ef- 
fective argument is made for the importance 
of Peace Corps selection, I rather think that 
each agency would feel they had equally co- 
gent reasons for special consideration. 

The first question, regarding the relevance of 
information gained in psychotherapy, I will 
touch on only briefly. I happen to have a high 
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regard for the Peace Corps Psychiatrie Divi- 
sion, and I feel that it is quite capable of mak- 
ing excellent evaluations without information 
from us, which I do not think is likely to be 
very useful. This is a matter of opinion, I rec- 
ognize, but I would question one point in the 
paper on a theoretical basis, namely whether 
the kind of relationship a patient makes in 
therapy is necessarily relevant to an assessment 
of his abilities as an overseas Volunteer, I am 
inclined to believe that the kind of relationship 
he forms in a clearly defined evaluative inter- 
view is far more applicable to his capacity to 
function effectively on the job, and, as a corol- 
lary, that the therapeutic relationship might 
actually be misleading. 

I would also like to dismiss the fourth ques- 
tion as it applies to the Peace Corps. I am 
quite willitig to believe that any information 
forwarded to the Peace Corps Psychiatric Di- 
vision will be interpreted properly and intelli- 
gently. This question, however, becomes sub- 
stantively very important when other agencies 
are involved where the purpose, manner of 
handling and professional competence of the 
individual evaluating the information are large- 
ly or completely unknown. 

_ In regard to the third question, on the sub- 
ject of choice in signing the waiver, I suspect 


rather strongly that the applicant feels in 
most such cases that he has little real choice, 
and what has been said in the presentation 
indicates that with the Peace Corps he really 
has no choice if he wants to be selected. For 
many applicants this probably does not repre- 
sent much of a problem because they feel that 
“they have nothing to hide.” Others may not 
be so sure they have nothing to hide but faced 
with the alternative of signing or withdrawing 
their Peace Corps application, I imagine that 
most sign the waiver in a burst of fatalism and 
simply hope that there will be no adverse 
consequences. I am and have been quite aware 
of the legal aspects regarding privilege and am 
very concerned about this. I feel, however, 
that taking the position that we do can be 
looked on as a test of the law, which is always 
modifiable, and I feel that the principles in- 
volved are important enough so that I am will- 
ing to take this position. 

As for the second question, about the patient- 
psychiatrist contract of confidentiality and its 
effect on therapy, I have heard enough com- 
ment on campus to feel that if information 
were routinely released in such situations there 
would be real reluctance on the part of some 
(if not many) to consult our service initially 
or to be candid in therapy. Whether or not this 
is a reasonable concern on the part of the 
student is perhaps less important than the fact 
that the attitude exists. In the interests of 
preventive psychiatry, which I heard most 
eloquently espoused by Dr. English at the 
American College Health Association meeting 
recently, our general aim as a college health 
service is to make early consultation as easy as 
possible for the student. If we agree to a 
policy of releasing information, it seems to me 
that it is only right that the student should be 
so informed when he first comes in, and I feel 
that for some this would act as a real bar to 
undertaking treatment. 

Thus, the position we have taken on release 
of information attempts to separate serious and 
disabling emotional disorder from more minor 
problems, as has been accurately reported in 
the presentation, and I shall only reiterate the 
major points, We feel that the basic question is 
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whether information gained in psychotherapy 
should be used at a later date for evaluation — 
and selection. Although the Peace Corps is 
interested in protecting the individual from — 
assuming a task which he cannot handle, it is 
also obligated to protect the organization, and — 
to me, therein lies the dilemma. d 
It seems to me inevitable that information 
gained during psychotherapy might be detri- — 
mental to the individual. (I realize it may — 
also be helpful, but I am more concerned with — 
the negative aspect at this point.) If so, it 
does not seem to me that certain information 
which is revealed voluntarily by the applicant 
at a time and in a context quite separate from 
the selection process should be available when 
the same type of information is not available 
for everyone. I emphasize the words “time” 
and “context” because I feel that these are the 
factors which distinguish information derived 
from psychotherapy from information gained, 
for example, in a psychiatric interview during 
the evaluation process when the applicant is 
quite aware of the purpose and context, We 
are, of course, concerned lest our refusal to 
give information will have the effect of dis- 
qualifying the student, which is certainly not 
the intent, but so far our current stand, while 
not wholly satisfactory, is the only one that I 
have been able to devise that incorporates our 
primary beliefs, K 
Finally, when one has dealt with some of — 
the ramifications of these problems, one begins 
to wonder whether honesty is really the best 
policy. One of the questions most frequently — 
asked by student patients is, “Should I say I 
have seen a psychiatrist on the application ?” 
Although I cannot really conceive of recom- 
mending dishonesty, there are moments when 
I am tempted, and this, I think, is an extremely 
unfortunate state of affairs. I am, of course, 
very pleased that the Peace Corps does not 
consider psychiatric treatment an automatic 
liability. I very much hope that they will 
demonstrate the same leadership in the con- — 
fidentiality issue by limiting requests for psy- 
chiatric information to cases where there has 
been a clear breakdown of the individual's 
functioning. 


646 


THE RETARDED OFFENDER 


CO hee ae 


[ December 


PSYCHIATRIC ASPECTS OF DANGEROUS BEHAVIOR : 
THE RETARDED OFFENDER 


HAROLD M. BOSLOW, M.D., ann ARTHUR KANDEL, M.S. 


The genesis of dangerous behavior can 
be discussed from several points of view. 
As psychiatrists we have limited ourselves 
almost exclusively to psychodynamics or 
psychopathology, totally neglecting the role 
of intelligence. Are the mentally retarded 
dangerous? What types of crimes do the 

- mentally retarded commit? Is the mentally 
retarded offender, often called the defec- 
tive delinquent, treatable? Should special 
or separate facilities be provided for the 
retarded offender? How well does the re- 
tarded patient do when he is returned to 
the community? These are but a few of 
the important questions that might be 
asked concerning the relationship between 
mental retardation and dangerous or anti- 
social behavior. 

_ Our interest in the retarded offender at 
ba Institution has paralleled the in- 

_ creasing recent interest in the United 
_ States and elsewhere in the problem of 
mental retardation. In October 1961, the 

_ late President John F. Kennedy appointed 

a distinguished panel of doctors, lawyers, 
scientists, judges and civic leaders to re- 
view the field of mental retardation and, 
after a year of intensive work, the panel 
submitted its report to the President(7). 
Subsequently, in February 1963, the Presi- 
dent sent a special message to the Congress 
on this important subject, and legislation 
has been enacted to implement the recom- 
mendations of the panel. 

One result of the work of the panel 
and its recommendations has been a renew- 
al of interest in the problem of mental 
retardation and antisocial behavior. The 
history of criminological literature during 
the past 70 years or so reveals what might 
be termed a pendulum effect. At the turn 
of the century mental retardation was seen 
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as an ominous factor in the etiology of all 
criminal and delinquent behavior. More re- 
cently, this factor has been almost totally 
neglected(5, 6). 


DEFECTIVE DELINQUENT STATUTES 


A brief review of specific laws dealing 
with the problem of the mentally retarded 
offender will introduce the background of 
Patuxent Institution and the setting for 
the studies and activities reported in this 
paper. 

Several states have statutes for the 
special handling of retarded offenders, 
Often, however, these enactments are spe- 
cifically geared to the sex offender, with 
intelligence playing only a secondary role. 
California’s law for the “mentally dis- 
ordered sex offender” is an example of 
this situation. The sex offender whose 
mental retardation is a significant contribut- 
ing factor may, after a hearing, be com- 
mitted indefinitely to a mental hospital 
for treatment. 

Vermont's statute provides for special 
handling of defective delinquents as well 
as sex offenders. They are committed to a 
penal institution or mental hospital if 
found to be “dangerous.” Connecticut and 
Ohio have statutes reading somewhat 
similarly to Maryland’s Defective Deliquen- 
cy Law. They provide for special hearings 
for offenders constituting “an actual danger 
to society” (Connecticut), or “a menace to 
the public” (Ohio). In each of these cases 
sociopaths or mentally retarded are among 
those eligible for consideration, 

In 1951, the legislature of the State of 
Maryland enacted Article 31B, known as 
the Defective Delinquency Law. The law 
defines a defective delinquent as “an in- 
dividual who, by the demonstration of 
persistent, aggravated antisocial or criminal 
behavior, evidences a propensity toward 
criminal activity, and who is found to have 
either such intellectual deficiency (defined 
in practice as I.Q. 79 or below) or emotion- 
al unbalance, or both, as to clearly dem- 
onstrate an actual danger to society so as 


1965 ] 


Da rr 
OLD M. BOSLOW AND ARTHUR KANDEL 


to require such confinement and treatment, 
when appropriate, as may make it reason- 
bly safe for society to terminate the 
confinement and treatment(1), 

This statute provided for establishment 
of the Patuxent Institution for the com- 
mitment of defective delinquents, and also 
sentencing provision for such committed 
defective delinquents on an indeterminate 
basis. The intent of the statute was the 
protection of society and special psychiat- 
ric treatment of offenders who are current- 
ly not classed as legally insane, but who 
are medically viewed as deviant. 

Patuxent Institution has had an extensive 
and, in many ways, a unique experience 
with the retarded, as well as the 
nonretarded offender over the past decade. 
A review of our over-all experience at 
Patuxent Institution was presented at the 
1963 APA meeting and subsequently pub- 
lished in this journal(3). In the present 
paper, we will focus on the more specific 
issue of the relationship between measured 
intelligence, particularly low intelligence, 
and other significant characteristics of the 
Patuxent population. We have reviewed 
this issue from the descriptive point of 
view, and from our attempts to provide a 
constructive and rehabilitative experience 
for an unfortunate group, retarded offend- 
ers, 


GENERAL DESCRIPTION OF THE 
RETARDED PATIENT 


Over the past five years, despite a dou- 
bling of our total committed population, 
Patuxent Institution has maintained a 
stable proportion of its patients in 
the range of I.Q. 79 and below. A study 
of the total committed population in 1959, 
repeated in 1965, showed no essential 
change. The average I.Q. for all patients 
is 90.5. In March, 1965, 107, or 27 percent, 
of our committed population of 396 had 
1.Q.’s below 79. There were 30 men with 
1.Q.’s below 67, the lowest I.Q. being 51. 
Seventy-seven, or 19 percent, of our men 
fall in the range of 68 to 79 (see Table 1). 

In general, our population is young, 
averaging 26 years of age, with a range 
from adolescents of 17 to older men in 
their 60's, The retarded are somewhat older 
than their nonretarded counterparts, aver- 


TABLE 1 
Intelligence Levels of Patients at Patuxent Institution 


1959 1965 


FULL SCALE 1.8. No. % No. % 
120 and above 15 8 14 3 
111-119 16 8 30 8 
91-110 68 35 151 38 
80-90 38 20 94 24 
68-79 33 17 77 19 
67 and below 23 12 30 8 
N= 193 N= 396 


aging 28 years of age. The oldest retardate 
is 46, making the age discrepancy more 
dramatic. We have no immediate explana- 
tion as to why the retardates as a group 
are older, despite an age range which has 
an upper limit at age 46. We suspect it is 
related to the past history of the retarded, 
in that they have often been confined in 
noncorrectional institutions until late ado- 
lescence. (See Table 2.) 


TABLE 2 
Age and 1.Q. of Retarded and Nonretarded 


AGE 
N MEAN RANGE 
79 and below 1.0. 107* 27.84 17-46 
80 and above 1.0. 289** 25.92 17-62. 
Total population 396 26.44 17-62 


* 27% of total population 
** 73% of total population 


Of basic interest in understanding the 
problem of the mentally retarded offender 
is the geographic and sociological referral 
source of these men. Maryland as a state 
lends itself to a categorization of urban, 
suburban and rural counties. Baltimore is 
the major metropolis, surrounded by two 
suburban counties: Washington, D.C. also 
supplies two additional large suburban 
Maryland counties. There are 19 smaller 
rural counties. We find that the urban and 
rural areas supply a slightly larger pro- 
portion of the retarded than they do of 
our nonretarded population. The suburban 


counties supply a larger proportion of our — 


nonretarded population (see Tables 3 and- 
4). 

An examination by race reveals that the 
largest proportion of our retarded offenders 


are urban Negroes. Three out of four re- 
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TABLE 3 

Geographic Referral Source of Patuxent Patients 
REFERRAL RETARDED  NONRETARDED TOTAL 
SOURCE No. % No. % No. % 
Urban Tale 198 69 275 70 
Suburban 13 12 56 19 COLO 7 
Rural v7 16 SOUR. SG AII 

N= 107 N = 289 N = 396 


tarded men who were referred from Balti- 
more City are Negro. A majority of non- 
retarded men referred from Baltimore City 


is not available at this time. Our study 
for this paper is limited to an analysis of 
the nature of the last crime committed, 
Utilizing categories of burglaries, robberies, 
sex crimes, larceny, assault and criminal 
homicide, we find that the retarded have a 
higher proportion of sex crimes and 
assaults, whereas the nonretarded have a 
higher proportion of robberies in their 
offense pattern. There was only one re- 
tarded patient in Patuxent Institution for 
murder. However, it is our impression that 
in Maryland the retarded murderer more 


TABLE 4 
Rural-Urban Distribution of Retarded, Nonretarded 
RETARDED NONRETARDED TOTAL 
~ REFERRAL SOURCE NEGRO WHITE NEGRO WHITE NEGRO WHITE 
= Baltimore City 58 19 88 110 1% 129 
All other 16 24 20 61 36 85 
N=74 N=43 N=118 N=171 N=182 N= 214 


a 

are white. This must be appraised in the 
context of the distribution of the population 
of Baltimore City, which is 38 percent 

Negro and 62 percent white. 

_ A further analysis reveals that of our 
3 total retarded population in Patuxent In- 
~ stitution, twice as many are Negro as are 
white, just the reverse of our nonretarded 
population where twice as many are white 
as are Negro (Table 5). These findings are 


TABLE 5 
Race and Retardation in Patuxent Institution 
RETARDED  NONRETARDED TOTAL 
© RAGE No. % No. % No % 
' Negro 74 69 108 37 182 46 
White 830) 31 181 63 214 54 
N= 107 N = 289 N = 396 


in keeping with the concept of cultural 
deprivation as a major source and cause of 
mental retardation. 


Our patients are convicted of a crime be- 
fore they are committed to Patuxent Institu- 
tion as defective delinquents. Are the crimes 
of the retarded different in any way from 
their nonretarded peers? A detailed study 
based upon a complete criminal history of 
our patients would be of great value, but 


often goes to the Maryland Penitentiary 
than to Patuxent Institution. (See Table 6.) 


TABLE 6 
Comparison of Crimes—Retarded, Nonretarded 
RETARDED  NONRETARDED TOTAL 

CRIME NO. % NO. % NO. % 
Burglary 31 29 «88 30 119 30 
Robbery 19 18 72 25 91.) 23 
Sex offenses 24 22 39713: 63 16 
Larceny 10 10 34 12 4 1l 
Assault 14 13 22 8 Bono 
Criminal homicide 1 1 10 3 blak d 
Other Dh 24 9 Byam 

N= 107 N = 289 N= 396 


There is some evidence that crimes of 
violence constitute a more significant pro- 
portion of offenses for which our retarded 
patients are incarcerated than heretofore 
expected. However, this is counterbalanced 
by an analysis of total crimes against 
persons as contrasted with total crimes 
against property. In both our retarded and 
nonretarded populations, we see the same 
ratio of 60 percent offenses against person 
as contrasted with 40 percent offenses 
against property. 

Do the retarded offenders get longer 
sentences? Surprisingly not. Our average 
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‘sentence is eight years, though the range 
exceeds man’s life span—from one to 105 
years. The retarded offenders average 7.5 
years, a year less than the nonretarded. 
We are currently exploring this finding to 
clarify the possible effect of mental re- 
tardation on sentencing procedures. 


INSTITUTIONAL ADJUSTMENT OF THE 
RETARDED OFFENDER 


How does the retarded patient fare in 
the institutional program? Patuxent Insti- 
tution has a graded tier system. There are 
four tier levels which are distinguished 
primarily by the number of privileges per- 
mitted patients on each level. These privi- 
leges include things like hours of lights 
out at night, kinds of commissary items 
that can be purchased, type of job, 
freedom of movement within the tiers and 
within the institution, increased personal 
responsibility, etc. After an initial period 
on a receiving tier, most new patients start 
at the first level, which has the fewest 
number of privileges. They must work 
their way up to higher levels by demon- 
strating cooperation with the goals of the 
institution, a genuine effort to work 
through their problems and interest in 
self-government. 

Promotion to a higher level has become 
highly valued by the patient population 
generally, and demotion from higher to a 
lower level is usually seen as a considerable 
personal loss. To be considered for leave 
or parole, a patient must, as a rule, have 
reached the third or fourth level and dem- 
onstrated his ability to adjust and/or im- 
prove while on these higher levels. This 
may provide a powerful incentive to some 
genuine soul-searching and encourage 
active participation in treatment process. 
Interestingly, our early thinking concerning 
the retarded offender was reflected in our 
handling of the graded tier system. Initially 
the retarded patients were excluded from 
promotion to the fourth level and experi- 
mental tiers, as we feared they would be- 
come long-term residents. As such they 
would severely reduce mobility within the 
graded tier system. Currently the retarded 
are not excluded from any aspect of the 
graded tier system although some considera- 
tion had earlier been given to the develop- 


ment of a special, separate retarded 
within the institution. Due to practical in- 
stitutional management considerations, wi 
made no attempt to segregate the retarde 
from the nonretarded group despite warn- 
ings of dire consequences if we did not do 
so. However, our experiences under an 
integrated system indicate that most of 
fears were unfounded. 


our over-all institutional program, This is 
reflected in the graded tier system where 
in general, the retarded patient fares a 
well as the nonretarded patient. The re 
tarded patient definitely has a greater 
number of disciplinary problems than has — 
his nonretarded peer, resulting in a higher 
proportion of retarded patients on the first 
level. A careful study of the actual nature 
of these disciplinary problems shows no 
significant difference in total pattern, 
though the retarded patient does become 
involved more often in fights and destruc- 
tion of property. From the institutional 
management point of view, the retarded 
offender is somewhat more difficult, but 
not overwhelmingly so. (See Table 7.) 


TREATMENT PROGRAM ; 
The treatment program of the institution 
includes not only therapy by use of thi 
graded tier system, but by a more total” 
milieu approach which includes formal 
educational, vocational, recreational and re- 
ligious training programs, as well as individ- 
ual and group psychotherapy(2, 4). 
Vocational program. This program in: 
cludes formal classes in such areas — 
carpentry, sheet metal, automotive trainin 
cooking and barbering. Classes are supple- 
mented by appropriate job assignments 
within the institution. We cannot dis 
these programs in detail except to ri 
that the retarded patients have participat 
in many of these programs and seem 
progress as satisfactorily as our nonr 
tarded. Seventy-eight percent of our 1 
tarded population are in institutional work 
programs, as compared to 84 percent of 
the nonretarded. $ 
Educational program. Those fam 
with the general field of retardation 
cognizant of the vital role of educai 


PERCENTAGE 
NUMBER OF — OF TOTAL 
TYPE OFFENSES OFFENSES 
Contraband 41 22 
Intoxication 1 0.5 
Fighting 31 16.5 
' Threatening and disrespect 
to an officer 48 26 
Sex offenses 9 5 
_ Illegal medication 7 4 
Destroying state property 16 9 
Other 32 17 
Number of patients 50 
-= Total offenses 185 
_ Mean number of offenses 
~ per patient 3.70 


NONRETARDED TOTAL 
PERCENTAGE PERCENTAGE 
NUMBEROF © OF TOTAL  NUMBEROF —OF TOTAL 
OFFENSES OFFENSES OFFENSES 
60 28 101 25 
5 2 6 15 
31 14 62 15.5 
56 26 104 26 
6 3 15 4 
15 7 22 5.5 
14 7 30 7.5 
27 13 59 15 
86 136 
214 399 
249 2.93 


tional program stimulated greater in- 
erest on our part in the total treatment 
program for the retarded. We found there 
‘were many patients who tested as retarded 
while in actuality they were not truly 
retarded but rather dramatically deprived 
in the educational and cultural sense. A 
brief case vignette may be illuminating. 


_M. H. was received at Patuxent Institution 
early in 1957 with a 20-year sentence for 
armed robbery. At the time of his arrival, 
_he was 19 years old, and attained a Full Scale 
Wechsler 1.Q. of 70. His history indicated 
‘that he had been known to the Department 
_ of Public Welfare since age 6, and had been 
_ institutionalized at age 13. At that time he 
attained a Wechsler Intelligence Scale for 
Children 1.Q. of 40, and Stanford-Binet LQ. 
of 54. On the Metropolitan Achievement Test, 
he had a reading and arithmetic level of 
second grade. He was formally diagnosed as 
a mental deficient, without psychosis, at age 
13}, and committed to the mentally retarded 
~ section of a state mental hospital. 
= After arriving at Patuxent Institution in 
June, 1957, he was enrolled in a primary 
class in our education program. He was pro- 
_ moted to an elementary class in April, 1958, 
and to a junior high school class in October 
1959. Finally, in 1960, he was promoted to a 
senior high school class. In December 1961, 
he passed the Maryland State High School 
Equivalency Test. When tested with the 
Wechsler Adult Intelligence Scale in 1962 he 
achieved a Full Scale LQ. of 98. 


” 


This dramatic vignette does not fit all 
of our retardates, but does indicate that 
many of the low I.Q.’s we see would 
respond to remedial education. Sixty per- 
cent of our retardates are currently 
enrolled in our academic program, and 
we are making new efforts to find initial 
screening devices for early identification 
of those who are truly retarded as dis- 
tinguished from those whose I.Q.’s would 
dramatically rise under proper care. We 
hope to report on our research findings 
in this area in the near future. 

Psychotherapy. Group therapy is the 
treatment of choice at Patuxent Institution. 
For the first several years of our existence 
no formal psychotherapy was attempted 
with the retarded population, though they 
did participate in educational and voca- 
tional programs. 

In 1959, a psychotherapy group for the 
retarded was formed on a trial basis. Ten 
patients were included in the group, with 
a psychologist as therapist and a social 
worker as observer and case worker, A 
more direct approach was used in group 
psychotherapy with the orientation toward 
problem-solving. The emphasis was on 
everyday problems rather than any work 
toward insight. The results were dramatic 
and after 18 months over half the group 
was approved for parole. Other profes- 
sionals at the institution attempted such 
modalities as psychodrama. In general, our 
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experience has been that the retarded 
offender has some potential responsiveness 
to heretofore unexplored psychotherapeu- 
tic treatment approaches, 

In keeping with this, in the past few 
years the psychology department decided 
to investigate a screening as well as a 
therapy program which would distinguish 
those who would respond to rehabilitative 
efforts. Six psychotherapy groups involving 
70 of our retarded patients were started 
in the latter part of 1964, There is a 
careful research design which attempts to 
distinguish the crucial variables along with 
dimerisions of treatability, responsiveness 
to group therapy, etc. As a result of our 
renewed interest in the retarded patient, 
we can report that 70 percent of our 
retarded population are now in formal 
psychotherapy. 


RESULTS : RETENTION OR RELEASE 
FROM THE INSTITUTION 


After having been convicted of a crime 
and sentenced, patients committed to 
Patuxent Institution are given completely 
indeterminate sentences with no fixed min- 
imum or maximum. Patients may be re- 
leased on parole after serving a period of 
time which may be either shorter or longer 
than their original sentences. A certain 
proportion of our patients remain com- 
mitted and institutionalized beyond their 
original sentences, A study of these patients 
reveals that a significantly larger propor- 
tion of the retarded remain committed 
longer than their original sentences, com- 
pared with the nonretarded. While the 
retarded constitute 27 percent of our 
population, they account for 42 percent 
of the patients remaining in the institution 
beyond the length of their original senten- 
ces. Another way of Jodho at this is 
that 30 percent of the retarded have re- 
mained beyond their original sentences as 
contrasted with 15 percent of the non- 
retarded, 

The reasons for patients remaining be- 
yond the expiration of their original 
sentences fall into two categories—first, 
unresponsiveness to treatment, and second, 
lack of a suitable community placement. 
Our experience has been that the retarded 
does indeed presenta more 
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difficult problem than the nonretarded 
patient. when it comes to finding a suit- 
able job and home placement in the com- 
munity. 7 

Turning to the factors of retention in 
the institution and parole release, we find 
that the retarded do make parole but in a 
somewhat lesser proportion than the gen- 
eral population. Of all our retarded offen- 
ders, 6 percent are on parole as contrasted | 
with 9.6 percent of our nonretarded of- — 
fenders on parole. While the advantage — 
seems clearly to be with the nonretarded, 
it is not a great one and may in part 
reflect a time lag. That is, it has only been 
in the past few years that the retarded 
have been included in our psychotherapy 
program and, in the near future, we expect 
a higher proportion of our retarded 
patients to be released on parole, 

Forty-six of the 103 patients released on 
parole have violated. Three out of four 
violators were returned to Patuxent be- 
cause of poor community adjustment rather 
than for the commission of a crime. Nine- 
teen men of the total of 103 men paroled 
were retarded, Twelve of these nineteen 
men were returned to the institution, In 
all cases but one, the return was due to — 
difficulty in community adjustment rather 
than to commission of a new crime, From 
the point of view of danger to the com- 
munity, the released retarded offender does — 
as well or better than the nonretarded. 
Community adjustment does present a 
significant problem. We are currently ex- 
ploring various ways of strengthening our 
parole follow-up program to overcome 
these difficulties. It is clear that some of — 
these men need a transitional facility such 
as a halfway house. 


DISCUSSION AND IMPLICATIONS 


Though there are several key issues to 
which we might address ourselves, a basic 
one is the fact that prejudice against the 
mentally retarded as a total group en- 
compasses prejudice against the meni 
retarded offender as well. There is ani 
historical trend here which at first gave 
undue emphasis to mental retardation as 
the cause of crime, followed by an over 
reaction that failed to give mental retar- 
dation any credence at all as related to 
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crime. Under the stimulus of having an 
institution where approximately one-third 
of the population falls in the retarded 
range, we have explored the’ problem of 
the retarded offender at Patuxent In- 
stitution. 

We have found through experience that 
the retarded and the nonretarded offender 
do well when integrated into a total in- 
stitutional program. In some ways, special 
efforts must be made for each group, partic- 

ularly in the educational and therapy areas. 
_ While acknowledging the special needs 
of the retarded offender, the goal of re- 
turning him to a nonretarded community 
argues strongly in favor of having an 
_ integrated institutional program. The re- 
tarded offender can benefit from all aspects 
of a broad-based therapeutic program, in- 
cluding psychotherapy. 
_ Though the retarded offender does pre- 
_ sent a more difficult institutional manage- 
ment problem, this is not an insurmountable 
barrier to successful rehabilitation. Upon 
_ release to the community, there are signif- 
icant adjustment difficulties, but our ex- 
_ perience reveals that the paroled retarded 
' offender is no more dangerous than the 
paroled nonretarded offender. 
Limiting the treatment of the retarded 
to the old, traditional methods of the past 
is disappearing. The renewed interest in 


f The legal protection of society from the 
= potentially violent offender is impossible 
under our present techniques and disci- 
_ plines. Until we have reached that point 
in the development of our psychiatric 
- knowledge at which we can predict with 
certainty that an unoffending individual 
will be dangerous to society, and laws 
relevant to that fact have been passed, we 
cannot exercise any legal control or sanc- 
__ tion over such persons. 


Read at the 121st annual meeting of the Ameri- 
can Psychiatric Association, New York, N. Y., 
May 3-7, 1965. 

Judge Biggs is Chief Judge, United States Court 
of Appeals for the Third Circuit, Philadelphia, Pa. 


the rehabilitation of the retarded with the 
goal of return to society as productive 
citizens must be encouraged in institutions 
for the retarded in general. We hope this 
paper may shed a ray of light and hope to 
all people working with a retarded popu- 
lation by demonstrating that they can func- 
tion successfully in a predominantly non- 
retarded society. 
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THE LEGAL CONTROL OF DANGEROUS BEHAVIOR 
JOHN BIGGS Jr., LL.B. 


This means in substance that at the 
present time society cannot be protected 
from a first crime committed by a person 
considered sane. There is indeed little like- 
lihood that our Constitution will be 
amended so that liberty can or may be 
curtailed before a crime has been com- 
mitted. But the right of the individual to 
freedom often prevents the protection of 
society from violence. How to protect 
society under these circumstances is an 
unsolved problem—one that requires new 
concepts in criminology and marked ad- 
vances in psychiatric techniques, 

At our present stage of development the 
dangerous personality can be detected only 
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infrequently in advance of some overt act, 
and the dangerous state of mind may not 
be curable at all. Speaking of one large 
but ill-defined group, perhaps in the future 
we will be able to do something construc- 
tive for those personalities designated as 
“sociopaths”—a psychiatrically unscientific 
but useful designation from the standpoint 
of criminologists. These unfortunate indi- 
viduals, whose liberty may not be curtailed 
until after the commission of a crime or 
crimes, sometimes of violence, constitute 
a major problem for anyone who has any- 
thing to do with law enforcement. 

Until that time when our means of pre- 
diction or prognostication are perfected, 
we must use psychiatry, psychology, gene- 
ticism and indeed every available science 
that may prove helpful and possibly 
preventive, but when the issue of depriving 
a person of his liberty is involved, the 
greatest caution must be observed. As an 
illustration, I cite the case of an officer of 
our armed forces who was sent to a hos- 
pital for bronchitis but due to a series 
of erroneous assumptions by the hospital 
doctors was placed in the locked ward of 
a nationally prominent psychiatric hospital. 
His condition was diagnosed on the basis 
of the record of another man of the same 
name who really was psychotic. The 
officer’s protests only indicated to the 
psychiatrists that his illness gave evidence 
of being “of a paranoid nature,” and his 
very natural tensions over his predicament 
were interpreted as additional symptoms 
of mental illness(2). 

So long as such mistakes are possible, 
no law should be passed that would give 
control of a man’s destiny to one single 
discipline. 

Criminal statistics are staggering, and 
the apathy of the public toward them is 
frightening. In 1964, a total of almost three 
million major offenses was reported, many 
committed by juveniles. This was an in- 
crease of 13 percent over 1963 and ap- 
Proximately a 50 percent increase over 
1958. Such figures are said to be exaggerat- 
ed, but if they were cut in half the totals 
still would be alarming. Obviously our 
present methods of dealing with offenders 
do not reduce crime and new techniques 


must be devised and employed. Unques- 
tionably, this will cost money. 5 


OVERHAUL OF PRISON SYSTEM NEEDED 


Even now our system of justice Jags 
behind known scientific discoveries and 
enlightened procedures to a disheartening 3 
degree. Our entire penal system ought to 
be overhauled and modernized. This will 
be possible only when public opinion — 
outgrows archaic concepts of crime that 
have no relation to modern psychology or 
penology. Many state prisons and all fed- 
eral prisons are attempting rehabilitation, 
Unfortunately it is impossible to rehabili- 
tate some confirmed criminals even with 
the best of treatment. But most prisons are — 
able to provide only meager rehabilitation 
training for inmates and many, if not most — 
inmates, are released at the end of a period — 
of confinement without any substantial 
therapy. These individuals simply return 
to their former pattern of living. 

Many states lay great emphasis on their — 
laws dealing with “sexual psychopaths” 
and point out that these laws provide for 
psychiatric treatment and therapy. Such 
laws are excellent when their purpose is 
effected, but society should be protected 
from all violence insofar as possible and 
our primary aim should be the prevention 
of crime rather than its cure. 

I am convinced that we have not 
scratched the surface in exploring the pre- 
ventive possibilities, and I am disturbed ` 
because the great emphasis in the public 
mind remains directed toward punishment. — 

I think our attitudes toward the pre- 
vention of crime are based on precon- 
ceived ideas and stereotypes that have not — 
been based on reality. Whatever the cause — 
or causes of delinquency may be, the 
delinquent personality seems to have been 
created before we employ the techniques 
which could enable us to detect substantial — 
abnormality. It is not true that delinquency — 
is limited to those who have suffered dep- 
rivations and disabilities, such as racial 
prejudice, broken homes, poverty and slum 
conditions. But many of these conditions 
are found to attend delinquency. In the 
old days not everyone got smallpox who 
was exposed to it; but it is true, I believe, 
that delinquency develops where some ce 
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sential is lacking. And we should bear in 
mind that the juvenile delinquent frequent- 
ly becomes the adult criminal. The work 
camps inaugurated under the auspices of 
the federal government are a most hopeful 
augury. In this area most of our states 
have shown an intolerable indifference. 


CAMBRIDGE-SOMERVILLE STUDY 


Devoted volunteer groups have carried 
on community projects for neighborhood 
betterment for years. Such work is com- 
mendable, and I do not decry it. These 
programs may have diverted some indi- 
viduals from crime, but their value in 
crime prevention has never been truly as- 


- sessed. In one of the most extensive 
- controlled experiments yet made along 
these lines, the famous Cambridge-Somer- 
_ ville Youth Study which began in 1939 


ith the aid of a half-million dollar grant, 
an attempt was made to prevent crime 
using the treatment conventionally con- 


sidered to be a crime deterrent. 
A 


Young boys referred from congested 

_ Massachusetts areas were divided into two 
_ groups. In the treatment group were 325 
boys, each of whom, after careful tests, 
= was matched with another boy of similar 
‘background and presumed similar person- 

ality in a control group. The group that 

was to be the treatment group was decided 

by the toss of a coin. The young boys in 

the treatment group received regular 

friendly attention from counselors, as well 

as whatever medical and educational serv- 
ices seemed needed. They were given aca- 


< demic tutoring, psychological counseling, 


trips, recreation, religious instruction and 
whatever else was generally considered 
helpful. Contacts were maintained with 
the boys and their families for an average 
period of five years until the boys were 
about 17, 

While this was in progress, however, 
psychological tests, checks on school ad- 
justment, and a review of court records 
failed to uncover significant differences 
between the treatment and control groups. 
Inasmuch as the purpose of this experiment 
was to prevent crime, another study, sup- 
ported by another grant, was made in 
1956 as a follow-up to learn what had 
happened to those in the two groups who 


> 
had been considered pre-delinquent. Only 
matched boys were considered. It was 
found that there was no significant differ- 
ence in the criminal records of the two 
groups(3). 

I am sure that all of us would like to 
see all unpleasant environments brought 
up to desirable standards, and I have no 
fault to find with anti-poverty programs, 
procedures insuring adequate medical care, 
improved educational curricula and indus- 
trial designs for full employment. All of us 
favor these things. But I would like to see 
an approach devised that would enable 
the individual to develop from within him- 
self the highest potential of which he is 
capable and along lines of his own 
preference. The impetus for improvement 
must be developed within the mind of 
each individual if improvement is to be 
of a lasting kind. 

I state again that we must begin our 
efforts at the earliest possible stage in the 
development of the individual. It may be 
that the essential ingredient for the very 
young child is simply love. It seems to 
have been demonstrated that children de- 
velop better in their own inadequate 
homes than in institutions where they are 
provided with the best in material sur- 
roundings and care. 

Dr. Ralph W. Colvin, in a paper giving 
the result of his research has said : 


The retarding, and even deadly, consequences 
of insufficient mothering on child development 
were described as early as the 13th century ; 
in fact, one account of the effects of infant 
deprivation was recorded several centuries 
B.C. Research, largely within the last 25 
years, can well be summarized in Bowlby’s 
conclusion : “the evidence . . . leaves no room 
for doubt . . . that the prolonged deprivation 
of the young child of maternal care may have 
grave and far-reaching effects on . . . the 
whole of his future”(1). 


It is interesting that the Glueck Pre- 
diction Table has proved accurate and 
that it shows in essence that good and 
interested parents are a requisite for the 
well-adjusted child. However, knowing 
that a child will be anti-social does not 
thereby provide the cure. Ideally the time 
to apply the knowledge obtained from the 
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Glueck Table would be to the home before 
the child is born into it. 


MOTHER-CHILD RELATIONSHIPS 


There are many interesting experiments 
going on in child guidance clinics and 
nursery schools, and, of course, within the 
Menninger Foundation. The greatest suc- 
cess appears to have been in concentrated 
work with mother-child relationships in 
the school and home, using a combination 
of skills not so limited as those in the 


specialized social agencies. But the neces- 


sary trained personnel are not available in 
sufficient quantities. The kind of work per- 
formed at the Menninger Clinic should be 
proliferated in every community. Certainly 
every teacher, and surely every mother, 
should have some training in the funda- 
mental principles of mental health. 

Open-minded experimentation should be 
encouraged. It has been said that if we 
only knew enough, a drop of blood or 
even the parings of the fingernails could 
reveal much of the personality of an 
individual. The Public Health Service has 
reported investigations of the patterns of 
palms and fingerprints of patients with 
various neurological disorders in three 
Virginia institutions. Unusual patterns had 
been reported in patients with organic 
brain syndrome, neuroses, various congeni- 
tal and genetic diseases, congenital heart 
disease and schizophrenia. It would indeed 
simplify and shorten diagnoses if these 
discoveries should prove to be a means 
of locating such disorders. Let us not sell 
the proposition short. Sooner or later some 
unexpected finding may well prove revo- 
lutionary. 


TELEVISION EVIDENCE IN COURT 
JAMES H. RYAN, M.D., anv VITO J. CASSAN, LL.B. 


The psychiatrist appearing in a com- 
petency case as an expert witness attempts 


Based on a paper read at the 12lst annual 
meeting of the American Psychiatric Association, 
New York, N. Y., May 3-7, 1965. 

Dr. Ryan is an Instructor in Psychiatry, College 
of Physicians and Surgeons, Columbia University, 
722 W. 168th Street, New York, N. Y. Mr. Cassan 


In our emphasis on mental factors, let us _ 
not lose sight of the physical. The effect 
of genetic factors on the personality as 
found by the Gluecks is as mysterious as 
locating disorders by palm prints, _ but 
further research may lead to something 
fundamental. Why sociological factors af 
fect those with certain somatic traits and 
not others is an unexplored area. 

Any substantial improvement must await 
a change in public opinion. The public 
should be alerted to its responsibility at 
every opportunity, Too much cannot be 
expected from our courts which, at most, 
have only the power to hand down sen- 
tences within the limits of the statutes 
that have been laid down for them to 
follow. Legislatures can do more, much 
more. They represent public opinion, and 
I believe forward-looking legislation and 5 
provision for funds to enforce it meet with ~ 
much better response from the public than i 
do forward-looking judicial opinions. 3 

A day will dawn when, with enhanced — 
knowledge and increased good will, great 
progress will be made. 
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to help the jury make a decision. He 
appears as a friend of the court to sup 
information. His opinion on the final de 
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sion may be requested by the court, and 
such an opinion may strongly influence the 
jury. However, the primary functions of 
the psychiatrist in court are twofold: to 
make pertinent observations of an indi- 
vidual and to communicate these observa- 
tions to the court. The opinion of the 
psychiatrist is secondary since the final 
decision is the responsibility of the court. 
What appears to be a simple enough 
job for a psychiatrist is, however, the 
subject of great confusion and controversy. 
_ Many articles appear in the literature con- 
= cerning the scientific and philosophical 
problems affecting the presentation of 
psychiatric evidence in court. Thomas 
Szasz discusses in recent publications (2, 
_ 3) the issues involved in testifying about 
4 another person’s “mental health.” Dr. Szasz 
i 


4 


z 
__ believes that the concept of “mental illness” 
is an inappropriate metaphor, concealing 
_ behind it a desire on the part of the 
psychiatrist to control another individual 
and thereby enforce the rules of his own 
_ social institutions. Therefore, says Dr. 
 Szasz, the function of the expert witness 
in court will be to force compliance or 
restraint upon those individuals whose be- 
havior deviates from what he, the psy- 
chiatrist, believes to be appropriate. The 
jury then is not given unbiased observa- 
tions but is presented with information 
concerning the acceptability of the patient’s 
behavior to the psychiatrist. 

There is no question but that up to a 
point, Dr. Szasz has a good argument. 
The value judgments of the expert witness 
distort the ability of the psychiatrists to 


— 


ha 


; make observations and to report them to a 


` jury. 

Professor Henry Weihofen discusses the 
problem of communication between the 
psychiatrist and the court in a recent arti- 
cle(4). This author reports on the con- 
fusion in the use of certain terminology 
by both doctors and lawyers. Words such 
as “incompetency” and “insanity” have 
little true communication value. The issue 
generally involves degrees of competency 
and degrees of insanity, which are difficult 
for the psychiatrist to define and equally 
difficult for the jury to decide upon. Such 
words often create the impression of 
knowing, while hiding beneath it the fact 


that the expert does not know and, even 
worse, does not know he doesnt know. 
Weihofen urges the psychiatrist to under- 
stand the pragmatic quality of the law 
and to define his terms in simple, common 
words. 

Similar critiques of psychiatric expert 
testimony call attention to the need for 
new methods of making and communi- 
cating data to the court. Recent develop- 
ments in video tape recording create a 
partial solution to these problems. This 
report contains a description of the first 
use of television in a mental competency 
proceeding. 


The case. In February of 1964, one of the co- 
authors (V.C.), a practicing lawyer, asked the 
other co-author to interview a patient at Chest- 
nut Lodge in Maryland for the purpose of 
evaluating the patient’s mental health. It was 
agreed that if the psychiatrist believed the 
man was well enough to fulfill the requirements 
for legal competency, the lawyer would begin 
a court procedure to have the patient declared 
legally competent. The patient had been found 
to be legally incompetent two years earlier and 
had been hospitalized for four years, 

The psychiatrists reported that the patient 
was able to fulfill the competency require- 
ments, and the lawyer began a proceeding. At 
that point the issue was contested by the fam- 
ily, and preparation for a courtroom contro- 
versy began. It was decided to bring the pa- 
tient to New York to prepare a video taped 
diagnostic interview at the New York State 
Psychiatric Institute where one author is di- 
tector of the television research project(1). 
This procedure was undertaken with the belief 
that such a tape would greatly facilitate his 
presentation to the court as an expert witness. 
No legal precedent had so far been established 
in any court, 

The court proceeding began in June 1964 
in the New York State Supreme Court, Justice 
Gabrelli presiding. During the proceedings the 
video tape recording was admitted, over ob- 
jections from the opposing counsel, as relevant 
and material evidence, thereby establishing 
legal precedent. However, at this point oppos- 
ing counsel withdrew their objection to the 
proceeding, making the reviewing of the tape 
unnecessary. The expert witnesses reported 
verbally, the patient was found competent and 
the proceeding was terminated. 


DISCUSSION 
The innovation in the presentation of 
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psychiatric evidence reported above was 
only partially complete. However, the 
determination of the court to accept such 
material as evidence established a prece- 
dent and therefore opens the way for new 
methods of presenting psychiatric testi- 
mony. These new techniques must be de- 
signed to diminish observational and com- 
municational contaminants which plague 
expert testimony. 

The function of the video tape is to 
allow the judge and jury to observe with 
the psychiatrist the raw material as it 
unfolds in the psychiatric interview. It 
permits the court to see the methods used 
by the psychiatrist to collect data and 
allows the jury to eyaluate the bias 
present in the interviewer. The data are 
communicated to the jury immediately, 
uncontaminated by terminological con- 
fusion and retrospective memory deficit. 

Viewing the tape permits less de- 
pendence on ambiguous words such as 
“insanity,” “incompetence,” “sick,” “dis- 
turbed,” etc. States of emotion, powers of 
judgment, quality of attention, memory 
capacity and general conduct can be 
directly observed by the jury. Intermedi- 
ary words which so often distort the data 
can be to a great extent eliminated. 

The test for legal competency is not, as 
Weihofen states(4), dependent on an 
evaluation of the so-called “mental health” 
of an individual. The test is designed to 
evaluate the defendant’s competency to 
deal with the common, ordinary affairs in 
life, not necessarily with the extraordinary 
affairs. A man may not be able to manage 
an estate of ten million dollars but can 
perfectly well make change for groceries. 
Such a person’s failure in estate manage- 
ment does not qualify him as a legal 
incompetent. 

The video tape shows the court the 
patient functioning in an ordinary affair of 
life. The fact that the situation is recorded 
and that much depends on it for the 
patient distorts the “ordinary” quality of 
the session. However, most of this dis- 
tortion will exist anyway in the usual 
course of gathering data by interview. The 
recording demonstrates to the court verbal 
responses to test questions and situations 
Proposed by the examiner. The jury can 


examine at closer range the subject 
their deliberations. ft 
There is no doubt that the jury 
fail to comprehend much that they 
and hear; however, the expert witness i 
the court can (and must) interrupt th 
recording in order to clarify significant 
events in the interview. Clarification 
interpretation will, of course, lead to some — 
distortion, but greater control over this 
distortion is achieved by the presence of 
the data. ; i 


POSSIBLE OBJECTIONS 


There are three primary legal objections 
to this procedure which may have som 
validity. Each will be described, and an 
attempt will be made to see how each 
could be overcome. 

1. The offerer of the evidence is the 
only one who knows the contents of the 
video tape, and since all or part of it- 
may be irrelevant, immaterial, prejudicial, 
self-serving or contrived, the opponent 
could object to the video tape’s becoming 
evidence. Once the tape is shown to the — 
jury, it is too late to object since the trier _ 
of fact will have already seen it, and what 
ever adverse effect the tape may have 
conveyed will be irrevocable. ) 

This objection may be overcome by al- 
lowing the judge and opposing attorney 
to view the tape before it is viewed by 
the jury. Opposing counsel can at that 
time raise objections, and the court may 
rule upon these objections prior to its 
being shown to the jury. If the objection 
is sustained, the objectionable parts of th 
tape may be erased by electronic process 
without any serious interference with the 
rest of the tape. aa 

2, Another basis for a valid objection © 
to the acceptance of the tape in evidence _ 
could be that there may have been dele- 
tions from the tape for self-serving 
purposes. Certain parts of the tape may 
have been erased previously if these woul 
be detrimental to the case of the litigant — 
who has offered the tape in evidence, ~ 

This does not make the tape inadmi: 
sible into evidence as such. If there is 
deletion, this fact should be stated befo 
hand and it should be shown that 
deletion was not for any self-seeking pur- 
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~ pose but for valid and proper reasons, such’ 


as having no relevancy or materiality to 
the point in issue or being prejudicial to 
the opposition. It would be suggested that 
< no deletions be made under any circum- 
stances since this would tend to raise a 
question in the mind of. the judge who 
must rule upon the acceptability of the 

` tape as evidence. 
3. An objection could be raised upon 
_ the grounds that the televised psychiatric 
interview did not represent a true and 
_ precise psychiatric interview, since the pa- 
= tient knew beforehand that he would be 
televised and that the television would be 
used in court. It could be argued that such 
knowledge would destroy the naturalness 
of the interview, and the patient would 
' tend to stage a performance rather than 
give a normal interview. This objection 
_ would require testimony from the psychi- 
atrist as to the naturalness of the interview 
and if it did in fact differ from other psy- 
chiatric interviews because of the televis- 
_ ing. The fact that a patient may react or 
~ not react to a televised interview would be 
of importance to the interviewer in carrying 
4 out his function as a psychiatric interviewer. 
If the expert witness felt the televised inter- 
view did not represent a true psychiatric 


interview, it should not be presented to 
the court in the first instance. It is im- 
portant to keep in mind, however, that 
this last objection is one the psychiatrist, 
as the expert witness, must answer to the 
court’s satisfaction before the tape will be 
accepted in evidence. 


SUMMARY 


A video tape recording of a diagnostic 
interview was presented for the first time 
in a court of law during a mental incom- 
petency proceeding. The evidence was ac- 
cepted by the court, thus establishing legal 
precedent. Possible objections to the use of 
this technique are discussed, along with 
how each could be overcome. 
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ADAPTATION TO OPEN HEART 
STUDY OF RESPONSE TO 


HARRY S. ABRAM, M.D. 


Heart surgery, if only because of its newness 
and mystery, is an overwhelming ordeal. It is an 
even greater mental and spiritual ordeal than 
a physical one. As a great mystery to the 
patient, it is one that he cant face alone; 
shouldn’t face alone (15), 


Psychological response to cardiac sur- 
gery has interested psychiatrists, psycholo- 
gists and surgeons for more than a decade, 
With advancement in this surgical field, 
the importance of postoperative psycho- 
logical adjustment and the frequency of 
major psychiatric disturbances have be- 
come apparent. The recent implementation 
of the “heart-lung machine” or extracor- 
poreal circulation has widened these fields 
considerably. This paper is concerned with 
the cardiac patient's reaction to open heart 
surgery and the realistic threat to life 
with which each is faced at the time of 
operation. 

In 1952 Bliss and associates (5) reviewed 
the records of 37 adult patients under- 
going mitral surgery. Of these patients 16 
percent were “sufficiently anxious and 
depressed to merit comments by physi- 
cians and nurses” postoperatively. Fox and 
associates (10) in 1954 studied intensively 
the long-term and emergency defenses of 
32 patients having mitral surgery. Nineteen 
percent had “obvious emotional disturb- 
ances” following the operation. His group 
observed “the most important psychothera- 
peutic influence was, of course, the success- 
ful outcome of the operation,” and “all of 
these patients reacted to the cardiac opera- 
tion in terms of death or survival and the 
heart symbolized the life of the whole 
person.” 

Two years later Kaplan(13) concentra- 
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ted on the long-term adjustment of 18 
patients who had had mitral commissu- 
rotomies. Seventeen percent experienced ~ 
psychotic symptoms postoperatively, Kap- 
lan noted the manner in which the patients — 
adjusted psychologically “depended upon 
their total personality organization and ~ 
their life situation.” Excellent physical re- 
sults did not always lead to a healthy 
psychological adjustment; even after “al- 
leviation of the (heart) disease . . , they | 
(the patients) are then faced with anxiety- 
laden problems which they had previously 
been able to avoid because of their heart 
ailments.” 

The psychological meaning of mitral 
surgery and the reactions of 24 patients — 
with mitral stenosis were well studied by 
Meyer and associates(17) in 1961. They — 
described vividly the “catastrophe reac- 
tion” immediately following mitral sur- 
gery, which will be discussed in greater — 
detail later in this paper. They concluded 
in a similar fashion to Fox’s study that — 
operating on the heart “partakes of the 
touching, manipulating, and cutting of an 
organ that, even by the most ignorant or 
the most unsophisticated subject, is viewed — 
as the be-all and the end-all of life itself.” 

Three recent studies also worthy of note 
have dealt statistically with larger groups 
of heart surgery patients. Knox(14) in 1963 
reviewed retrospectively 50 patients under- 
going mitral surgery and 40 patients 
prospectively with preoperative and post- 
operative interviews. In the retrospective 
study, 32 percent manifested some form — 
of psychiatric syndrome postoperatively, 
ranging from 14 percent with hysterical 
symptoms to 2 percent with confusional ~ 
states and another 2 percent with organic 
brain damage. In the prospective portion — 
of the report 15 percent developed post- — 
operative symptoms in the form of hysteria, < 
Knox states that prolonged dependency — 
needs and sexual maladjustment along 
with other indices were often found pre- ~ 
operatively in those patients developing 
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hysterical symptoms postoperatively. Com- 
bining both the retrospective and the 
prospective study, 4.4 percent developed 
“severe psychiatric disorder” postoperative- 
ly. Egerton and Kay(8) evaluated 90 
adults and 36 children who underwent 
open heart surgery. Some 41 percent of 
the adult group developed delirious 
symptoms postoperatively. More recently, 
Blachly(4) has observed the occurrence of 
 “post-cardiotomy delirium.” Of 139 patients 
surviving open heart surgery, 57 percent 
had psychotic reactions postoperatively. 
_ This study is the third dealing with the 
_ psychological aspects of open heart sur- 
gery. Although the work of Egerton and 
lachly deals with larger series of patients, 
little attention is given to the individual 
reaction of the patient to the stress of 
surgery. This paper is concerned directly 
and intimately with such reactions. As such 
it is more closely related to the studies of 
Fox and Meyer, which emphasize the psy- 
_ chological factors involved in the response 
to closed (non-extracorporeal circulation) 
heart surgery. 


- METHOD 


During the six-month period of Novem- 
ber 1963 to April 1964, 23 patients at 
the University of Virginia Hospital sched- 
uled for open heart operations were inter- 
viewed preoperatively and followed post- 
operatively by the investigator. Two of 
these patients were not interviewed pre- 
operatively because of lack of time but 
_ were followed postoperatively. The investi- 
gator acted as psychiatric consultant and 
was one of a team of consultants composed 


also of a cardiologist and neurologist who 
evaluated each patient preoperatively and 
postoperatively, The number of- patients 
was limited by the time the investigator 
could allow for this study. 

Preoperative interviews usually took 
place 24 to 48 hours prior to surgery and 
lasted approximately one hour. The inter- 
view technique was not rigidly structured 
and attempted mainly to develop the 
patient's life history, his attitudes toward 
his heart disease and the approaching 
surgery, his general personality structure 
and typical defense mechanisms for 
dealing with and handling anxiety. Post- 


operative follow-up consisted of daily 
visits after surgery until time of discharge. 
Some patients were seen after discharge 
from the hospital for further interviews or 
corresponded with the psychiatrist by mail. 


RESULTS 


Of the 23 patients interviewed and upon 
whom open heart surgery was performed, 
8 expired at the time of operation or 
shortly thereafter. A ninth patient died 
several months postoperatively and after 
further heart surgery. The patients ranged 
between the ages of 16 and 62, the average 
being 44 years, Eight were female and 
fifteen male. Thirteen had total aortic re- 
placements, 1 an aortic scraping, 3 closure 
of interatrial septal defects, 2 mitral and 
aortic valve replacements, 2 mitral valve 
replacements, 1 pulmonary valvuloplasty 
and 1 diversion of an anomolous pulmonic 
vein drainage. All utilized the pump 
oxygenator. From a psychiatric viewpoint, 
3 patients or 16 percent of those patients 
not expiring at the time of operation devel- 
oped severe psychotic episodes postoper- 
atively; one patient became severely de- 
pressed, another severely anxious. These 
findings are summarized in Table 1. 

Preoperative observations. In the preop- 
erative psychiatric interview the two most 
common reactions to stress of the 
approaching operation were: 1) denial of 
the imminent threat to life facing the 
patient (33 percent) ; or 2) a breakthrough 


of the anxiety with its full expression’ 


during the interview (38 percent). The 
following illustrates a patient with severe 
preoperative anxiety, a death omen and 
resignation to death prior to surgery. 


Case 16. Mr. R. R., a 53-year-old, separated, 
childless, ex-garage owner was admitted to 
the cardiovascular surgical service with a year’s 
history of syncopal attacks and a diagnosis of 
aortic stenosis. A medical student working with 
the patient noted, “The examiner cannot help 
feel that the patient has symbolically closed 
the doors behind him (closed down business, 
etc.). He has no close relatives and comes here 
with great resignation. It is my hope this resig- 
nation is not negative.” During the psychiatric 
interview 24 hours prior to surgery, it was ob- 
vious the patient was highly anxious. He had 
been up since 2:00 a.m. after having awakened 
with arm pain and severe anxiety. He ex- 


965 ] HARRY S. ABRA] 
TABLE 1 HTAR 
Description of 23 Open Heart Surgery Patients 
PREOPERATIVE POSTOPERATIVE MAJOR POSTOPERATIVE 
REACTION CARDIAC PSYCHIATRIC 
PATIENT AGE SEX DIAGNOSIS TO STRESS OPERATION * STATUS COMPLICATIONS 
G.A. 43 F Mitral Anxiety Mitral valve improved None 
insufficiency replacement é 
EB. 33 M Aortic Anxiety Aortic valve Expired Severe anxiety 
insufficiency replacement 4 
M.C. 56 F Atrial septal Not Closure septal Improved None € i 
defect remarkable defect 4 
JD. 30 M _ Mitral &aortic Not Mitral & aortic Expired None DE 
insufficiency remarkable valve replacement i 
R.F. 43 M Aorticstenosis Anxiety Aortic valve Expired Cardiac psycho- 
& insufficiency replacement sis A 
L.G. 45 M Aortic stenosis Anxiety Aortic valve Improved None 
& insufficiency replacement 
F.H. 54 F Aortic stenosis Not Aortic valve Improved None 
remarkable replacement 
M.H. 57 F Aortic stenosis Denial Aortic valve Expired * * — 
replacement 
MJ. 16 M Aorticstenosis Anxiety Aortic valve Improved None 
insufficiency replacement 
JL. 32 M Atrial septal Not Closure septal Improved None 
defect remarkable defect 
RM. 36 M  Aorticstenosis Denial Aortic valve Improved None 
replacement 
A.M. 60 M Aortic stenosis, Denial Aortic valve re- Expired * * — 
aneurysm as- placement, resec- 
cending aorta tion aneurysm 
AN. 44 M  Aorticinsuf- Anxiety Aortic valve Expired (after None 
ficiency, bicus- replacement further hospitali- 
pid aortic valve zations and surgery) 
B.N. 50 F Mitral Denial Mitral valve Improved Depression 
insufficiency replacement 
B.P. 34 M _ Aortic insuf- Denial Aortic & mitral Expired * * = 
ficiency, mitral valve 
insufficiency replacement 
and stenosis 
R.R. 53 M  Aorticstenosis Anxiety Aortic valve Expired * * 25 
replacement 
HS. 35 M_ Atrial septal Not Closure septal Improved None 
defect remarkable defect 
PW. 40 M Congenital Denial Aortic valve Improved None 
aortic valve, replacement, 
aneurysm as- resection 
cending aorta aneurysm 
C.G. 54 M  Aorticstenosis Anxiety Aortic valve Improved None 
: scraping 
MM. 62 M _ Aorticstenosis Denial Aortic valve Improved None 
replacement 
MD. 46 F Pulmonic ——*** Pulmonary Improved Cardiac 
stenosis valvuloplasty delirium 
MERC S420 one Anomalous Depression Diversion pulmonic Expired (shortly None 
pulmonary drainage to after discharge) 
drainage left atrium 
MB. 56 F  Aorticstenosis ——*** Aortic valve Improved Cardiac 
replacement psychosis 


* All operations utilizing pump oxygenator. 


* * Expired at time of surgery or shortly afterward. 
** Patient not evaluated preoperatively. 


pressed concern that his anxiety was getting 
out of control and that he would go “men- 
tal.” He spoke of superstitious thinking that 
he had never experienced before. Specifically 
he had noticed for the past two consecutive 
days blackbirds roosting outside his hospital 
window. He then went on to comment that 
blackbirds rarely come near to buildings and 
usually stay out in the field. These blackbirds 
represented to him a “good sign” and fur- 
thermore he would not sign the operative per- 
mit unless they returned that evening. Shortly 
after these comments he spoke of having made 
out his will. There were no other remarkable 
features detected during the interview and no 
evidence of any psychotic process. 
The following day he underwent surgery with 
aortic valve replacement. Postoperatively the 
patient did well throughout the first night but 
early the next morning he became restless with 
increasing respiratory rate and decreasing 
venous and blood pressure. In spite of heroic 
maneuvers, including cardiac massage, he ex- 
pired within a few hours. Whether or not the 
blackbirds did actually return is unknown. But 
it is of interest the patient reversed or perhaps 
_denied the omen of the blackbird, usually in- 
terpreted as a death symbol, into a “good sign.” 


Postoperative observations. In the imme- 
diate postoperative period the most 
common and perhaps consistent finding 
was the “catastrophe reaction” described 
by Meyer(17). These patients present a 
picture of complete apathy and fatigue 
after having gone through a severe stress 
and survived. Meyer states these patients 
resemble in their appearance “the photo- 
graphed faces of survivors of civil disaster, 
the countenances of these patients present 
staring and vacant expressions of seeming 
frozen terror. Immobile, apathetic, and 
completely indifferent to their fate, they 
respond to inquiries in monosyllables 
devoid of affect.” In the present study it 
was noted that after a few days this 
syndrome usually disappeared, followed by 
a mild depression and then a gradual 
lifting of the affect. However at times the 
reaction did not subside and the patient 
became psychotic. This state was discussed 
by Meyer in another paper(16) dealing 
with the catastrophe reaction in which the 
apathy and withdrawal are “accompanied 
by harrowing repetitive dreams and phan- 
tasies which appear to be derivatives or 
reproductions of phases in the operative 


experience . . . the patient is in a state of 
excitement, associated with ideas of de- 
personalization, and visual hallucinations.” 

Two patients in this series developed 
psychotic reactions similar to the deper- 
sonalization and visual hallucinatory state 
described above. In this paper the investi- 
gator uses the term cardiac psychosis to 
describe this syndrome and to distinguish 
it from the apathetic stage of the catas- 
trophe reaction. These psychoses were 
characterized by transient but recurring 
sensory hallucinations or illusions without 
disorientation to time, place or person. 
They were not typical of the usual post- 
operative delirium and apparently different 
from the delirium described by Blachly(4) 
in that the patients were well oriented and 
had closer ties with reality. Except for the 
absence of disorientation, the transient 
quality of the psychoses with periods of 
several remissions during a 24-hour period 
was similar to postoperative delirious states 
or acute delirium associated with brain 
damage in which there are bouts of 
confusion interspersed with periods of 
lucidity, For example : 


Case 22. Mrs. M. B., a 56-year-old housewife, 
was admitted to the University of Virginia Hos- 
pital for the first time with a history of a strep 
throat and a febrile illness in her teens fol- 
lowed by an asymptomatic period until two 
or three years prior to admission. At that time 
she developed substernal chest pain on exer- 
tion, relieved by rest. Six months prior to 
admission she noticed ankle swelling; five 
months later, she had an episode of acute pul- 
monary edema. Diagnosis on admission was 
aortic stenosis, secondary to the rheumatic 
heart disease, inactive and congestive heart 
failure. The patient was not seen preoperatively 
by the psychiatrist, but no other physician ob- 
served any abnormality in her mental status. 

During her operation, the aortic valve was 
replaced with a Starr-Edwards valve prothesis 
utilizing extracorporeal circulation. She toler- 
ated the operation well and continued to do so 
in the recovery room until six days postopera- 
tively when one of the recovery room nurses 
noted, “Patient is evidently experiencing audi- 
tory hallucinations—says she hears daughter's 
husband paged over p.a. system, has been 
smelling strange gas all day.” That afternoon 
she was seen by the psychiatrist. She was 
oriented in all spheres but was convinced that 
she would be taken back to the operating room 


had been brought into her room to do her 
harm. Her “hallucinations” were in actuality 
illusions with misinterpretations of various stim- 
uli about her. There were indeed yoices coming 
over the loud speaker system, odors about, and 
various monitoring systems in use to gauge 
her pulse, heart functioning and other physio- 
logic measurements. The psychiatrist explained 
the situation to her and offered to stop by 
daily to see her. For the next three days she 
continued to be suspicious and fearful. The 
psychotic symptoms then subsided and did not 
recur for the rest of her hospital stay, which 
was uneventful. 

When interviewed nine months postopera- 
tively she spoke vividly of her experiences in 
the intensive care unit. Her affect was brighter 
and more appropriate. She had returned to her 
work as a clerk in a local court house and 
physically was doing quite well. Nevertheless 
she still had not given up completely her 
illusions. She spoke of the gas, the machines, 
the p.a. system, and wondered what the pur- 
pose of their use in the ICU had been. 
These doubts did not seem to occupy a signi- 
ficant part in her life, but she was not con- 
vinced it was her “imagination” as her hus- 
band said it was. When her misinterpretation 
of reality was re-explained to her by the psy- 
chiatrist she accepted his interpretation with 
some but not complete relief of her doubts. 
She spoke of the reassuring aspects of the 
psychiatrist’s visits during her stay in the 
ICU and the beneficial qualities of his “stand- 
ing beside” her during these frightening epi- 
sodes. She reiterated her awareness of her 
surroundings during the delusional and illu- 
sionary period, saying that she always knew 
where she was. 


Each of these patients had a neurological 
evaluation which was essentially negative 
except for the mental status as described. 


DISCUSSION 

When one considers the mortality of 
this series of patients, the threat of death 
is a situation with which each of these 
patients was faced. One may ask, “How 
much were these patients actually told 
about their chances to survive surgery?” 
Was their denial and anxiety related to 
what they had been told by their physician 
or was it based on factors outside of their 
awareness or by subliminal or nonverbal 
cues? As to what had actually been told 
the patients, the investigator can only sur- 


mise from what the physician and th 
patient told him. In all probability the 
patient was given an honest account 
his prognosis but the risks of surg 
minimized. If such were the case the threat 
to life was recognized also from other 
factors, perhaps related to cues the patients 
picked up from the personnel caring foi 
them or from unconscious factors. 


have been well described by Beigler(2 
who states, “There is an unconscious 
awareness on the part of the patient of 
his impending death and . . . this is reacted 
to with anxiety that may be repressed.” 
Weisman and Hackett(21) speak of — 
“middle knowledge” in the dying patient 
who is aware he is dying even though 
those about him deny it : “For the majority 
of dying patients, it is likely that there is 
neither complete acceptance nor total re- — 
pudiation of the imminence of death.” 

In another but similar context Tolstoy 
describes the attitude of the dying patient 
and the physician treating him in The 
Death of Iván Iljch(19): “Iván Ilých 
knows quite well and definitely that all 
this is nonsense and pure deception, but — 
when the doctor, getting down on his 
knee, leans over him, putting his ear first 
high then lower, and performs various — 
gymnastic movements over him with a 
significant expression on his face, Iván Ilych 
submits to it all as he used to submit 
to the speeches of the lawyer, though he 
knew they were lying and why they were 
lying.” i 

It is important to note in this series of 
patients that each had been seriously ill 
with chronic severe cardiac disease and 
not infrequently had had bouts of con- 
gestive heart failure, precordial pain, etc. 
Most looked upon surgery as potentially 
life-saving or death-producing. E. 

As commented on by Fox(10) and 
Meyer(17), the meaning of heart surgery 
to the patient seems to lie directly with 
the threat of cessation of the organ re: 
istically and symbolically associated wi 
continuation of life. Several patients in thi 
present study expressed fears of their heart 
“not starting up again” after repair of the 
diseased valve. Another wondered if 
would be alive while his heart was stoppe 
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and he was on “the pump.” Mr. E. B. 
and Mr. R. R., both of whom died post- 
operatively, expressed a fear of going 
insane. These patients may well have been 
expressing their concern about impending 
death. Weisman and Hackett(21) com- 
ment, “The fear of dying may also represent 
itself in psychological terms as a fear of 
insanity.” 

The etiology and exact nature of the 
“cardiac psychosis” remains unclear, but 
it seems likely as described by Meyer(16) 
that it is an extension or a part of the 
catastrophe reaction. An important factor 
mentioned by Meyer and also by Egerton 
(8) is the role of sensory stimulation and 
deprivation in the formation of the post- 
operative psychotic symptoms. Egerton 
comments, “Apart from brief visiting peri- 
ods and times of staff care, for a few days 
the patient’s visual fields are restricted to 
white acoustic tiling viewed through the 
oxygen tent. Many patients remarked on 
the monotony of the ceiling, and visual 
hallucinations were often initially mani- 


_ fested by the appearance of patterns on 
_ the ceiling or of faces protruding from 


the small, regular holes in the tiling.” 

The similarity of this description and 
Meyer's patients with dreams, phantasies, 
depersonalization and hallucinations in the 
two cases in this paper described as 
“cardiac psychosis” is of interest and not 
dissimilar from patients with poliomyelitis 
in tank-type respirators described by Solo- 
mon and associates(18). In their series, 
“The mental abnormalities began after the 
patient had been in the tank respirator 
for 24-48 hours or longer, and were char- 
acterized by well-organized visual and 
auditory hallucinations and delusions re- 
acted to in different ways and to different 
degrees.” In these cases there were no 
“febrile, anoxic, toxic or metabolic derange- 
ments,” and an “imposed structuring of 
stimuli” was postulated as the etiology of 
this order. 

In 1938 Cobb and McDermott(6) dis- 
cussed 16 cases of postoperative psychosis 
who were not suffering from the usual 
delirium. These patients were well oriented 
but developed transient hallucinations and 

paranoid delusions. The authors comment : 


It is of especial interest that all of these pa- 
tients are foreigners, and most of them have 
language difficulty. They feel truly outlandish 
(in the real sense of the word) and they act 
that way. The environment is new and strange, 
the customs of the hospital are nothing like 
those in their homes. Even the speech is dif- 
ficult to understand. Many of them were 
brought to the hospital after an entirely in- 
adequate explanation. Once on the ward, the 
busy staff looked after them well, but the 
doctors did not make an effort to find out if 
the patient really knew before the operation 
what it was all about, just what the procedure 
would be and why it was necessary. Then 
came the operation; normal fears were exag- 
gerated by loneliness and strangeness. After 
operation when drugs cause dreaminess and 
confusion, these people all get panic feelings, 
ideas of persecution and punishment and even 
delusions and hallucinations. The duration of 
the psychosis is from one to several weeks 
and the delusions, hallucinations and ideas of 
persecution that at first look schizophrenic 
seem to clear up fairly quickly, go over into 
a diffuse anxiety state with depression and 
then disappear entirely. 

It is suggested that careful psychologic 
preparation for the operation by means of 
interpreter or better a priest who speaks the 
patient’s language, would make postoperative 
psychoses less likely to occur. 


Thus Cobb and McDermott were dis- 
cussing a form of sensory deprivation in 
patients following general surgery leading 
to a postoperative psychosis quite similar 
to the “cardiac psychosis” described in 
this study. 

The intensive care unit (ICU) at the 
University of Virginia Hospital, which is 
apparently not dissimilar from such units 
in other hospitals, is a sterile, barren room 
save for four beds for postoperative 
patients, a multitude of machines required 
for maintenance of the patient’s life and 
various physiologic measuring devices. 
The patients often associated the ICU with 
severe discomfort, waking up after surgery, 
tracheotomies, intravenous fluids, the car- 
diac pacemaker and the monitoring 
devices. Several believed that they im- 
proved only after leaving the ICU and 
looked upon going back there as a death 
warrant. The apparatus in this unit, the 
hushed tone of doctors and nurses hust- 
ling about in an urgent fashion caring for 
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critically ill patients, the starkness and 
sterility of the room and the placement of 
tubes in every conceivable orifice leave 
ample grounds upon which to base 
paranoid delusions. As one physician 
stated, “We take over every function of 
the patient in his breathing, urinating, 
defecating and eating. I believe these pa- 
tients become panicky over our taking 
away these privileges.” . 

Although all these procedures are life- 
saving and the ICU is designed to care 
for in the most efficient manner the patient 
returning from major surgery, the patients 
often reversed this meaning. That is, be- 
lieving that leaving the ICU led to re- 
covery obviously reversed the situation in 
that the patient was only allowed to leave 
after he stabilized physically. But psycho- 
logically speaking, the patients often did 
improve after being placed back in an 
environment in which they were more 
familiar, where the patients were not as 
critically ill and in an atmosphere of less 
urgency. 

The problem arises as to how much the 
patient experiences sensory deprivation 
and how much is actually sensory over- 
stimulation. Blachly(3) comments, “These 
patients have just the opposite of sensory 
impairment, they have a fantastic amount 
of sensory input in the form of pain, noise 
from respirators, cardiac monitors, nurses 
and residents, etc., talking, multiple needle 
punctures, frequent examinations ad nau- 
seum.” 

The patient in all probability experiences 
both deprivation and stimulation. The lat- 
ter, however, consists of stimuli which 
are foreign, incongruous and dystonic to 
the patient; i.e. the monitoring systems, 
respirators, etc., in the intensive care unit. 
These devices, in spite of their necessary 
life-saving functions and their’ reassuring 
qualities to some patients, are perceived 
by others, especially those patients with 
poor reality ties, as threatening and ideal 
objects upon which to project their fears. 
The deprivation comes from the immobil- 
ity of the patient and his estrangement 
from a familiar environment. Often for 
several days and at times longer the patient 
lies on his back, propped up and con- 


strained by pain, urinary catheters and 
intravenous fluids. A 

It should be added that some investi- — 
gators believe the mental changes seen — 
after heart surgery are due to organic- 
changes. Zaks(22) performed a series of 
psychological tests on patients before and — 
after closed mitral and aortic surgery. He — 
concluded “clinically observed . . . psychi- 
atric disturbances in patients undergoing 
mitral commissurotomy do not appear to 
be of a purely functional nature. . . psychi- _ 
atric problems are triggered off by certain 
psychological functions which appear to be 
related to organic changes in the course of 
heart disease and mitral valve surgery.” 

Dencker and Sandahl(7) in their study 
of mental disturbances after closed heart 
surgery for mitral disease conclude that 
the “operation as such is not responsible _ 
for the postoperative psychosis” and that — 
it may be due to “an early cerebral injury — 
of rheumatic type predisposing to mental — 
disease.” Blachly(4) also ascribes the psy- 
chotic reactions of his patients after open 
heart surgery to organic causes, the 
etiology of which is unclear in his report. — 
Several possibilities are given, such as al- 
terations in the serum protein from use of 
the pump oxygenator or a defect in the 
catecholamine metabolism giving rise to a — 
product similar to LSD. 

A recent report, however, by Herbert and 
Movius(12) using psychological testing on 
patients having closed mitral commissuroto- 
mies does not corroborate Zaks’ findings. 
Their results are not compatible with those 
of others reporting postoperative CNS — 
damage. Egerton(8) also reported negative 
results for intellectual dysfunction on psy- 
chological tests given to his series of pa- — 
tients before and after open heart surgery. 
From a neurological viewpoint a variety of 
cerebral disorders have been reported after — 
open heart operations by Gilman(11), ’ 

In conclusion, the question arises as to 
the role of the psychiatrist in the care of — 
the heart surgery patients and certain 
prophylactic measures which could pos- — 
sibly prevent some of the severe post- 
operative psychotic reactions reported in — 
this and other papers. As ri 
elsewhere(1), certain preoperative psycho- 
logical factors, namely the excessive 
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amount of preoperative anxiety, the use 
of denial as a major defense mechanism 
and unrealistic expectations for the pro- 
posed surgery, were found to be valid 
prognosticators of untoward postoperative 
psychological reactions in general surgical 
procedures. Because of the high mortality 
in this present series of patients these 
factors could not be further elucidated 
and verified except to note that preopera- 
tive anxiety and denial were common 
findings. 

With regard to the threat to life with 
which each patient was faced and the 
actual number of deaths in a large pro- 
portion of the patients, the psychiatrists 
did play an active role in their care, Eissler 
(9) writes, it is a “clinical fact—which as 
far as I know, is not disputed by anyone— 

_ that the psychiatrist has his rightful place 
at»the side of the deathbed.” Often in 
this group of patients the family and the 
_ patient looked to the psychiatrist as the 
most available member of the cardiovas- 
cular surgical team, Although he was not 
_ involved in the actual surgical procedure 
~ and did not go into details of the operation 
or the prognosis with the patient or family, 
he could give them certain information 
about the operation and at times keep the 
family informed of the patient’s progress, 
In addition to listening to the patient’s 
concerns about and fears of surgery and 
death, the psychiatrist had relatively close 
contact with the family postoperatively, 
not infrequently listened to their outpour- 
ings of grief in the case of death and 
experienced some of their feelings himself. 

A relatively common finding was the 
lack of information given the patient pre- 
operatively as to what could be expected 
postoperatively, especially his experience 
in the intensive care unit. From a pre- 
ventive viewpoint such an explanation, 
with a carefully detailed preview of wak- 

ing up with an endotracheal tube in place, 
possibly being on a respirator, being cathe- 
terized and on intravenous feeding and 
fluid maintenance, should be given in an 
attempt to relieve or allay postoperative 
anxiety. The use of cardiac monitoring and 
other physiologic measuring devices could 
also be described to the patient to reduce 
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the possibility of paranoid projection upon 
these instruments. At times a preoperative 
visit to the ICU would be in order. Un- 
doubtedly such measures would not entirely 
eliminate the postoperative psychoses and 
delirious states. But such explanations and 
attempts at establishing a doctor-patient 
relationship based on trust and honesty are 
backed by sound clinical and humanitarian 
principles. 

Weisman and Hackett(20) effectively 
utilized such a relationship in decreasing 
the incidence of delirium after cataract 
surgery. Cobb and McDermott(6) discuss 
a similar relationship. Possibly allowing 
the patient to talk about his fears of 
death or if it be the case permitting him 
to entertain in his awareness the longing to 
die may prevent a postoperative panic 
which disrupts somatic processes, Working 
with the caretaking personnel especially 
in the ICU and instructing them in the 
psychological aspects of the surgery and 
postoperative care may also be helpful. 
Certain physiologic factors, e.g., avoiding 
dehydration and insuring adequate -pul- 
monary ventilation, have been stressed in 
the prevention of postoperative psychotic 
states and are of definite importance, yet 
the psychological meaning, both realistic 
and symbolic, of this surgery should also 
be considered in the patient’s preoperative 
preparation and postoperative care. 


SUMMARY 


This report is a clinical study of 23 
patients undergoing open heart surgery 
and how some responded to it. It is evident 
that these patients reacted to the operation 
as presenting not merely a symbolic but 
realistic threat to life. The presence of 
anxiety and the use of denial preoper- 
atively are described. Two cases of post- 
operative “cardiac psychosis” are reported 
and their relationship to the “catastrophe 
reaction” and “post-cardiotomy delirium” 
commented upon. The intensive care unit 
is seen as a life-saving necessity in modern 
heart surgery but at the same time 
frequently perceived by the patient as psy- 
chologically threatening. Certain prophy- 
lactic psychological measures are dis- 
cussed, 
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DISCUSSION 


Tuomas P. Hackett, M.D, (Boston, Mass.). 
—Inquiries into the manner in w people 
face life and death stress similar to the one 
Presented by Dr. Abram are becoming more 
common in general hospitals. Until a few years 
ago most of this type of reporting came from 
military medicine dealing with the stress of 
combat. Only recently have clinicians started 
to make use of the everyday crisis, such as 
the acute myocardial infarction, for gathering 
information on the way people react to sudden 

angers. 

One of the reasons for this delay on the part 
of psychiatrists has to do with the psychiatric 
interview. Although time did not permit Dr. 
Abram to enlarge upon this aspect of his re- 
Search method I feel that it is worth mentioning 


now. The standard intake interview is designed 
to gather factual information sufficient to make 
a psychodynamic formulation of the patient’s 
problem. Quite central to the philosophy of 
this standard interview is that it takes place 
within the space of about fifty minutes. Fur- 
thermore, embarrassing questions are asked, 
and the patient is often confronted with issues 
he does not want to face. The interview is often _ 
stressful to the patient and is regarded by 
physicians as being potentially traumatic for 
their patients. As a result, the acutely ill pa- 
tient is rarely referred for psychiatric con- 
sultation unless there is an urgent need. 

When we broached the idea of talking to — 
myocardial infarction victims at the time of 
their entrance into the emergency ward as — 
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part of a research project, those in charge 
wanted to know how we would conduct the 
interview. We told them we hoped to do it 
in such a way that the patient would not be 
upset and probably would not realize he was 
talking to a psychiatrist. We were given full 
access to this group after the physicians were 
satisfied that we could interview the critically 
ill without alarming them. 

The interview technique itself is simple. In 
initial contacts, it is brief and entirely medical 
in orientation. We may see the same patient 
two or three times in one day at ten minutes 
a session. As we get to know them we spend 
more time at the bedside and ask for more 
pertinent information, but we always back 
off if any line of questioning appears to cause 
them concern, Generally, by the time they have 
reached the convalescent stage of their illness 
we have developed a solid enough relationship 
with them to ask whatever questions we wish. 

At one point in his presentation Dr. Abram 
asks; How do we know what the doctor has 
told his patient to expect about the forthcoming 
surgery ? This is a highly relevant question in 
any clinical psychiatric research involving non- 
psychiatric doctors. Anyone who has engaged 
in similar investigations will know how difficult 
it is to evaluate the effect of a doctor on a pa- 
tient. The doctor might make a totally different 
kind of impression than he thinks. 

Unless controlled under the scrutiny that 
only psychoanalysis allows, interpreting the 
transference is mainly a matter of enlightened 
speculation. We can appraise it better when 
we know the internist and surgeon, especially 
when we have worked on cases with them be- 
fore. Cross-checking the data they supply us 
with nurses, relatives and other reliable third 
parties can also be helpful in corroborating in- 
formation. Despite all efforts to objectify this 
type of data it remains essentially impressionis- 
tic. I think we need make no apology for it. 

There is little doubt that denial, as Dr. 
Abram has defined it, contains interpersonal as 
well as intrapersonal dimensions. Denial is 
subject to variations which depend, among 
other things, upon the way in which the 
expression of denial is accepted by others. 

In like manner the doctor can unwittingly 
evoke responses in his patients which are 
more in line with his own feelings about the 
illness than with the patient’s. We know that 
certain physicians tend to encourage denial in 
patients and that these same doctors become 
noticeably uneasy in the sick room when direct 
questions about prognosis are put to them. We 
have known terminal cancer patients who were 
fully aware they were about to die and yet 


ADAPTATION TO OPEN HEART SURGERY 


is 


December 


pretended to be hopeful for a cure when their 
doctor came to call because they didn’t want 
to embarrass him. 

The incidence of postoperative delirium and 
psychosis will, in my opinion, eventually be 
found to depend more upon the type of doctor- 
patient relationship than upon other factors. 
Dr. Abram has cited the work of Cobb and 
McDermott on the importance of language 
difficulty in the genesis of delirium, The person 
who cannot communicate with those around 
him is more prone to suspicion, helplessness 
and misinterpretation. There are, of course, 
many ways of stifling communication other 
than by mapping a language barrier. The 
critically ill patient regards his physician as a 
lifeline to the living world. Consequently, the 
doctor is under constant scrutiny. What he 
says is of ultimate importance to his patient 
and how he utters he words has a significance 
far beyond what the physician might suspect. 
A common oversight of the doctor is to forget 
how very dependent grave illness makes a 
patient and that this state of dependency sets 
the stage for the development of whatever sus- 
picions and uncertainties the patient harbors. 

Dr. Abram’s suggestion about acquainting 
the patient with the intensive care unit before 
surgery is, in my opinion, an excellent one. 
These units, which are of inestimable value, 
seem to defy attempts to humanize them. 
Musak has been tried but has impressed every- 
one, including patients, as being more out of 
place than comforting. The same is true of 
television. Soft, indirect lighting and soothing 
color schemes may relax the nurses and doctors 
but do not appear to calm the sick. Like so 
many other essentially functional rooms in 
the hospital, the intensive care unit manages 
to remain itself despite the efforts of interior 
decorators. Although we might run the risk of 
adding to the apprehension of some preopera- 
tive patients by introducing them to the in- 
tensive care unit and especially to the per- 
sonnel before surgery, I think that generally 
a visit of this sort would reassure more than 
frighten. 

In recalling some of our work on cataract 
patients which Dr. Abram mentioned, it was 
very helpful to meet them before surgery and 
identify ourselves so that after the cataract 
extraction we would be familiar to them. It 
is strangeness and unfamiliarity that con- 
tribute heavily to the development of con- 
fusion, panic and depression in the immediate 
postoperative phase. Therefore, having the 
patient meet the nurses and technicians who 
operate the intensive care unit before surgery 
would probably be beneficial. 
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The purpose of the present paper is to 
discuss some of the less familiar aspects 
of petit mal. In particular, I would like to 
suggest how these rarer forms of presenta- 
tion of the disease may cast light on the re- 
lationship of petit mal to other types of 
epilepsy, and to re-examine the behavioral 
and electroencephalographic aspects of 
petit mal. 

At first blush, petit mal appears to have 
claims to be considered as an autonomous 
.and well-defined entity. It has a character- 
istic age distribution, with onset in child- 
hood and an alleged spontaneous remission 
of 90 percent of the cases by the age of 
30(3). It has a characteristic clinical pres- 
entation in its more “classical” form which 
seems to distinguish it from other types of 
epilepsy, e.g., it lacks prodroma or aura, it is 
not usually accompanied by major bodily 
movements, and recovery of consciousness 
after the attack is prompt and complete. It 
has a characteristic pattern on the EEG 
which is never absent during a clinical 
attack, and it responds to drugs such as 
trimethadione and ethosuximide which typ- 
ically have no effect on grand mal or psy- 
chomotor attacks (while conversely petit 
mal itself is resistant to drugs such as 
diphenylhydantoin and primidone). 

However, it has long been suspected on 
clinical grounds that this seeming autono- 
my of petit mal is more apparent than real. 
In particular, it is known that a large pro- 
portion of children with petit mal (up- 
wards of 20 percent) will in later life, 
usually by early in their second decade, de- 
velop grand mal attacks(4). For most pa- 
tients with both petit mal and grand mal 
epilepsy our only causal correlation is this 
statistical one, but in some cases the rela- 
tionship between the two types of seizure 
may be seen to be closer, i.e., in those rare 
cases where the petit mal is said to “trigger 
the major attack(7). In such cases the 
history is usually of a patient who has 
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suffered from petit mal attacks which have 
been increasing progressively in frequency ~ 
and which finally seem to explode into a — 
major seizure. In addition to the suggestive ` 
clinical evidence that the petit mal is func- — 
tioning as a trigger for the generalized con- — 
vulsion, one sometimes has pharmacologic — 
evidence, i.e., the grand mal attacks may 
prove resistant to anticonvulsants unless the ~ 
petit mal attacks are controlled by their 
specific drugs, and control of the petit mal 
attacks by such drugs as ethosuximide may ` 
lead to disappearance of the grand mal asa ` 
secondary phenomenon. q 
Another rare, although often overlooked, ~ 
type of case may be mentioned in this con- 
text, i.e., that of the patient who apparent- — 
ly only suffers from grand mal, who is — 
resistant to routine therapy and who is 
found on his EEG to show “larval” bursts, 
typical of petit mal in morphology but not < 
prolonged enough to produce clinical mani- 
festations. In these rare cases a trial of 
anti-petit mal drugs may control the pre- 
viously resistant generalized convulsions. ~ 
The EEG is of great value in unearthing — 
these rare cases. It may be added that ` 
sometimes, when a child suffers from both 
petit mal and grand mal attacks, the former 
may be overlooked by the parents on ac- ~ 
count of the more dramatic presentation of 
the grand mal convulsions, or their exist- 
ence may be noticed by the parents but not 
reported to the physician since they wish 
to concentrate his attention on the grand < 
mal attacks; or, on occasion, where grand 
mal attacks are present with petit mal at- 
tacks, the latter may be initially dismissed 
by the physician as “fragments” of the 
former, only to prove resistant to anti- 
convulsants appropriate for major seizures. j 
The EEG is of value in avoiding these pit- 
falls. It may be mentioned here that there 
is no convincing evidence for the view 
that has sometimes been expressed, that 
there is a class of petit mal patients in 
whom control of the petit mal induces or 
exacerbates attacks of grand mal. ai 
are probably patients who were destined 
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to develop grand mal convulsions with or 
without control of their petit mal. 

The relationship of petit mal to psycho- 
motor seizures may be even more com- 
plex. On occasion clinical differentiation of 
a fragmentary psychomotor attack (with 
transient diminution of consciousness and a 
few bodily movements) from a petit mal 
attack in which the transient lapse of con- 

sciousness may be accompanied by some 
bodily movements (usually of the facial 
muscles or upper limbs) may be quite dif- 
ficult. This difficulty may extend even to 
_ those cases where the physician himself is 
_ witness to an attack. It may be noted here 
_ that hyperventilation is not a reliable guide 
to differentiation, since in some patients 
_ psychomotor seizures are as vulnerable to 
overbreathing as petit mal attacks are 
known to be, The importance of making a 
correct differentiation between psychomo- 
tor fragments and petit mal attacks lies, of 
e, in the differing drug therapy of the 
0 types of epilepsy. 

EEG OF ASSISTANCE IN DIFFERENTIATION 


__ Where such clinical differentiation is dif- 
ficult or impossible, definitive help may be 
obtained from the EEG. The occurrence of 
bilaterally synchronous 3 cycles/second 
spike and wave discharges is, of course, 
evidence that the attacks are of petit mal 
type, whereas focal spike discharges from 
_the temporal region support the diagnosis 
of psychomotor epilepsy. There are some 
rare but interesting cases in which the EEG 
findings are 3 cycles/second spike and 
‘wave type that are not present as bilaterally 
synchronous discharges but are restricted 
“to one temporal lobe. Such cases of “focal 
petit mal” are particularly likely to be 
found in cases where the clinical picture is 
that of a mixture of features of petit mal 
and psychomotor epilepsy. In these cases 
the prevailing view of neurologists is that it 
is legitimate to “treat the EEG,” i.e., pre- 
scribe petit mal drugs rather than diphenyl- 
hydantoin or primidone. 

The mention of clinical attacks of petit 
mal which consist of some bodily move- 
ments in addition to the lapse of conscious- 
ness raises some further questions. Such 
bodily accompaniments are particularly 
likely to be found when the 3/second spike 


and wave discharges on the EEG are pro- 
longed beyond a few seconds. There need 
be no other EEG abnormalities seen apart 
from the “classical” type of petit mal dis- 
charge. (Interestingly enough, the back- 
grounds of the tracings of patients with 
petit mal often show other less specific dis- 
charging features, and it is tempting to 
speculate whether these other abnormalities 
might have prognostic value in children, 
i.e., in helping to determine which patient 
might later develop grand mal. This is an 
as yet unsolved problem. ) 

We have seen that the definition of petit 
mal which restricts it to a loss of conscious- 
ness without automatism is deficient. Less 
well-known is the extent to which the loss 
of consciousness need not be complete or 
may be undetectable by crude clinical 
criteria, although significantly affecting the 
patient's intellectual function in everyday 
life. Originally it was thought that the major 
determinant of the “absence” or complete 
loss of consciousness was the length of the 
3/second spike and wave discharge, and 
that if this discharge proceeded beyond a 
few seconds’ duration, “absence” would en- 
sue(9). This concept has been invalidated 
by clinical study of the so-called “petit 
mal status epilepticus”(2), and by psycho- 
metric tests of patients during frequent 
3/second spike and wave discharges(10). 

“Petit mal status epilepticus” refers to 
those cases where prolonged 3 cycles/sec- 
ond discharges on the EEG are accompa- 
nied by clouding of consciousness. Such pa- 
tients have usually suffered from more 
“classical” petit mal attacks in earlier life, 
and then begin to suffer from prolonged 
episodes (of from a few hours’ to several 
days’ duration) of impairment of conscious- 
ness. This is rarely complete; it may ap- 
pear as a confusional state and lead to 
mistaken psychiatric diagnoses; it may be 
intermittent—despite persistence of the 
EEG discharges—or may be patchy, e.g., the 
patient may be disoriented but otherwise 
in full possession of his faculties ; or he may 
have no clear deficit on testing of his men- 
tal status except that his replies to ques- 
tions will be delayed, even if accurate. 
Often these patients have been diagnosed 
as or inattentive in school. It is of in- 
terest that, while the onset of petit mal 


epilepsy characteristically takes place in 
the first decade of life, the so-called “petit 
mal status epilepticus” usually supervenes 
in the second and third decades, or even at 
quite advanced ages—up to the sixth decade 
in the author’s own experience. The diagno- 
sis of “petit mal status epilepticus,” and its 
differentiation from other confusional states 
(as well as from other forms of epilepsy 
presenting as periodic “dullness”) may be 
confirmed by EEG. Prolonged 3 cycles/ 
second spike and wave discharges will be 
seen in the tracing, and both the clinical 
state and the EEG abnormalities will re- 
spond to appropriate drugs, 

It is appropriate at this point to say 
something of the less familiar EEG charac- 
teristics of petit mal discharges. The “clas- 
sical” form of discharge is well known and 
easily recognizable, consisting as it does of 
high-voltage bilaterally synchronous spike 
and wave discharges, usually of highest 
amplitude bifrontally. This or similar dis- 
charges will be present during the awake, 
sleeping or hyperventilatory records of over 
90 percent of patients with petit mal. They 
are never absent during a clinical attack; 
they respond to anti-petit mal drugs pari 
passu with the clinical improvement, and 
thus may be used to confirm response to 
treatment, especially in cases where the 
history obtained is thought unreliable. 
Treatment may either remove typical petit 
mal discharges entirely from the tracing or 
leave vestigial forms such as spike and 
wave discharges limited to the bifrontal 
region, or bioccipital 3 cycles/second slow- 
ing of paroxysmal appearance. The inter- 
pretation of such “larval” discharges de- 
mands the closest cooperation between the 
clinician and the electroencephalographer. 
The electroencephalographer may also 
meet other aberrant forms of the classical 
discharge, e.g., a burst of polyspikes before 
the 3 cycles/second activity, or the occur- 
rence of two or three spikes before each 
wave formation in the main body of the 
discharge. Such deformations of the usual 
pattern should not lead one to change the 
diagnosis. They are not significantly corre- 
lated with the coexistence in the same pa- 
tient of both petit mal and other forms of 
epilepsy, e.g., the occurrence of prominent 
polyspike discharges in the sleep tracings 
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of patients with petit mal is known not to 
be correlated with the future development 


of grand mal(8). It was at one time — 


thought that bioccipital as opposed to bi- ~ 


frontal preponderance of the voltage of the ~ 


discharges could be correlated with an in- 
creased frequency of petit mal attacks—the 
so-called “pyknolepsy” in which hundreds 
of attacks might occur daily—but this has 
been found untenable(5). 

An interesting clinical and EEG correla- 
tion of petit mal epilepsy is the high de- 
gree of photosensitivity that these patients 
may show clinically and on photic-stimula- 
tion during electroencephalography. Some- 
times appropriate drugs will relieve the 
patient of all attacks except those precipi- 
tated by bright or flickering light. The in- 
creased photosensitivity of petit mal as op- 
posed to other forms of discharge may be 
partly related to the age incidence, since it 
is known that the photic precipitation of all 
types of epilepsy is commoner in the age 
groups during which petit mal is com- 
mon(1). However the incidence of photo- 


sensitivity in petit mal is greater than that 


of other forms of epilepsy at this age. The 
critical flicker frequency for the production 
of clinical and clectroencephalographic 
petit mal is around 15 flashes/second, A 
point of interest here is that children who 
induce their own attacks do so by mimick- 
ing these critical flicker frequencies by pass- 
ing their spread fingers before their eyes at 
an appropriate rate. Occasionally the pho- 
tosensitivity of the petit mal is related to a 
single flash of bright light, e.g., sudden ac- 
cess of sunlight, rather than to flicker. 
The self-induction of petit mal is often 
related to mental defect or serious psy- 


chiatric disturbance. However, the over- ~ 


whelming majority of patients with petit 


mal show no structural or metabolic lesion = 


of their central nervous system. Rare cases 


have been reported of petit mal coexistent — 
with cerebral tumors or lipidoses, or con- — 


sequent upon trauma, but whatever the 


validity of these reports, they form only a 


minuscule percentage of the cases of 
mal seen by the neurologist. Petit 


ree 


mains par excellence the example of idio- ~ 


pathic epilepsy, secondary to no 
cause and with a high 
merous cases of petit mal in twins have 


genetic load; nu- be 
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been reported(6). In connection with the 
psychiatric aspects of petit mal mention 
should be made of the earlier belief that 
patients with petit mal were actually more 
intelligent than their fellows. This is prob- 
ably not true, and petit mal has no definite 
correlation for good or ill with innate intel- 
ligence. However, this is not to say that 
psychiatric sequelae do not occur in the 
child who suffers from petit mal. There are 
firstly the usual problems of all epileptic 
children, such as maternal rejection or the 
superstitions of schoolmates. In addition 
there is a problem peculiar to petit mal. 
Whereas the child with grand mal convul- 
. sions has a readily observable deficit, the 
child who suffers from frequent attacks of 
petit mal may appear in school to be merely 
_ lazy or inattentive, and even be punished 
quite severely on this account. This may set 
_ up quite malignant patterns of thought and 
_ behavior. Related to this is the question of 
_ how far the “larval” discharges of 3-second 
activity on the EEGs of petit mal patients, 
even when they do not correlate with overt 
_ clinical symptoms and signs, are in fact 
subtly interfering with intellectual perform- 

_ ance. 
-In this essay an attempt has been made to 
__. discuss some of the blurred outlines and re- 
maining problems in a disease which super- 
= ficially appears clear-cut, and in many 
cases readily treatable. It seems appropri- 
ate to list the areas where our knowledge of 

; 
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__ petit mal might be significantly advanced, 

` even with the techniques and information 
potentially at our disposal today. Firstly, 
there are discrepancies in the statistics con- 
cerning the natural history of petit mal— 
the likelihood of development of grand mal 
and the likelihood of spontaneous remission 
of petit mal. The effect of the EEG dis- 
charges on intellectual function might be 
further studied, especially in those cases 
where the crudities of clinical testing show 
no definite deficit, but more refined psycho- 
metric techniques might give another story. 
Electroencephalographic monitoring of re- 
sponse to drugs might well lead to im- 
proved treatment. The value—or useless- 
ness—of other EEG abnormalities in the 
backgrounds of the tracings of patients with 
petit mal for purposes of diagnosis or prog- 
nosis needs to be established. 
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SUMMARY 


Petit mal is an apparently autonomous 
clinical entity which in fact has subtle and 
complex relations to other forms of epilep- 
sy, in particular grand mal and psychomotor 
attacks. The EEG is of value in elucidating 
these relationships in rare but interesting 
presentations of petit mal. There are sever- 
al psychiatric aspects to the full under- 
standing of petit mal: prolonged 3/second 
spike and wave discharges may lead to a 
confusional state known as “petit mal status 
epilepticus.” There are relationships, as yet 
not fully elucidated, between discharges of 
petit mal and depression of intellectual 
function. Petit mal may be self-induced in 
retarded or disturbed patients, Aberrant 
EEG aspects of the disease are discussed 
and avenues now open for future research. 
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INFANT FEEDING METHOD AND ADOLESCENT PERSONALITY 


RICHARD E. DAVIS, M.D., 


The relationship, if any, between infant 
feeding method and later personality func- 
tioning has been for generations the subject 
of speculation and debate by physicians, 
psychologists, psychoanalysts and parents. 
Usually with a given feeding method pre- 
scribed overtly, there hangs a covert im- 
plication that not following “the” prescribed 
method can lead to undesirable (and usual- 
ly unspecified) effects on the infant and his 
later physical or personality development. 

Generally, discussions center on four pos- 
$ sible feeding methods for normal infants : 

breast-feeding, bottle-feeding, cup-feeding 

and some combination or mixture of these. 

In addition to the feeding method spe- 

cifically, the modality, sucking, occupies 

a prominent place in such discussions. It 

3 is felt or speculated by many to be an 

$ early “core” activity of infancy to which 

much importance is attached, a satisfactori- 

ly combined sucking-feeding experience 

being a prerequisite for successful initial 
personality development(3). 

Of these four possible feeding methods, 
three of them will be recognized as re- 
quiring sucking for adequate nutrition. One, 
cup-feeding, does not require sucking for 
feeding, The first three, however, represent 
nearly the whole of human feeding ex- 
perience, and since sucking represents the 
mechanical and physiological method de- 
veloped during mammalian and human 
evolution, it can be easily understood why 
theories, postulating that early life experi- 
ential factors are significant determinants 
in later adult life, have naturally focused 
on this most obvious and nearly universal 
association of feeding and sucking. 

But when a theory purports fo be ade- 
quate in the universal sense, or to be ade- 
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quate in predictive value, one must report 
any finding—even if found in less than one _ 
percent of the population—which would — 
tend to refute the universal applicability 
of such a theory. Such reports, if of genuine _ 
value, would suggest the need for newer 
and novel approaches towards building a 
theoretical model which would account for ‘ 
the less than one percent, as well as for the i 
99 percent. = 
Tt is of interest, therefore, that in the — 
1940s several investigators, mainly Fre- 4 
deen(2), Davis, Sears, Miller and Brod- | 
beck(1), and Sears and Wise(8) reported 
on the use of a feeding method for normal 
newborns which previously had been em- 
ployed principally for premature infants 
and babies with cleft palates. The method, — 
cup-feeding, does not require sucking and — 
was suggested by Fredeen for normal full- 
term infants primarily because this method 
would require holding the infant, an at- 
tempted measure to counteract — 
Mrono bottles” which he felt to be ill- 
advised, ia 
Since so much has been written about 
sucking as an early infant experience(7) i 
and since these infants were reared without — 
a sucking-feeding experience, we felt it 
would be of value to study some of these 
subjects who by the early 1960s would be 
in adolescence., & 
The following is an account of our initial — 
limited study of 80 adolescents, who as 4 
infants were fed exclusively by one of the 
above four methods of feeding, including — 
20 such adolescents who were fed from — 
birth by the cup. The ideas and directions 
gained from such a beginning will be the 
guidelines for future, and hopefully, more — 
extensive and well-populated studies, 


METHOD a 

Four groups of 20 Ss each were studied, $ 
with each group corresponding to one of 
the feeding methods described earlier (bot- 
tle, mixed, breast and cup). The cup- 
group was obtained through the coope 
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INFANT FEEDING AND ADOLESCENT PERSONALITY 
TABLE 1 
Age, Height, Weight and Academic Standing within the Four Feeding Groups 
BOTTLE MIXED BREAST cuP 
N=20 N=20 N=20 N= 20 
BOYS GIRLS BOYS GIRLS BOYS GIRLS BOYS GIRLS 
N=8 N=12 N=8 N=12 N=8 N=12 N=7 N=13 
‘ Mean age, years 16.5 15.5 16.4 15.5 16.5 16.0 16.0 15.3 
Age range, years 15-17 14-17 15-18 15-18 15-17 15-18 13-21 12-18 
q Height mean, inches 69.1 64.9 71.0 64.6 70.8 64.9 68.6 64.5 
Weight mean, pounds 152 118 150 118 157 116 142 116 
Academic standing— 
reported average * 27 24 2.2 24 2.0 21 23 23 


* Rated as follows: failing—O, low grades—l, average 


method. The breast, bottle and mixed 
groups were obtained through a question- 
e (for parents) circulated at a local 
high school. The criteria for inclusion in 
7 the breast, bottle and cup groups were 
at an infant was fed by one of these 
_ methods for a minimum of three months 
from birth until placed on solid food, and 
_ that feedings involving any other method 
d were restricted to a total of less than 
- seven days. The mixed-fed group consists 
of Ss fed by any combination of two or 
ore of the cup, breast and bottle methods 
a minimum of three months. 
Ss in the breast, bottle and mixed groups 
= were matched with the Ss in the cup-fed 
group (see Table 1) for sex, age (mean and 
range), and socioeconomic status [all were 
Class 1, according to Hollingshead and 
, Redlich(6)]. The slight variation in match- 
ing is related to two factors: first, the 
size of the cup-fed group is fixed since 
this is the total number of such Ss currently 
_ available to us for study ; and second, some 
difficulty was encountered in obtaining 
breast-fed males who met our criteria. 


grades—2, high grades—3. 


All Ss completed a questionnaire (devel- 
oped by the authors) which asked for 
information regarding their physical health, 
height, weight, scholastic rank (high, aver- 
age, low or failing), and father’s occupa- 
tion. The second page of this questionnaire 
(see Table 2) asked Ss to respond “true” 
or “false” to six items describing “oral” 
activities (eating, drinking, talking, chew- 
ing and smoking), and three items involy- 
ing “dependency” strivings (including the 
need to be around people, inability to lose 
one’s temper and submissiveness). Each S 
also completed the MMPI, a 550-item ob- 
jective personality inventory. 


RESULTS 


The Ss’ responses to our questionnaire 
are summarized in Tables 1 and 3, Chi- 
square was used to test for differences 
between groups, but none of these differ- 
ences was significant. Table 1 illustrates 
group means for height and weight (cup- 
fed boys are slightly smaller, but on the 
average, they are also six months younger) ; 
Table 1 also shows group means for scholas- 


TABLE 2 


Questionnaire Statements Dealing with 


“Oral” Activities (Items 1-6) and with 


“Dependency” Strivings (Items 7:9) 


. | am over-weight for my age 


. | chew gum regularly . cee wa 
. | enjoy talking and making speeches $ 

. | smoke more than most people my age 
. | need to be around people more than others do | 
. | rarely lose my temper 
| am easy to get along with 
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. | eat and drink more than most people of my age group 
. | am more talkative than most people of my age . 


aaa 


TABLE 3 
Mean Number a “Orality” and “Dependency” Items Endorsed 


DEPENDENCY 
FEEDING GROUP BOYS BOYS GIRLS 


Bottle 0.63 s . 1.25 
Mixed 1.50 E 1.25 
Breast 0.75 § N 1.42 
Cup 1.14 . i 1.57 
Total 1.00 . ` 1.40 


tic standing (all “high average”); and least one of the nine clinical scales of the s 

Table 3 presents the mean number of “oral” MMPI (Hs, D, Hy, Pd, Pa, Pt, Sc, Ma and — 

and “dependency” items endorsed. Si). Since elevations of this size are inter- 

Next, Ss’ responses to the MMPI were preted as suggestive of psychological dis- — 

scored and mean profiles were computed turbance, it probably seems surprising to — 

for boys and girls within each group. As encounter evidence purporting to show that 
Figure 1 shows, these mean profiles are more than half of a group of presumably 

’ remarkably similar, Closer examination of normal adolescents (43 of 80) show test 
= these data revealed that 43 of the 80 Ss signs of psychological disturbance. The 
obtained T-scores of 70 or greater on at point should therefore be made that MMPI 


FIGURE 1 
Mean MMPI Profiles of Boys and Girls Reared using Four Infant Feeding Methods 
MMPI wn ri 
70 Bottle =) 
a werner Mixed (8) " 
--=-=- Breast (8) PR 
PERAE E e TOT NIE SL Bia Cup ) M A 
40 t 
d a Girls 
Pn AE i } Botte (12 
semana = Mixed (12) 
1 BOR REN Ul A Pe Breast (12) 
$ 
pe C (13) 
50 fe 
40 


Te Ls Hs D Hy Pd Mf Pa Pt Sc Ma Si 
L, F and K are validity scales. 


e Hypochrondriasis poet 
ie eee Sc— Schizophrenia 
/—Hysterla Ma—Hypomania 


Pd—Psychopathic Deviate 


Mf—Masculinity-Feminity Si— Social Introversion 
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scale elevations greater than 70 are com- 
mon among adolescents(4), and such eleva- 
tions are generally interpreted as reflecting 
relatively greater difficulty in resolving one 
or more of the many acute problems of 
adolescence (e.g., with identity, independ- 
ence, authority, etc. ). 

To assess whether relatively greater dif- 
ficulty in resolving current psychological 
problems was more characteristic of any 
one group, the number of MMPI profiles 
within each group which had one or more 
elevations greater than 70 was recorded ; 
frequencies appear in Table 4, Chi-square 


TABLE 4 
Number of Boys and Girls within Each Feeding Group 
Obtaining T-scores Greater and Smaller than 70 on the 


MMPI 
$ OVER 70 UNDER 70 
$ FEEDING GROUP BOYS GIRLS BOYS GIRLS 
Bottie v6 5. 6 
Mixed 6 6 2 6 
Breast 4 11 4 1 
Cup 3 4 4 9 
Total Gy) coed Bb 2 
Total 43 37 


~ was used to test the significance of grou 
_ differences and the followin findings 
_ emerged: 15 of the 20 breast-fed adoles- 

cents had MMPI profiles with elevated 

scores, but only 7 of the 20 cup-fed Ss 
_ did (Chi-square equals 6.46, p is less than 
OL, one-tailed test). Closer examination of 
_ the frequencies revealed, however, that this 
was primarily a sex difference; that is, 11 
_ of the 12 breast-fed girls had over 70 scores 
_ but only 4 of the 13 cup-fed girls did (Chi- 
~ square equals 9.64 and p is less than .05, 
two-tailed test). All other comparisons be- 
tween groups were nonsignificant. 

A second analysis was used with the 
MMPI data—one involving clinical judg- 
ment—to test more thoroughly the possibili- 
ty that the four groups could be differen- 
tiated on the basis of personality problems. 
Three clinical psychologists, each experi- 
enced in MMPI interpretation, were given 
the 80 profiles (the same instructions and 
order of presentation to each), and they 
were asked to rate each profile on the de- 
gree of pathology revealed, A 9-point scale, 


L 


“forced normal” distribution was used, with 


a rating of 1 indicating minimum pathology ` F 


and a rating of 9 indicating maximum 
pathology. Agreement betweén raters was 
high; Pearson r’s ranged from 88 to .91, 
with all p’s less than .01. 

For each MMPI profile, the ratings as- 
signed by the three judges were summed. 
Thus, a profile with a summed score of 3 
indicates that the judges agreed that this 
profile reflected “minimum pathology,” and 
a summed score of 27 would indicate, of 
course, agreement between judges that the 
profile reflected “maximum pathology.” A 
profile which judges agreed was midway 
between “minimum” and “maximum” pa- 
thology would have a summed score of 15. 
The mean scores for the 80 Ss appear in 
Table 5. 


TABLE 5 
Mean Judges’ Ratings for Boys and Girls within Each 
Feeding Group 


(9-point Scale) 

FEEDING GROUP BOYS GIRLS TOTAL 
Bottle 14.88 13.83 14.25 
Mixed 17.38 16.00 16.55 
Breast 14.25 16.92 15.85 
Cup 14.43 12.23 13.00 

Total 15.26 14.69 14.91 


These summed scores were next subjected 
to a two-way analysis of variance. It should 
be noted that an analysis of variance using 
summed scores increases the probability 
that mean differences between groups will 
be significant. Even with exaggerated 
scores, however, differences between groups 
were not great enough to reach an accept- 
able level of significance (F-ratio between 
feeding groups is 1.54 with p greater than 


_ 05). Although the findings of these clinical 


interpretations were for breast-fed girls to 


have higher psychopathological scale rat- 
ings, the level of significance was greater — 


than 5 percent; hence, the direction of the 
finding is consistent with, but the level of 
significance is less than, the original “oyer- 
70” method of evaluation. 


Although the MMPI does not provide a 
direct measure of any specific defense 


mechanism, inferences may be drawn re- 


garding specific defense mechanisms from 


f. 
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elevations on certain MMPI scales. For 
example, elevations on scale 3 (Hysteria) 
are strongly suggestive of the use of re- 
pression, scale 4 (Psychopathic Deviate) 
and rationalization go together, as well as 
do scale 6 (Paranoia) and projection. Since 
the four feeding groups obtained equivalent 
mean scores on MMPI scales 3, 4 and 6, 
it does not seem likely that they varied 
widely in terms of repression, rationaliza- 
tion or projection, Similar inferences from 
the various MMPI scales can be drawn, but 
since there was no significant difference 
between any group or sex group on any 
one scale elevation, further examples are 
unnecessary. 

In conclusion, of the factors studied and 
the comparisons made, only one finding 
of any statistical significance between 
groups of adolescents fed differently as 
infants is observed. There was a statistically 
significant elevation of over-70 scores in 
the breast-fed group, as compared with the 
cup-fed group, but this was primarily due 
to differences among girls. 


DISCUSSION 


Since one fails to encounter specific pre- 
dictions from the various theorists about 
which infants fed by a particular method 
will develop into adults or adolescents 
who experience more or less pathological 
anxiety; or who will exhibit fewer tics, 
phobias or compulsions; or who will ex- 
cessively utilize such defense mechanisms 
as displacement, sublimation, projection or 
repression ; one has difficulty in testing an 
implicit hypothesis rather than a stated one. 
We have chosen some of the more obvious 
and gross characteristics of these adoles- 
cents and compared them, looking for pos- 
sible differences in some attributes chosen 
on the basis of theoretical predictions of 
malfunction, ; 

We could find little indication that feed- 
ing method, whether or not necessitating 
sucking, was correlated with academic 
achievement, physical characteristics or 
personality style as far as was studied here. 
No differences between groups of infants 
using sucking versus nonsucking feeding 
methods could be established when these 
same persons as adolescents were studied 


for orality and dependency as measured i 


ere, 

With particular reference to psychoan- 
alytic concepts, Ss in the cup-fed group had 
no sucking-feeding experiences during the 
oral phase of psycho-sexual development, 
yet as adolescents they displayed no ill efe 


fects as measured here, even though ‘this — 
theoretically should lead to later disturbed 


oral and dependent behavior. Nor could 
we find any consistent utilization of various 


i 
i 


ego defenses as suggested by scale eleva- 


tions on the MMPI. 


With reference to the MMPI scores, cup- 


fed subjects did not respond in a manner 


indicating greater psychopathology. On the 
contrary, 
found indicates that cup-fed subjects (spe- 
cifically girls) are better adjusted pate 
logically than the breast-fed subjects, Stated 
differently, breast-fed girls obtained more’ 
MMPI scores over 70 than did cup-fed girls, 
This finding by itself does not fit into any 
current theory of behavior, nor is it con- 
sistent with any body of psychological 
knowledge familiar to us, Thus, this finding 
should be cross-validated before any in- 
ferences may be drawn. Whether breast- 
fed girls in this socioeconomic group gen- 
erally have prolonged or shortened nursing, 
have “cold” or “warm” mothers, etc., may 
be important factors correlated with this 
feeding experience in this particular group, 
as was reported in Heinstein’s monograph 
(5). 
This then leads to at least three possible 
conclusions about groups of adolescents, 
some of whom as infants were fed by a 


sucking method and hence had the sucking — 
reflex stimulated regularly, and adolescents, — 
some of whom were denied nutritive suck- _ 


ing experiences and hence failed to rein- 
force, or experienced “frustration” of, suck- 
ing instinct. One, infant feeding method 
seems unrelated to physical height and 


weight at adolescence ; two, feeding meth- — 
od, whether sucking or nonsucking, appears — 


to be independent: of reported level of 
academic ability and achievement; and 


three, “personality,” “orality” and “de- — 


pendency” as measured here are not cor- 
related by adolescence with feeding meth- 
od during infancy. 


In a subsequent paper, currently in prep- t 


the one significant difference- k 


aration, theoretical problems related to this 
kind of study and its possible implications 
will be discussed. 


SUMMARY 


1. The relationship or possible lack of 
relationship between infant feeding method 
and certain adolescent characteristics is 
discussed, Previous emphasis on a sucking- 
feeding experience as a possible vital factor 
in early and subsequent personality devel- 
opment is noted. 

i 2. In order to study possible correlations 
between adolescent physical characteristics, 
academic achievement and some personali- 
ty factors, four groups of 20 boys and girls 
are studied, group representing one 
of the four possible feeding methods 
(breast, bottle, cup and a mixture of these). 
3. Results, or rather lack of a meaningful 
pattern of results, are interpreted as sug- 
gesting that infant feeding method is rela- 
tively independent of subsequent develop- 
mental characteristics, and also, that failure 
to experience a sucking-feeding type of 
k during infancy does not ob- 
viously impair later psychological func- 


4, single inconsistent but statistically 
_ significant finding, that breast-fed girls in 
this popileton scored more “pathological” 
= scale elevations on the MMPI than did 


cup-fed girls, is presented but not inter- 
preted. 
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; EDUCATION 
Young people at universities study to achieve knowledge and not to learn a trade. We 
must all learn how to support ourselves, but we must also learn how to live. We need a 


lot of engineers in the modern world, but we do not want a world of modern engineers. 


w iaag 


—CHURCHILL 


ee R 


This study describes an unusual group 
of hospitalized patients who, with few ex- 
ceptions, insisted on seeking a personal 
interview with the President of the United 
States at his official residence, the White 
House. Secret Service agents and White 
House guards met with each visitor ini- 
tially and weighed the possibility of serious 
mental illness because of the s un- 
willingness to leave or his reasons for trying 
to see the President. 

After further exploration the visitor was 
taken into custody and admitted to the 
District of Columbia General Hospital 
under the emergency hospitalization pro- 
visions of the law governing mentally ill 
persons. In almost every instance of ad- 
mission of a “White House Case,” the 
patient received a hearing shortly after 
hospitalization before the Commission on 
Mental Health of the U.S. District Court 
for the District of Columbia to consider 
civil commitment and further italiza- 
tion. Those few patients not kept for such 
a hearing were peat on their own or 
their family’s responsibility after a brief 
period of observation. 

The patients designated here as White 
House cases did not include persons con- 
cerned with simple grievances, acts of 


political protest or picketing at the White ~ 


House and charged with a criminal offense. 
Rather, they constitute a select group of 
profoundly delusional individuals seeking 
an exclusive personal encounter with the 
President and an extraordinary association 
with the complexly symbolic office of the 
Presidency. Furthermore, these patients 
acted upon their delusions in such a way 
as to incur great personal expense and 
tisk. Many journeyed long distances, sig- 
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naling their request to see the President in- 
communications sent days and hours 
advance of their arrival at the White House 
gate. The singlemindedness of their 
purpose often flew in the face of a coldly 
frustrating reality. 4 
The paper is divided into five parts: 
1) a review of an earlier, similar study; 
2) an analysis of the hospital records of 
40 White House cases admitted in 1960- 
and 1961; 3) a report of psychiatric inter- 
views with ten consecutive patients 
hospitalized between October 1 and De- 
cember 31, 1963; 4) a discussion of the 
material; and 5) additional hypotheses. À 
In 1943, Dr, Jay L. Hoffman published 
“Psychotic Visitors to Government Offices 
in the National Capital”(2), He surveyed 
the charts of the years 1927 and 1937 at ~ 
St. Elizabeths Hospital, Washington, D.C. 
where, in years past, White House cases | 
were hospitalized. Of the 53 cases he dis- — 
cussed, only 28 were actually from the 
White House; others were referred from 
the Treasury Department, Navy Depart- 
ment and a variety of other departments — 
of the government. Dr, Hoffman felt the — 
White House case was indistinguishable 
from the others and his study described ` 
the group as a whole, Most of the patients 
were white males; their ages ranged from 
19-70, averaging 44, Twenty-four were — 
single, 15 were divorced, 11 separated, 
five widowed and five married at the time 
of admission. New York and California 
were most frequently their home states. 
Sixteen of the 53 had been born outside 
of the United States and eight others, 
although born here, had at least one 
foreign-born parent, Twenty-two had been 
previously hospitalized. The patients had 
poor employment records and two-thirds 
were not self-supporting, Twenty-nine were 
Protestant, 19 Catholic, two Jewish, one 
followed no religion and in one case 
information was unknown. 
Their purpose in coming to Washingt 
was to obtain relief from persecution 
cases), to give advice (7 cases), to 
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large sums of money (5 cases), to display 
or sell a bizarre invention (5 cases), to be 
sworn in as President (2 cases). In four 
cases, the delusions were not reported. 

Three of the 53 patients were “com- 
bative.” The diagnoses were as follows: 
dementia praecox, paranoid type, 23 cases ; 
dementia praecox, other types, 12 cases; 
paranoia, paranoid condition, six cases; 
manic-depressive, manic type, three cases ; 
and organic brain syndrome, nine cases. 
Ten patients were recovered enough to be 
discharged but the rest were hospitalized at 
St. Elizabeths or in hospitals in their home 
state for longer periods of time. 

Throughout the paper, Dr. Hoffman 
= made comments and observations and 
_ offered many hypotheses. The admission 
= rate and the content of the delusions of 

these patients fluctuated “according to the 
personality of the Presidential incumbent.” 
Although the patients were “quiet, pleas- 
ant, congenial, cooperative and well be- 
haved,” he considered them “potentially 
the most dangerous of all patients” because 
_ of their lack of insight and bizarre ideas. 
_ Of the 40 White House cases admitted 
-in 1960 and 1961, 38 charts were reviewed. 
_ Only the patient’s name, sex, date of ad- 
F mission and the disposition were avail- 
able in the other two cases. One patient 
was admitted twice in 1960, and another 
patient was hospitalized once in 1960 and 
twice in 1961—three times altogether. Un- 
like Hoffman’s sample, which included 
visitors to all governmental departments, 
the cases included in this part of the study 
were White House cases exclusively. 

In 1960, when Mr. Eisenhower was Presi- 
dent, eight patients were hospitalized ; in 
1961, the inaugural year of Mr. Kennedy, 
32 patients were admitted. Dr. Hoffman 
did not distinguish the patients of 1927 
from those of 1937, although he commented 
that the personality of the President might 
be an important factor. Between the Presi- 
dents of 1960 and 1961 there was a great 
contrast in age, religion, politics, personality 
and many other characteristics. Any one of 
these may have influenced the admission 
rate, and other factors could not be dis- 
counted, Admissions were highest in the 
spring and summer, and especially April 
and May, but did not increase significantly 
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at times of national moment, such as the 
Inauguration or the Bay of Pigs Invasion. 
Furthermore, admissions in late 1963, the 
time of the assassination of President 
Kennedy, caused no change in admission 
rate. This is contrary to Hoffman's hypothe- 
SIS. 
Twenty patients were between 30 and 
50 years old. There were two teenagers, 
three in their 70s and one 86, with an 
average age of 44, the same as in the 
Hoffman study. Twenty-six were men and 
14 women; 32 were white and six Negro. 
White males (32 cases) made up the 
largest part of this group as well as 
Hoffman’s. 

Half of the patients lived in New York 
(7), Pennsylvania (6), Ohio (4) or Massa- 
chusetts (3), while two came from Canada. 
None of the patients came from Cali- 
fornia. Eleven of the 38 were foreign- 
born; this high incidence was also noted 
by Hoffman. 

Nineteen of the 38 patients were Protes- 
tants, 10 were Catholics, two Jewish, one 
Greek Orthodox, one atheist, and the in: 
formation was unknown in five cases. Nine 
of the ten Catholics were admitted in 
1961. Eighteen patients were unmarried, 
eight married, seven divorced, four wid- 
owed, and the marital status of one patient 
was unknown. 

All the patients were delusional. Four- 
teen felt they were being followed or 
persecuted. Seven came to help the 
country in some way. Three of these 
brought messages from God, one claimed 
to be Jesus Christ, one reported an elabo- 
rate spy ring surrounding her Pennsylvania 
farm. Another had suggestions about com- 
bating the Russians. 

Five patients came to collect fortunes 
in money or land. Three claimed they were 
the President, one maintained that she was 
married to the President, and a 75-year- 
old lady, who refused to believe that Mr. 
Eisenhower was no longer in office, claimed 
to be the President’s mother. 

An 18-year-old boy had family problems 
which he wanted the President to solve, 
and a middle-aged Negro man wanted the 
President to return him to the white race. 
Two patients considered their mission “top 
secret” and refused to reveal any details, 
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and in two cases, the specific content was 
not known. ; 

Twenty-one of the patients admitted 
they had been hospitalized at some time 
in the past, but the number was probably 
much higher since only five denied it and 
the information was not recorded in 12 
cases. 

Thirty-five of the patients were di- 
agnosed as suffering from a schizophrenic 
reaction and 32 of these were of the para- 
noid type. The other three were classified 
chronic brain syndrone, inyolutional psy- 
chotic reaction with chronic brain syndrome 
and alcoholic intoxication. Thirty-two pa- 
tients were committed for further hospital 
treatment and nine were discharged in 
the care of relatives and friends for con- 
tinued treatment. Only two were released 
on their own responsibility. _ 

In general, Dr. Hoffman's patients were 
more concerned with pensions and inven- 
tions and less with delusional religious and 
persecutory beliefs. Perhaps this was indic- 
ative of the national concern of those 
years, or possibly a function of the non- 
White House cases included in his sample. 
An inventor might prefer to visit the Patent 
Office, whereas a messenger bearing in- 
formation about a conspiracy or prophecy 
might more readily go directly to the 
Executive Mansion, 

All those patients admitted between 
October 1 and December 31, 1963 who 
had been connected in any way with the 
White House were interviewed, usually for 
a 60- to 90-minute period, Eight of these 
ten patients had attempted to visit the 
President and one (Case 3) called the 
police, announcing his intention to do so. 
The other patient (Case 4) was admitted 
after causing a disturbance in the White 
House itself. Together, these ten cases pro- 
vide a good sampling of the various types 
of patients referred to the hospital. 


Case 1. A 28-year-old white man, hospitalized 
twice the previous year, heard voices calling 
his name and felt people were laughing at him. 
For two or three weeks he had been aware 
that some of the people in his home town were 
acting strangely and others had completely dis- 
appeared. He finally realized that Commun- 
ists, maybe Catholics, “were doping the food” 
so that people were robbed of their courage 


and were doing what they were told, He 
started to Washington two weeks before ad- 
mission but lost his courage due to the “dope” 
and turned back, He arrived one night and 
slept in his truck. At 9 a.m, he called the 
White House because “the President is the 
biggest authority.” He did not consider visit- 

ing the FBI or Congress. He was amazed when 

he was turned away by the guard at the gate, 

and he returned at 10 a.m. in his truck, crash- 

ing it through the iron gates. He was appre- 

hended and hospitalized. The patient realized 

he could have been shot or injured but felt a 

dying man’s words might have been believed 

more readily. The patient admitted he would 

try the same tactics again to get his message 

to the President. Diagnosis : schizophrenic re- 

action, paranoid type. 


Case 2. This 28-year-old white woman was 
aware of three years of “infringement” against 
her since the time of her last hospitalization, 
She wanted money from the President to pay 
for this violation of her rights. She only con- 
sidered seeing “the head of the government,” 
the “elected head,” and she phoned the White 
House shortly after getting off the bus, The 
next day she visited in person, praying aloud, 
commenting “My soul went out of me... +1 
have seen God face to face.” On admission to 
the hospital she was acutely psychotic, i 

This patient considered the psychiatric in- 
terview another “infringement” and on two ogg 
casions could tolerate only ten minutes 
leaving the room. Diagnosis : schizophrenic 
action, paranoid type. 


Case 3. A middle-aged white woman, German- 
born but a resident of the United States for 
15 years, claimed she had been tested for over 
nine months for a special government job. The 
test was being conducted by “Mr. Alweiss,” 
who caused her to lose jobs and tried to fool 
her by having people masquerade as others. 
Seven months earlier the patient had come to 
Washington to see the Attorney General but 
returned home when her attempt was unsuc- 
cessful, Because she lost another job and 
needed money badly, she decided to straighten 
things out once and for all and returned to 
Washington 14 days before hospitalization. 
She spent two weeks trying to see various Sen- 
ators, Congressmen and the Attorney General, 
visiting the Capitol every day. She wrote the 
President twice about her difficulty and toured 
the White House during visiting hours the day 
before admission. On her visit the next day 
she attracted the attention of an attendant and 
was hospitalized after she related her story. 
She had one previous hospitalization earlier in 


1963. Diagnosis : schizophrenic reaction, para- 
noid type. 


Case 4. A 27-year-old unmarried Cuban did 
not call at the White House to see the Presi- 
dent. He had arrived in Washington, D. C., 
four months before admission and worked for 
about 14 weeks. He then toured the museums, 
monuments and sights of Washington, arriving 
at the White House last. He filed through with 
other tourists and then decided to return and 
cause a disturbance so that he would be in- 
vestigated by the Immigration Service and the 
status of his visa reviewed. He reentered the 
tourist line and in the Red Room threw a 
vase into a mirror. At the time he was heard to 
say, “There is danger in the Red Room.” The 


Case 5. This was a District of Columbia cab 
_ driver who had worked continuously for 19 
_ hours and consumed three bottles of rum over 
the two days preceding admission. He went 
to the roof of an office building to commit sui- 
cide, to talk to God. He suddenly felt he had 
see the President and fight for the coun- 
At 3:15 am. he was observed climb- 


the past. During his hospitalization he was 
very anxious, impulsive and out of control and 
was placed in seclusion several times. Diag- 
_ nosis: schizophrenic reaction, paranoid type. 


Case 6. A 44-year-old Negro woman “was in- 
_ vited” to see the President many times and 
prior to her trip wrote that she was finally 
; 


coming. She hoped the President would stop 
the “gum chewing” in her head and would 
_ stop the police persecution that had caused 
her ears to flop and her body to go out of 
_ shape. She complained of policemen in her ears 
~ and riding up and down her nose. The pa- 
tient was acutely psychotic and her stream of 
thought disorganized, but she claimed that she 
had first visited the governor of her home state 
and the Pentagon before trying to see the 
President. She refused to discuss previous hos- 
pitalization. Diagnosis : schizophrenic reaction, 
paranoid type. 


Case 7. This 29-year-old Negro called at the 
White House on a Friday to collect two mil- 
lion dollars. He was turned away but re- 
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turned again Monday claiming he was sent by 
God, was the Son of God and intended to 
marry a white girl as soon as he collected his 
money. He said he was persecuted by co- 
workers, especially white men, and was be- 
coming more upset until he finally made con- 
tact with God six weeks before admission. The 
patient worked every day as a bridge painter, 
had no previous hospitalizations and confided 
that he expected to be locked up. He realized 
he would not be believed. “Ordinary laborers 
do not go to the White House.” The patient 
was oriented and his memory was intact. 

It was subsequently learned the patient had 
been treated for congenital lues when a teen- 
ager and recently had been drinking bootleg 
liquor. The delusions cleared but some per- 
ceptual defect continued. Diagnosis: acute 
brain syndrome, alcohol intoxication, chronic 
brain syndrome associated with central nervous 
system syphilis. 


Case 8. This 35-year-old white, German-born 
carpenter was not hospitalized by the Secret 
Service. He drove to Washington to persuade 
the President to cosign a loan for $10,000 so 
he could go into business for himself. To make 
the proper impression, he checked into a hotel 
with $800, borrowed from a finanee company 
the day before, and spent $300 in tips in one 
day. He moved to a second hotel the next day 
where he spent $100 on phone calls and then 
changed to a third and fourth hotel the next 
day. He then approached a White House guard 
and demanded to be arrested. When his re- 
quest was turned down, he concluded that he 
had proven beyond all doubt that he was hon- 
est and deserving of the loan, so at 6 a.m. the 
next morning, he called the police and told 
them his story. When he asked them to ar- 
range an appointment with the President, they 
visited the hotel, interviewed him and sent 
him to the hospital. 

During the hospitalization of this patient, 
President Kennedy was assassinated. The pa- 
tient interpreted the event without emotion 
as an act of God in his behalf. He believed 
President Johnson, or even Governor Rocke- 
feller, would take an interest in him. Diag- 
nosis: schizophrenic reaction, paranoid type. 


Case 9. A 35-year-old white man was appre- 
hended climbing the White House fence at 9 
p.m. one evening. He wanted to see the Presi- 
dent about his medical discharge from the 
service and his veteran’s disability allowance. 
He had seven previous hospitalizations. Diag- 


nosis : schizophrenic reaction, paranoid type. 
Case 10, This 51-year-old white woman had 
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been born in Poland and lived in the mid- 
west. She left home after an argument with 
her husband and was staying in another city 
at the time of the assassination of President 
Kennedy. She arrived in Washington and called 
at the White House on three successive days 
to see the President about her own “safety 
and well being.” She did not know about the 
change in Presidents and did not realize she 
was calling for the third time on Thanksgiving 
Day. The patient was hearing the voices of 
“Jack and Jill” and President and Mrs. Ken- 
nedy among others. She denied previous hos- 
pitalizations. Diagnosis ; schizophrenic reaction, 
paranoid type. 


With the exception of Case 9, all of 
these patients were seen by the Commis- 
sion on Mental Health and transferred to 
other hospitals for further treatment, 

To test the patient’s perception of him- 
self and the world around him, each of the 
ten was asked to estimate his own height 
and weight, the height and weight of the 
interviewer seated before him and of the 
President, This was an effort to locate and 
quantitate a specific type of distortion in 
the patient’s mind of his own body image 
and perhaps a distorted view of the Presi- 
dent’s as well. These estimates were too 
scattered and the sample too small to 
report, 


DISCUSSION 


The admission rate of White House cases 
was higher in 1960-61 and late 1963 than 
in 1927 and 1937, but the type of person 
referred to the hospital was remarkably 
consistent over those 36 years. The data 
showed no difference between the Hoff- 
man sample, which included a large num- 
ber of non-White House cases, and the 
two recent groups. Perhaps the White 
House cases are indistinguishable from the 
others, as Hoffman suggested, but in our 
opinion, more complete information about 
the delusions and a more detailed investi- 
gation of the psychodynamics would have 
revealed important differences, The person 
of the President and the symbol of the 
Presidency seem to be important factors. 
This was suggested by the 1:4 ratio of the 
1960:1961 admission rates. Some difference 
between the Presidents of those years was 
probably responsible for the variation, 


showing the President to be a unique, — 
important determinant. d 

In general, the patient was middle-aged, © 
usually a white man from one of the larger ~ 
states who had been hospitalized at some ~ 
time in the past. The patient was delu- ` 
sional, usually schizophrenic and persisted ~ 
in his attempts to see the President al- ` 
though he was repeatedly turned away — 
from the gates. The recent groups were 
more delusional and more schizophrenic — 
than Hoffman’s, although an almost equal 
oligo complained of persecution; 
ewer were considered improved enough 
to be released from the hospital. In a 
surprisingly high number of instances, the 
patient was foreign-born, 

This last point raises a critical question — 
which challenges the validity of any hos- — 
pital-based approach to the White House 
case. Secret Service agents screened the 
visitors at the White House and decided 
which persons were to be sent for “mental 
observation.” Therefore, the patients who 
are described in this paper and in Dr, Hoff- 
man’s earlier study may not have been 
typical of White House cases at all but 
simply a reflection of the screening criteria 
Pl by the Secret Service. To persist and re- 
fuse to leave the premises, to give a history 
of previous mental illness and to be foreign- ’ 
born were consistent factors found in the — 
data. To Hoffman, this high incidence of ~ 
foreign-born patients suggested a cultural ~ 
influence, Nine of the 16 foreign-born pa- 1 
tients included in his study were of the ~ 
“Slavic race.” He pointed out the Russian 
Czar was known as “The Little Father” 
to his people, suggesting this as an ex- — 
planation why foreign-born patients of 
Slavic stock sought help from the President, 

In our opinion, it is unlikely that the 
data were simply a function of the 
screening procedure, The Secret Service 
would have to be remarkably consistent 
over the years, despite changes in its per- < 
sonnel, and would have to be unaff 
by periods of national crisis, the assassina- 
tion of a President and other events, 

The individual interviews mentioned 
earlier provided data in much greater 
tail than had been available earlier, At 
the patients had made efforts to see : 
ors, congressmen and lesser officials before 
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calling at the White House. Just as common- 
ly, however, they bypassed everyone and 
went immediately to the President. Some- 
times, but not always, the decision was 
impulsive and several of the ten patients 
had made previous abortive attempts to 
come to Washington, Usually no immediate 
precipitants were found to cause a visit at a 
particular time, The state of national and 
international affairs—even the assassination 
of President Kennedy—had no effect on the 
patients, who quickly incorporated what- 
ever was happening into their private 
delusions. The patient described in Case 
8, for example, easily changed from Presi- 
dent Kennedy to President Johnson and 
even had an eye to the Presidential 
elections one year away by mentioning 
Governor Rockefeller, a prominent possible 
Presidential candidate at the time. Action 
of this type in the absence of some precipi- 
tating cause indicated a more serious illness 
and very poor contact with reality. 

Defective reality testing was further 
demonstrated by the fact that many of 
the patients announced their arrival by 
letter or telegram and returned again and 
again although they had been turned away 
from the White House gates several times. 
No one could have been more determined 
to overcome reality obstacles than the man 
described in Case 1, who drove his truck 
through the gates and risked death to 
carry out his mission, In view of such a 
tenacious, autistic resolve, it was not sur- 
prising that patients frequently interpreted 
the entire hospitalization and interviews as 
some kind of test or a part of their 
persecution, 

Five of the ten patients interviewed in 
1963 were Catholic, and nine of the ten 
Catholic patients for whom case histories 
are given were admitted in 1961, the first 
year in office of this country’s first Catholic 
President. This incidence was not signifi- 
cant because of the small size of the sample 
and because of the high percentage of 
Catholics in Hoffman’s study. Yet it would 
tend to support rather than negate the 
thesis that the personality of the President 
is an important dynamic factor affecting 
the visit to the White House. 

The data would seem to support a final 
point for discussion. All of these patients 


exhibited bizarre and deluded thinking at 
the time they requested a meeting with 
the President. They were hospitalized at 
the peak of a crisis, after they pushed 
themselves to the limit under the impact 
of their beliefs. They were out of contact 
with reality, unable to care for themselves 
and desperately needed hospitalization. 
This suggested that referral to the hospital 
was used most sparingly and withheld to 
the point where there was no other course 
to follow. This impression was based on 
the seriousness of the psychopathology in 
the hospitalized patients and the great 
frequency in which further hospital treat- 
ment was recommended, The question is 
posed whether less obviously psychotic or 
borderline visitors requesting a meeting 
with the President were dissuaded and 
left at the urging of the White House 
guards and Secret Service, when they could 
have benefited from psychiatric evaluation 
and therapy. 


ADDITIONAL HYPOTHESES 


The majority of patients under study as 
White House cases manifested paranoid 
reactions of a most profound and disor- 
ganizing kind. One might say that this 
person, a psychotic visitor to the White 
House, displayed a late, critical intensifi- 
cation of a paranoid outlook on life. He 
exhibited the paranoid dynamism in extre- 
mis. With this perspective in mind, it is 
possible that these persons could reveal 
some essential elements of paranoid proc- 
esses and enable us to comprehend more 
fully the theoretical issues at stake in the 
psychodynamic structure of paranoid proc- 
esses. 

A phenomenology of the psychotic White 
House visitor and his actions yielded a con- 
sistent presentation. A stranger, usually 
from some other part of the nation than 
the capital, appeared at the gate. He was 
impelled to come to the Executive Mansion 
and impelled to insist upon a meeting 
with the President, which he predicted 
would be meaningful to him. Whether his 
primary wish was to receive something 
from the President, to provide something 
for the President or even to somehow 
displace the President, his presence at the 
gate and his reiterated request for an 


"audience amounted to an appeal to the 
President to validate his claims. 


mate 
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This appeal was a common denominator 
in all the different types of delusions, 
whether they centered upon persecution, 
conspiracy, grandiosity, megalomania or 
erotomania. The appeal was at least anal- 
ogous to a paranoid person’s suit or petition 
in a court of law, where validation was 
sought from constituted authority through 
litigious activity. The appeal anticipated 
a validating, authoritative judgment from 
the President, which in turn would con- 
firm the paranoid person in his beliefs. 


The confirmatory judgment was the re- 


« 


sponsibility of the other; the patient rested 
his case in the hands of the highest single 
authority. However, this act of appealing 
would seem to entail some gamble. “I 
must see the President; but will the Presi- 
dent see me and hear my claim? This 
matter is so important he will have to see 
me; but what if these persons, standing 
between me and the President, will not 
allow my visit 2” 

In taking the risk and the gamble of 
asking to see the President, the paranoid 
person had only his sincerity and his con- 
victions to fall back upon. He must con- 
vince those at each station where the door 
was barred to him. He must tell and retell 
his story, whose ultimate point was his own 
personal significance. He willed to be 
recognized. 

D. A. Schwartz(4), in a recent reexam- 
ination of the paranoid concept, elaborated 
the hypothesis that the paranoid person 
is uncomfortably confronted by inade- 
quacy, insignificance and unimportance, 
and his incapacity to refer essential mean- 
ingfulness to the self is compensated for 
by denial and projection, nuclear defenses 
which provide a basis for the paranoid 
tendency to create others in a meaningful 
context of relationship, where they do not, 
in fact, exist. The author proposed the 
term “centrality” as the clinical expression 
of the paranoid person’s assertion of his 
overwhelming and pervasive importance 
to others. He argued that delusion forma- 
tion, along dimensions of both persecution 
and grandiosity, was related to the cen- 
trality construct as a means of securing 
recognition from others. The relevance of 


these formulations to the behavior of the 
White House case is highly suggestive, 
The appeal to the President was a plea to 
a particularly important, authoritative, in- 
controvertible “other” to attend to him, to 
hear him and to believe him. 

Schwartz, in preparing his hypothesis, 
acknowledged his debt to Klein(3), 
Sullivan(5) and Cameron(1). Cameron’s 


concept of the paranoid pseudo-community _ 


has relevance to our investigation. This 
author defined the paranoid pseudo- 
community as an imaginary organization, 
composed of both real and imagined 
persons, whom the patient represented as 
united for the purpose of carrying out 
some malevolent or benevolent action upon 
him. Many of the patients in our study 
were related to such pseudo-communities 
and, as Cameron stated, this marked a 
phase of crystallization of paranoid delu- 
sions and a restitutive maneuver through 
which relationships may be reestablished 
with reality, albeit on a delusional founda- 
tion. In the patients we have seen in the 


group of psychotic visitors to the White — 


House, the President was approached as 
either a benevolent partner in the pseudo- 
community or a powerful ally or arbiter 
who stood outside of the pseudo-com- 
munity. None of the patients we have 
studied approached the President as a 
threatening member 
pseudo-community, although this fact might 
be explained on the basis of the selection 
criteria applied by the Secret Service be- 
fore requesting emergency hospitalization 
for the seriously deluded visitor. The open- 
ly hostile, accusing person expressing a 
hateful grudge against the President and 
verbalizing violent threats against the per- 
son of the President could have been held 
and charged with a criminal act. 

It was remarkable that only a few of 
the patients in our study displayed openly 


violent behavior at the White House. Some | 
were indeed preoccupied with impending — 


disaster and violence related to their belief 


in a malevolent, conspiratorial pseudo-com- — 


munity. Yet a great many persons so pre- 
occupied did not act with violence or any 


exceptional hostility during their White 


House visit or during their subsequent hos- 


pitalization, None perceived the President 


of a malevolent ` 


$ 
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himself as a threat to their life or safety. 
The question to be asked is just how 
dangerous was the tenacious paranoid 
White House visitor to the security of the 
President. Those paranoid persons, who 
approached the White House openly, de- 
mandingly and insistently, appeared to be 
committed to a confrontation for the pur- 
pose of integral confirmation and recogni- 
tion of themselves. On the other hand the 
surreptitious, covertly hostile, paranoid 
person, the author of seriously threatening 
letters, the grieved and sullen grudge 
holder—all those individuals who avoided 
confrontation—could be considered more 
dangerous because the President emerged 
for them as an agent of a malevolent 
pseudo-community. 
___ A final question was considered. Could 
this formulation be used to predict whether 
a particular White House visitor was an 
actual or potential threat to the life of the 
_ President? Could the psychotic visitor be 
_ written off as no danger if his delusional 
_ ideas were systematized and fixed and 
elaborated in a restitutive configuration 
‘that created a paranoid pseudo-community 
incorporating the President as a benevolent 
and necessary agent? Our experience in- 
dicated that these patients were in need 
of hospitalization but did not represent a 
special threat to the life of the President. 
Certainly this impression must be explored 
in greater detail. 


SUMMARY 


This study described a group of patients 
who, with few exceptions, were hospital- 
ized after attempting to see the President 
at his official residence, the White House. 

In 1943, Dr. Jay L. Hoffman reported 
his survey of psychotic visitors to govern- 
ment offices which included 55 cases in 
the years 1927 and 1937, but only 28 of 
these were visitors to the White House. 
Most came to Washington to seek relief 
from persecution (21 cases). Dr. Hoffman 
suggested that the personality of the 
presidential incumbent and the current 
problems of the government influenced the 
type of patient and the number of patients 
hospitalized. He also considered them “the 
most potentially dangerous of all patients.” 

To test these hypotheses, the charts of 


the 40 White House cases admitted to D.C. 
General Hospital in 1960 and 1961 were 
reviewed. In 1960, when Mr. Eisenhower 
was President, only nine patients were 
admitted, but 32 were hospitalized in 1961, 
Mr. Kennedy’s inaugural year. This would 
suggest that some personal characteristic 
of the President was important. 

Finally, ten White House cases were seen 
in psychiatric interviews between October 
1, 1963 and January 1, 1964, and all ten 
cases were briefly summarized. In general, 
the more recent White House cases were 
quite similar to the patients of 20 years 
ago. 

Based on the preceding data, the factors 
affecting the admission rate were dis- 
cussed. The person of the President was 
important in some way. The surprisingly 
high number of foreign-born patients sug- 
gested a cultural determinant, although 
this could have been a function of the 
screening procedures by the Secret Service. 
To persist in trying to see the President, 
to give a history of previous mental 
illness and to be foreign-born were factors 
consistently found in the data. 

Finally, “centrality,” “need for validation” 
and “pseudo-community’—concepts which 
have been proposed in recent publications 
about paranoid states—were discussed in 
relation to this specialized group of 
patients. In the opinion of the authors, 
none of these hospitalized patients repre- 
sented a special threat to the life of the 
President, whom they incorporated as a 
benevolent and necessary agent in a para- 
noid pseudo-community. 
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References to the psychiatric team are 
rife in the psychiatric literature, but rarely 
are these references accompanied by suffi- 
cient description or definition to enable the 
reader to share the author's frame of refer- 
ence. As a consequence, “team” is a concept 
which may have nearly as many meanings 
as it has users. In this paper the authors 
have endeavored to define and describe an 
additional concept of the team. Before pre- 
senting this concept it is necessary to give 
some attention to the current mythology 
of teams, particularly those found in psy- 
chiatric hospitals. 


SOME CURRENT MYTHS 


One widespread myth is that membership 
on a psychiatric team can be automatically 
conferred upon designated groups of peo- 
ple by virtue of some ascribed characteris- 
tics. This may also be described as head- 
counting or the numbers game. Greenblatt 
and Levinson(4) point out that some in- 
stitutions designate as a team member every 
person who has contact with patients. Bonn 
and Kraft(2) appear to equate team with 
every member of the professional staff with- 
in a specific unit of the psychiatric hospital. 
Such omnibus categories make it exceeding- 
ly difficult to determine who is not on the 
team. 

As the aura of respectability of team 
membership has increased, there has been 
a tendency to term any combination of two 
or more people whose work in a psychiatric 
setting has a remote connection with that 
of others, and is somehow related to pa- 
tients, as a psychiatric team. When prestige 
is attached to team membership, it would 
seem natural to want to obtain this prestige. 
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The authors have often encountere 
references to the “team captain,” in which — 
the team seems analogous to the crew of 
a ship or the members of a sports organiza- 
tion. Captain appears a poor choice for 
whatever is meant by leadership of a team, 
since this usage frequently carries a surplu 
meaning which includes a fixed hierarchy 
and patterns of interaction within this hier- — 
archy. Work is prescribed, any deviation 
from the set pattern is upsetting to the — 
hierarchy and unsolicited questioning of — 
authority smacks of treason. Peplau(7) sug- — 
gests that the more competent the pro- 4 
fessional, the less likely he will find these ` 
conditions satisfactory. i 

It is important to recognize that the phy- 
sician’s medical responsibility to the patient ~ 
has been established by law. However, — 
leadership and responsibility have tended 4 
to become equated, with the result that 
all responsibility for the patients welfare — 
has been placed under the rubric of medi- — 
cine. Thus the phrase “delegation of re- — 
sponsibility” is often used to mean that the — 
individuals constituting the team are given | 
permission to assume responsibility for the — 
performance of tasks that clearly were the 
responsibility of those professions in the — 
first place. Such circularity has occurred — 
because of confusion as to what constitutes — 
medical responsibility to the patient. 

Teams are often conceptualized as democ- ~ 
racies in miniature, and the implication ` 
seems clear that this kind of team is 
assessed higher value than any other(3). — 
Members of such teams will state that 
decisions are arrived at through the demo- — 
cratic process; i€., after hearing all the 
possibilities, members of the team vote on — 
a course of action. The notion of the ma- 


rs 
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of professional roles, when carried into sp 
cific areas(5). For instance, would the m 
jority prescribe type and dosage of medi 
tion for individual patients? Would t 


patient would go into which foster home ? 
It seems unlikely that writers who allude 
to the team as a democracy intend this in- 


ambiguity permits this interpretation. 
Siporin and Boshes(8) have examined 
some of the problems inherent in super- 
vision of individual professionals by the 
team and conclude that solution of these 
problems is a prerequisite for successful 
team functioning. Frequently by “team 
supervision” is meant the supervision of 
individual professionals by the team leader 
when and only when that leader is also 
the physician or psychiatrist. Rarely is the 
= reverse true, i.e., that the psychiatrist and 
the rest of the team are supervised by a 
nonmedical professional. In any case, it is 
doubtful that an individual from one pro- 
fession can supervise an individual from 
another profession without some blurring 
of professional identities. 

The danger in advocating team super- 
vision is that ultimately it leads to no super- 
vision. The individual is lured into the 
error of bypassing his own professional 
hierarchy for that of the team. The team, 
however, is likely to be short-term goal- 
oriented and is not apt to be concerned 
with the individual's professional develop- 
ment, particularly if this is not of immediate 
concern to the team. Both the individual 
and the team may be unaware of the cri- 
teria needed to determine how the individu- 
al measures up to the standards of his pro- 
fession. 

Bernard and Ishiyama(1) describe the 
situation wherein formal and administrative 
authority remains with the supervisor of the 
individual professional while the informal 
authority is held by the team leader. A 
resulting danger is that the aggressive in- 
dividual uses this bifurcation of authority 
to obtain independence of supervision from 
any source. 

Padula(6), among others, has noted a 
tendency to describe the team as if it were 

a distinct entity entirely apart from the 
individuals who comprise it. Such usage 
contains both inherent dangers and poten- 
tial advantages to the members of the team. 

When reification of the team occurs, rec- 
ognition of individual performance is mini- 
mized, An outstanding performance by one 


- terpretation of their remarks, but their very ~ 


individual can be offset by an inferior per- 
formance by another. Just as the team can 
be credited for the successes of its members, 
so can the failures of these members be 
attributed to the entire team. 

Whether member morale is high or low 
may then be dependent on how the team 
has been regarded in its collective task 
performances, The professional who has 
been making marginal progress in his pro- 
fessional growth may be stimulated to 
greater productivity upon joining a team 
whose collective image is highly regarded 
by their peers, On the other hand, the pro- 
fessional who has been operating at a 
superior level may not maintain this level 
of performance when he becomes a member 
of a team whose collective image is low. 

Team membership is also determined by 
the individual needs of each member of the 
team and/or the institution of which the 
team is a part, and membership of the team 
varies as these needs vary. Individuals who 
have difficulty assuming responsibility may 
abnegate this responsibility to the team; 
other team members may willingly assume 
such responsibility primarily for the self- 
satisfaction thus obtained, and not based 
on their ability to perform. 


AN ALTERNATE PROPOSAL 


The preceding paragraphs have briefly 
attempted to illustrate how various ways of 
conceptualizing the team have led to diffi- 
culties in actual operation. The remainder 
of the paper will be devoted to the develop- 
ment of an alternate way of visualizing the 
team. 

The underlying assumptions which should 
be inspected are as follows : 


1. All members of the team share one 
purpose; this purpose can best be 
served through the collective effort of 
team members. 

2. Every member of the team comes to 
the team with professional compe- 
tence, which includes the capacity, g 
freedom and responsibility to make 
and carry out professional decisions. 

3. The team more closely resembles an 
educational seminar than a form 
group therapy for its members; em- 

asis is on the conscious use of in- 


formation rather than unconscious 
manifestation of feelings. 

With these assumptions in mind, the 
following definition of a team is offered ; 


A team is the process whereby various pro- 
fessionals who make individual decisions con- 
cerning patients and who share a common 
purpose meet together to communicate and 
share knowledge from which plans are made 
and thus future therapeutic decisions are in- 
fluenced. 


The sharing of a common purpose helps 
distinguish a team from an aggregate of 
individuals. A common purpose serves to 
delimit the individuals who comprise the 
team. As the purpose changes, so may the 
composition of the team. Each phase of the 
patient’s hospitalization may require the 
involvement of a changing set of experts. 
The team should cease to exist once the 
common purpose is fulfilled. 

The common purpose must remain the 
dominant force in the daily operation of 
the team. Unless the common purpose is 
consciously shared by all, the danger exists 
that secondary purposes may assume prior- 
ity. For instance, a treatment team may 
have one member with considerable re- 
search interest and another member who is 
also engaged in training new professionals. 
There is a possibility that case or task as- 
signments may hinge on whether the case 
offers research possibilities or poses an 
interesting educational problem, and the 
question of treating the patient becomes 
secondary, 

Utilizing maximally the knowledge avail- 
able is the major task confronting the 
team. The conclusion is inescapable that 
unless a member has some knowledge not 
available to the other then there is little 
reason for his inclusion on the team. A 
trainee, almost by definition, cannot be a 
team member. On the other hand, the 
trainee can attend team meetings; this 
serves as his entree into the profession. 

The members of a team have consider- 
ably different backgrounds in profession- 
al experience. Different techniques have 
evolved within the separate professions ; 
these techniques become available to all 
team members. 

The various professions have different 
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value orientations which enable them to 
look at a problem from widely di 
viewpoints. Each profession has philosoph- 
ical bases which enable it to differentiate 
itself from others ; these philosophical bases 
give rise to sets of values which differ 
from profession to profession. In the inter- 
action of professions, as is present when a 
team is in operation, these different value 
orientations become disseminated beyond 
the confines of a single profession, 

The various professions comprising a 
team represent a storehouse of knowledge 
far beyond the capacity of any one in- 
dividual. With the proliferation of pro- 
fessional journals extant today, it is a major — 
undertaking to keep abreast of develop- 
ments within one profession. Thus in the 
meeting-together of the team, a vast { 
of knowledge becomes available to all of : 
the members. When team members share — 
a common pool of knowledge, professional _ 
identities tend to merge into a new pro- 
fessional who is a composite of the pro- 
fessions comprising the team, This develop- 
ment is viewed neither with delight nor 
alarm, but is regarded as a natural conse- 
quence of a failure to maintain professional 
identities. However, value lies in the differ- _ 
ences in knowledge and technique brought — 
by each team member. The challenge then — 
to the individual is to consistently bring 
to the other team members a distillation — 
of the thinking of his particular profession, 

If the knowledge, experience and values 
held by the individuals who comprise the 
team are to be fully utilized, then pro- — 
vision must be made to assure communica- 
tion among members of the team. The — 
team, as conceptualized, implies that its 
adherents are receptive to the thoughts of 
others. There is no implicit sense of liking 
each other, but a sense of working together 
toward a common end. A group of experts, 
none of whom listens to the others, does 
not comprise a team. Three necessary fea- 
tures of every team member are: 1) an 
ability to contribute knowledge not avail- 
able to other members of the team, 2) 
readiness to receive the contributions of 
others and 3) the capacity to carry out de- ~ 
cisions. f 

The separate professions de 
whether or not the individual po 
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the minimum qualifications to enter that 
profession. As stated earlier, the separate 
professions have traditions, values and 
knowledge which are brought to the team 
_ by the individual practitioner. The in- 
_ dividual who fails to promulgate these tra- 
_ ditions, values and knowledge does himself, 
his profession and the team a disservice. 
Thus, the individual who fails to keep 
abreast of current developments in his pro- 
_ fession has failed in his responsibility to 
_ the team. 
The third assumption likens the team to 
an educational seminar, where the focus 
is on the conscious use of information rather 
than on transference phenomena. Often the 
team becomes a treatment medium for its 
members, and unconscious processes be- 
come the focal point of attention. It is 
recognized that unconscious determinants 
play a part in team relationships, but it is 
_ the responsibility of the professions in- 
volved to provide ways of dealing with 
_ these phenomena. Transference phenomena 
_can and should be kept at a minimum. The 
_ structure, organization and modus operandi 
_ of the team can be so designed that these 
A phenomena occur less frequently and with 
-less intensity. 
_ Some transference-reducing factors are 
suggested. First, team members are oriented 
to the need for conscious use of knowledge, 
values and philosophy. Second, all team 
members must be free to contribute, and 
their contributions must be received by 
other members. Third, the team must not 
be reified. Reification of the team would 
_ greatly facilitate the development of trans- 
ference phenomena, whereas the concept of 
the team as a short-term, goal-oriented unit 
would discourage the development of such 
phenomena. Fourth, keeping individual su- 
pervision in the hands of the individual's 
profession rather than in the hands of the 
team leader would be a powerful pre- 
ventive step. 


CONCLUSIONS 

The team operates best when it operates 
at the highest possible level of conscious- 
ness; ways of minimizing unconscious ele- 
ments have been suggested. Myths are 
being developed about the psychiatric 
team, and unquestioning belief in these 
myths can lead to pitfalls for the unwary 
practitioner. The practitioner is cautioned 
to be continually aware of the team process 
and the involvement of each member in it. 
He must be prepared to share his knowl- 
edge, values and philosophy with others 
while at the same time he becomes cog- 
nizant of the knowledge, values and philos- 
ophy of other professions. Unless he as- 
sumes responsibility for defining his areas 
of responsibility, authority and competence, 
and unless he recognizes the responsibility, 
authority and competence of other team 
members, the team is a myth, 
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THAT OTHER HELPING PROFESSION 


m m E In this issue you will find several articles dealing with the overlap be- 
tween psychiatry and law. It is easy to understand, although sometimes hard to 
accept, the fact that both professions are concerned with human behavior and in- 
terpersonal relations, A psychiatrist who holds at arm’s length all legal process 
is living in a dream world, Whether he likes it or not, legal issues are involved 
in the appraisal of his patient’s competency, responsibility, testamentary capacity, 
liability for his acts, right to manage his own affairs and ability to participate in 
his own treatment. No psychiatrist can be in practice long without running across 
addicts, alcoholics, homosexuals, connivers, fanatics, rebels and assorted odd-balls 
who give color and richness to society, while they get into all sorts of trouble. 

Perhaps a psychiatrist can avoid involvement by isolating himself in an ivory 
tower and never coming out for air. If he can’t withdraw from the world that 
way, he is faced with a number of sharp-horned medicolegal dilemmas. The 
number one dilemma is that of his duty to society versus his duty to the in- 
dividual patient. When these duties conflict, the psychiatrist is troubled by the 
legal and moral problems of confidentiality of records, for instance. As a therapist, 
he knows that a depressed patient will not get better if you downgrade his self- 
esteem by ceaselesss vigilance over every movement. But let this vigilance be 
suspended, and you may find yourself blamed for a suicide. 

And again, what do we do when a patient charged with a minor offense is too 
sick to stand trial? And where is our liability if we let the pyromaniac set fires, 
the sexual deviate recruit new colleagues, the nymphomanic expose herself to 
repeated pregnancies, the kleptomanic keep up his shoplifting and the addict 
exploit his connection? At what point does the protecting psychiatrist become, 
in effect, a co-conspirator in crime? Conversely, at what point does he “betray” 
a patient by revealing unlawful or unethical plans ? 

The moral problems involved have to be dealt with by each practitioner's 
personal superego. But as citizens we haye a legal responsibility, too, and we ought 

consists of, The inadequate quality and quantity 


to know what that responsibility 
of medico legal education is reflected in an article here (page 612). When our 
patient violates the law, we have a whole library of books describing how to 


apply the responsibility formula. But much harder to find is a gauge for measuring 
competency to stand trial. You'll find discussions of competence on pages 616 and 
k for measuring it on page 618. What does the law say about 


623 and one yardstic’ 5 
your responsibility to anticipate and prevent suicide in a depressed patient Pit you 
take away his shoes, eyeglasses, belt, pencils and pens, you may prevent suicide 


but you don’t do much to lift his sense of personal unworthiness, Does the law 
recognize that good psychiatric practice requires that you run these risks ? There s: HN 
an article on that on page 631. And what of the eternal dilemma of preserving 
a confidence ? This too is reviewed on page 638. i 
The knotty problem of the dangerous behavior of the retarded offender is dis- 
cussed on page 646; and on page 652 a distinguished judge tells us “our system 
of justice lags behind known scientific discoveries and enlightened procedures to” 
a disheartening degree. Our entire penal system ought to be overhauled and — 
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4 modernized.” Finally, on page 655, a new approach to psychiatric testimony— 
the use of television evidence in court—is described. 
4 Our two professions do, indeed, speak different languages. The law finds that 
4 the older the precedent, the more firm the rule. A psychiatrist who treated 


agitation with bromides could hardly justify that by this appeal to precedent. 
The lawyer reasons deductively—he lays down a general principle—hearsay 
evidence is second-rate evidence, voluntary intoxication is no defense to a crime 
committed while drunk, a contract is void without a true meeting of the minds. 
Then from this principle, he determines the ruling on a specific case. The psy- 
chiatrist, as a medical scientist, must reason inductively—starting with observa- 
tions, then drawing conclusions, The doctor confesses that there are some ques- 
tions to which he has no answer and acknowledges that some matters must be 
left open to await scientific proof. But no trial court can do that. Eventually, 
right or wrong, some judge will say : “This is the answer; this is the end of the 
litigation.” The physician can say with honesty : “I just don’t know.” The judge 
can never say that. Thus, between our professions, there are differences in reason- 
ing which may make communication between us difficult and interesting but 
surely, not impossible. 

Due process may be annoying, but it is a barricade to the march of tyranny. 
Without the red tape of due process the strong would destroy the weak. We who 
are so often on the side of the weak should welcome this support. 


Henry A. Davinson, M.D. 


COMMUNITY PSYCHIATRY : x 
WE ARE WILLING TO LEARN 


In the past two decades there have been significant changes in attitudes among 
the mental health professionals as well as the consumers of mental health services, 
The move from the remote hospital orientation to the community-based treatment 
concept has indicated that as time goes on the community will be the principal 
site for further development of psychiatric programs. 

These shifts have led to an explosion of planning for services, Newer approaches 
have been encouraged. Program changes have transformed hospitals not only in 
clinical areas but also in their social organization. In part these shifts were initiat- 
ed by technological advances, but I am inclined to feel they reflect a major 
socio-political upheaval in all facets of our society, 

Psychiatry as the youngest branch of medicine moved toward maturity by 
planning for prevention, early intervention and rehabilitation programs. Society 
responded by redefining the role of the mental health professions (according to 
some, unrealistically). Juvenile delinquency, school problems, problems of urban 
areas, community conflicts, marriage and family counselling and well-being pro- 
grams all can be seen as reasonably in the province of the psychiatrist, who 
formerly limited his interests to psychopathology, ; 

Stimulated by creative ideas, recognizing the plight of the institutionalized 
patient in remote hospitals, and seeing that class levels frequently determined 
the type of treatment received (or not received), many psychiatrists moved to 
formulate concepts and programs of community psychiatry. This meant planning 
for services in centers of daily activity and at the site of the consumer. It meant 
dealing with the problems of providing services for the underprivileged, the un- 
organized and the disadvantaged. It recognized that these problems, along with 
poor education, bad housing and malnutrition, provided the culture in which 


maladaptation to stress proliferates, Other segments of our population presented 
similar complex problems. 

At the same time consumer groups became enlightened, secured either leader- 
ship or champions and took seriously the exhortations of the mental health educa- 
tors. If one out of ten will need psychiatric intervention, where in the community 
are the psychiatric resources ? 

These forces, moving at times in concert with strong Federal aid, initiated 
studies, research and support leading to community mental health programs. 
This trend towards community psychiatry has been characterized as “the third 
psychiatric revolution.” But revolutions are often accompanied by excesses. We 
must try to analyze and minimize the excesses of sheer enthusiasm, unreasonable 
expectations and oyer-selling. 

Good planning must resist special interest, pressures or strivings for power or 
prestige. The focus must be on the problems and potential solutions; this requires 
adequate time for planning and it must also incorporate careful evaluation. We 
must design a network for communication to the local community level and to the 
supporting Federal level. 

The psychiatrist must spurn the role of the sole community expert who solves 
all social ills. He is sometimes a leader but often an intelligent participant with 
other community resources, professional disciplines and colleagues. 

We cry out that we are undermanned, yet we are ambivalent in accepting help 
from other professions and manpower resources. We can either redefine our role 
by narrowing the field of our endeavors (I believe it is too late to do this now, 
even if we wanted to) or we can join with other competent professionals in 
attempting to intervene in and face up to the major social ills of our community 
and the implications of these for our major concern; mental health and mental 
illness. 

The right of the practitioner to practice in individual treatment is not only 
inviolate but necessary. But we must also encourage, through our educational 
resources, our programs, our professional philosophies, the broad intervention of 
psychiatrists into the communities and neighborhoods in which they are embed- 
ded. It has been disappointing to note that medical schools, training programs 
and universities have not taken the lead in advancing such programs, nor have 
they supported others extensively in such efforts. 

This is not a call to arms for community psychiatry. In Ilinois, the sociologist, 
epidemiologist and community mental health consultant works with the psychia- 
trist, psychologist, psychoanalyst and social worker in the beginning of a system- 
atic approach to provide integrated resources within the community. Such an 
arrangement is not intended to supplant private practice in these disciplines. 
Rather it is a drawing together of the major resources (universities, other educa- 
tional facilities, industry, politics, etc.) in attacking common problems. Will this 
be effective? We think so, because we are willing to invest in methods for 
evaluation, research, training and study. We are willing to learn. And we're using 
the neighborhood, the community, as the site of our efforts and endeavors. 


Hanotp M. Visotsxy, M.D. 


CLINICAL NOTES 


COMBINED PHENOTHIAZINE, 


(The Clinical Notes merely report findings by investigators; the 
Journal assumes no responsibility for the validity of these findings.) 


CHLORDIAZEPOXIDE AND 


PRIMIDONE THERAPY FOR UNCONTROLLED PSYCHOTIC 


In a series of previous studies, one of the 
authors has reported a significant group of 
psychiatric patients showing impulsive act- 
ing out of a fearful, rageful or sexual nature 
who also reveal evidence of central nervous 
system instability with chloralose activa- 

` tion of the EEG(4, 6, 7, 9). More recent 
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studies indicate that phenothiazines do not 
affect the rate of activation but do aug- 
ment its degree, while chlordiazepoxide 
tends to block activation(8). In these pa- 
tients there seemed to be a significant cor- 
relation between the normalizing effect of 
drugs on the EEG and clinical improve- 
ment(5, 8). 

The present report concerns a pilot study 
extending these observations to the treat- 
ment of 55 acutely disturbed psychotic 
patients, 80 percent of whom had been 
relegated for most of their hospital stay to 
the acutely disturbed ward because of un- 
controlled acting out. 

Table 1 summarizes the clinical group. 


TABLE 1 
Characteristics of the Clinical Group 
DEFINITELY No 
IMPROVED EQUIVOCAL RESPONSE TOTAL 
Patients 
N 23 17 15 55 
Median age 28 32 25 28 
Median years hospitalization 20 25 2.9 25 
Diagnoses 
Schizophrenia 17 11 9 37 
Brain syndrome 4 3 1 8 
Other 2 3 5 10 
Seizures * 5 5 2 12 
Present status 
Home 6 3 3 12 
Open ward 10 5 3 18 
Closed ward 6 1 5 12 
Disturbed ward 1 8 4 13 
Drugs 
Chlordiazepoxide 8 6 8 22 
Chlordiazepoxide and primidone 10 a 5 22 
Primidone 5 4 2 11 
Average improvement ** 7.8 4.7 19 


* See text. 
** Average improvement in score on rating scale (see text), 
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The patients, all males, varied from 13 to 
63 years of age with an average of 32 and a 
median of 28. Length of hospitalization 
varied from one month to 31 years, with an 
average of 5.2 years and a median of 2.5 
years. Thirty-seven of the patients were di- 
agnosed as schizophrenic reactions, 8 were 
diagnosed as chronic brain syndromes, and 
10 had a scattering of other diagnoses. 
Eight patients were on anticonvulsants for 
clinical seizures confirmed by seizural EEG 
patterns, 2 had seizural EEC patterns 
without a history of clinical seizures and 2 
others had a history of infrequent seizures 
in the distant past. All but 2 of the ex- 
perimental group had been on various 
combinations of phenothiazines during 
their hospitalization, with some improve- 
ment in behavior but not enough to war- 
rant transfer from disturbed wards. 

Because of the incidence of seizures and 
frequent episodic behavioral changes with 
suggestive evidence of altered states of 
awareness in the nonepileptics, it was de- 
cided to study the effect of the addition of 
chlordiazepoxide (Librium) and/or primi- 
done (Mysoline) to the current pheno- 
thiazine regimen. Chlordiazepoxide has 
been found effective in the management of 
epileptics and alcoholies(3, 11) and also in 
combination with the phenothiazines in 
chronic psychotic patients, while primidone 
has been reported to increase the sociabili- 
ty and performance of children(2) and 
adults(1, 10) with epilepsy. However, as 
far as the authors know, there is no report 
in the literature on the effectiveness of 
primidone in adult behavioral disorders in 
the absence of epilepsy. 

Usually chlordiazepoxide was first added 
to the phenothiazine. If the response to 
this regimen was inadequate, primidone 
was also given. If the combination of the 
chlordiazepoxide, primidone and pheno- 
thiazines then proved effective, chlor- 
diazepoxide was eliminated to see if the 
combination of phenothiazines and primi- 
done alone would maintain the improve- 
ment. Table 1 indicates the most effective 
regimen for the patients—22 patients re- 
ceived chlordiazepoxide, 22 received chlor- 
diazepoxide and primidone and 10 received 
primidone in addition to phenothiazines. 
One patient received primidone alone. 


Procedure. Since this was a pilot study 
involving combinations of drugs not pre- 
viously used in acutely psychotic acting- 
out patients, we felt it was both clinically 
and experimentally undesirable to set up a 
double blind study. One of the authors 
(S.W.) was the ward physician responsible 
for the day-to-day management of the pa- 
tients. The other (R.M.), in consultation 
with the ward physician and ward person- 
nel, evaluated the patients before they 
received medication and again after a pe- 
tiod of at least one month on each drug 
regimen.. Whenever clinically feasible, in 
those patients showing a good response to 
the chlordiazepoxide and/or primidone 
regimen, these drugs were withdrawn and 
the patient was re-evaluated on pheno- 
thiazine alone. If the patient relapsed, the 
most effective regime was reinstituted and 
the patient was again evaluated to see 
whether the drug response could be repli- 
cated. This was accomplished in 16 pa- — 
tients. 

The clinical ratings were carried out ac- 
cording to the following scale : 


Acting Out 


0 No acting out during hospital stay 

1 Emotional instability expressed verbally 
but never physically. This included in- 
appropriate anxiety, rage, depression, 
sexual feelings, etc. 

2 Emotional instability occasionally ex- 
pressed in physical behavior; however, 
so rare or so mild that it did not require 
isolation or close supervision 

3 Acting out severe enough or frequent 
enough to require close supervision and — 
occasionally temporary isolation 

4 Acting out behavior severe enough to 
require five days or more isolation per 
month 

5 Actual attempts of homicidal, suicidal or 
sexually assaultive behavior, or aggres- 
sive elopements 

Thinking Disorder ; 

0 No evidence of psychotic thinking 

1 Looseness of association (primary proc- 
ess thinking) so that there was some — 
difficulty in following or understanding — 
the patient’s productions, but no obvious ~ 
impairment in judgment and insight ‘a 


2 No obvious delusional symptoms but 
insight was impaired and judgment in 
planning for the future limited 

3 Systematized delusions either openly ex- 
pressed or acted upon 

4 Disorganized delusional systems and/or 
hallucinations; negativistic but, never- 
theless, communicative 

5 Productions completely unintelligible or 
patient mute 


Work Assignment 


0 Proven capacity to assume enough re- 
sponsibility to be discharged from the 
hospital or actually working outside hos- 
pital 

1 Off-ward job assignment in the hospital 
_ with minimal supervision 
2 Off-ward assignment requiring close su- 

__ pervision. 

3 Incapable of off-ward job assignment but 

_ did cooperate with ward chores 

_ 4 Only capable of self-care 

5 Unable to care for self 
Criteria, Patients were considered “Defi- 
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lowing criteria: 1) response within 7 to 10 


-during a follow-up period varying from 6 


prove when the medication was resumed 
and were placed in the “No Response” 
group. 

The “Equivocal” group also showed con- 
siderable improvement clinically—that is, 
an average rating change of 4.7 (Table 1) ; 
however, there was a question in the au- 
thors’ minds as to whether the improve- 
ment could be legitimately related to the 
medication used. Patients in this category 
improved slowly, or when taken off the 
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regime did not relapse or the improve- 
ment seemed to be significantly related to 
environmental changes. 

The group of patients listed as “No Re- 
sponse” showed no change on the rating 
scale, or if changes did occur they were 
transitory. In only one patient did the 
regimen (chlordiazepoxide) seem to make 
the situation worse. This occurred in a 
patient with involutional depression. 

Dose levels. Total daily dosage of 
phenothiazines was as follows: chlorpro- 
mazine (Thorazine), 300 to 800 mg.; per- 
phenazine (Trilafon), 24 to 48 mg.; and 
thioridazine (Mellaril), 300 to 800 mg, 
Most of the patients had received several 
phenothiazines alone or in combination 
with dose levels pushed to tolerance. Chlor- 
diazepoxide was started at a level of 10 to 
25 mg. four times a day depending upon 
the weight of the patient. On occasion, as 
much as 200 mg. daily was used. Primidone 
was given at doses of 250 mg. four times a 
day, Ataxia due to chlordiazepoxide or 
primidone occurred rarely but was a defi- 
nite indication that dosage should be re- 
duced. Two patients receiving all three 
drugs showed dramatic weight loss in the 
range of 40 pounds. A complete medical 
evaluation, including physical examination, 
chest x-ray, blood count, urinalysis and 
liver battery showed no abnormalities. No 
other untoward effects were seen from us- 
ing chlordiazepoxide and/or primidone 
with phenothiazines. 

Clinical results. Table 2 summarizes 
these results. Looking at the average ratings 
before combined therapy was given, it is 
obvious that in the “Definitely Improved” 
and “Equivocal” groups, acting out of suffi- 
cient severity to require close supervision 
and occasional temporary isolation was the 
tule rather than the exception. It was also 
in the area of acting out that the most 

tic improvement occurred—in fact, 
completely disappearing in the “Definitely 
Improved” group. The ward on which most 
of these patients were housed has four 
isolation rooms. Before the beginning of 
this study these rooms were usually filled 
with acutely disturbed patients, After most 
of the patients on the ward had been 
placed on the chlordiazepoxide and/or 
primidone regimen, it was unusual for 


TABLE 2 
Average Rating Score before and after Medication 


ACTING OUT THINKING 
GROUP BEFORE AFTER BEFORE AFTER 
Definitely improved (N = 23) 3.4 0 3.1 15 4.0 
Equivocal (N = 17) 29 0.7 27 22 3.8 
No response (N = 15) 24 17 2.6 21 3.3 


more than one room to be utilized and fre- 
quently no isolation rooms were in use. 


With regard to the work assignment of 
the “Definitely Improved” and the “Equiy- 
ocal” groups one sees that prior to the 
study most of the patients were only ca- 
pable of caring for themselves, even re- 
fusing to cooperate by doing minimal ward 
chores. The dramatic improvement in this 
area was partly related to the reduction of 
acting out behavior, but our observations 
suggest that it was also quite definitely re- 
lated to increased initiative and ambition. 
The average patient was now able to per- 
form an off-ward job assignment with min- 
imal supervision. On the whole, the group 
was made up of hostile, impulsive, negativ- 

istic and uncooperative individuals with 
l obvious psychotic thinking but, for the 
most part, not showing the regression char- 
acteristic of patients with similar diagnoses 
and with histories of prolonged hospitaliza- 
tion. Improvement in thinking disorder was 
less dramatic than in the other two cate- 
f gories, 
Table 2 suggests that the “Definitely Im- 
proved” and “Equivocal” groups were sim- 
ilar types of patients with regard to acting 
out and work assignments. The improve- 
ment in the “Equivocal” group might well 
have been due to the drugs used. Perhaps 
the authors were overly cautious in assign- 
ing to this group a number of patients who 


the chlordiazepoxide and/or primidone 
were withdrawn. In other patients, the im- — 
provement in behavior occurred slowly 
over a period of several months, In such | 
instances, these patients were also placed — 
into the “Equivocal” rather than the “Def- — 
initely Improved” group. f 
Tables 1 and 3 show that there was no 
outstanding difference between the clinical 
characteristics of the three groups with 
regard to age or length of hospitalization. 
Concerning diagnosis, there appears to be 
a slightly more heterogenous group in those 
who did not respond. Interestingly, all ex- 
cept one of the “Definitely Improved” — 
group required care on the most disturbed — 
ward in the hospital prior to the study, 
while 7 of the 10 on less disturbed wards — 
were in the “No Response” group. Most of 
those who had a history of seizures fell 
either into the “Definitely Improved” or — 
“Equivocal” group. A 
In view of these findings it seems worth- 
while to evaluate the chlordiazepoxide— 
primidone-phenothiazine combination in a — 
more objective study. F 
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 Desipramine (Pertofrane) differs chemi- 
cally from imipramine (Tofranil) only in 
the absence of one of the two N-methyl 
, . It is marketed as a potent anti- 
Ent superior to the parent com- 
ound and of greater clinical value because 
of its rapid onset of action and its com- 
_ paratively few side effects. 
= Results of studies with depressed patients 
= vary widely; Frame(2), Wilson and as- 
 sociates(11), Mann(6), Rose and West- 
head(10) and Oltman and _associates(9) 
indicate desipramine is as effective as imi- 
_ pramine. Krakowski (4), Ban and Leh- 
mann(1), and Mann and Heseltine(7) 
found desipramine to be slightly superior to 
imipramine. Krakowski, Frame, Ban and 


and Heseltine and Kline and associates(3) 
found that desipramine had a more rapid 
= onset of action than imipramine but n 

Mann, Rose and Westhead nor Oltman and 
associates support this finding. Most re- 
ports indicate minimal side effects with 
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DESIPRAMINE AND IMIPRAMINE IN AN OUTPATIENT 
SETTING: A COMPARATIVE STUDY 


H. G. LAFAVE, M.D., B. W. MARCH, M.B., A. K. KARGAS, M.D., 
anp S, Y. SHUFFLER 


both drugs, though Krakowski, Frame, Ban 
and Lehmann and Mann and Heseltine 
reported fewer and milder side effects with 
desipramine. 

In all these investigations, inpatients com- 
prised the majority of subjects. This paper 
reports a comparative trial of the two drugs, 
conducted entirely on outpatients seen at 
two of our psychiatric clinics. 


METHOD 


Tablets of desipramine and imipramine, 
identical in appearance, each containing 
mgms., were given code letters So and 
Fa. During the study both drugs were re- 
ferred to as “research drugs.” The psychi- 
atrists prescribed a “research drug” where 
imipramine was felt to be the treatment 
of choice. Forty patients, each having a 
ive syndrome as the principal clini- 
cal feature, were started on the study. The 
research assistant alternately assigned them 
either So or Fa. In this way, no one was 
aware which drug each patient received. 
All patients were begun on a dose of 25 
mgms, three times a day and the psychi- 
atrists were given the option of increasing 
the dosage to as high as 50 mgms. three 
times a day if the desired response was not 
obtained. No psychotherapy was given 


_ these patients. Blood pressure was recorded 
before and throughout the treatment pe- 
riod. 

Evaluation of the drug was based on the 
clinical judgment of two independent eval- 
uators, one at each of the two clinics, They 
recorded their clinical impression of wheth- 
er the patients were: worse, not improved, 
slightly improved, moderately improved or 
in complete remission. The rating seale de- 
scribed by Lehmann and associates(5) 
was also used, Patients were rated twice in 
the first week and weekly thereafter. The 
total score obtained on the first visit, prior 
to starting therapy, served as a 
The clinician reassessed the patient on the 
rating scale on each subsequent visit. 

Two self-rating scales! were cane 
by each patient on every visit and re- 
search assistant elicited the patienť’s opin- 
ion on the onset of action and improve- 
ment, if any. 

Twelve patients were dropped from the 
study. Of these, three went to their family 
physicians during the course of the study 
and were given additional medications ; 
three took medications that had been 
scribed for them previously; two to 
keep appointments; two took their medi- 
cations irregularly and two failed to show 


~ The MMPI depressive scale and the Attitude 
and Feeling Scales of McNair and Lorr(8). 


TABLE 2 
Comparison of Results at Four Intervals in Treatment (in Percent) 


7 3 WEEKS 6 WEEKS © WEEKS 12 WEEKS 
Loo o ooo ooo a a a ŘÁ ~ 
Complete remission 
Desipramine 29 54 4 u 
Imipramine 36 62 4 
Moderately improved r 
Desipramine 64 31 k $ 
Imipramine 57 15 1 
Slightly improved 
Desipramine 7 15 5 8 
Imipramine 7 15 
Not improved $ 
Desipramine 8 
Imipramine 
Worse r 
Desipramine 8 
Imipramine 
Relapse after complete remission 8 
Desipramine i 15 


Imipramine 


any improvement on So after three 
and continued to show no improven 
when changed to Fa, These are not includ- 
ed in the results. 

The 14 patients who received 


38 years, ranging from 22-60 years. 


diagnoses are shown in Table 1. 
TABLE 1 
Diagnostic Distribution 
NUMBER OF PATIENTS 
CATEGORIES DESIPRAMINE IMIPRAMINE 
Neurotic depressive reactions 3 4 
Pathological personalities 4 
Mixed 3 5 
Schizophrenics & schizo-affective 
disorders with depression 1 1 
Involutional melancholia 1 1 
Psychotic depression 1 0 
Manic dopressive—depressed 3 1 
Total m 14 


700 
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RESULTS 


Table 2 shows a comparison of results 
with both drugs at four intervals in the 
treatment. A further category, “relapse after 
complete remission,” is included. In each 
case the relapse was of short duration and 
the patient was again in complete remis- 
sion before the 12th week. 

Initial improvement occurred in all cate- 
gories with both drugs. The average num- 
ber of days for onset of action with 
desipramine was 6, with a range of 1-11, as 
compared with 8 for imipramine, with a 
range of 3-18 days. Four patients on desi- 
pramine and four on imipramine showed 
“no side effects and, as a whole, the average 
number of side effects per patient for 
' desipramine was two and for imipramine, 
' three. In no instance was medication dis- 
continued because of undesirable side ef- 
fects. 

The self-rating scales and the findings of 
the research assistant concurred with the 
clinicians’ evaluation. Evidences of depres- 
_ sion in the self-rating scales decreased con- 
sistently with the decrease of the clinicians’ 
depressive rating scores. In all cases blood 
pressure remained within normal limits. 


DISCUSSION 


No significant difference was found be- 
tween the two drugs. Our results indicate 
the same range of efficacy with both drugs. 
Desipramine had a more rapid onset of ac- 
tion than imipramine, response appearing 
in an average of six days as compared to 
eight days for imipramine, but the differ- 
ence was not statistically significant. Side 
‘effects with both drugs were minimal and 
mild ; desipramine produced slightly fewer 
than imipramine. Some investigators(2, 11) 
support these findings. Others(1, 4, 7) sup- 
port a faster onset of action and fewer side 
effects with desipramine and found it su- 
perior to imipramine in effectiveness. 
Others(6, 9, 10) reported equal results with 
both drugs. 

In the over-all picture, the slight superi- 
ority of desipramine over imipramine is 
not statistically significant but warrants fur- 
ther investigation. The lack of improvement 
evidenced in the two patients on desipra- 
mine who continued to show no improve- 


ment when changed to imipramine should 
also be investigated further. 


SUMMARY 


In a comparative study, 40 outpatients, 
each having a depressive syndrome as the 
principal clinical feature, were treated with 
either desipramine or imipramine. Fourteen 
patients on each drug completed the study. 
The efficacy of both drugs as antidepres- 
sants was found to be in the same range. 
Desipramine had a more rapid onset of 
action than imipramine and produced 
slightly fewer side effects. The difference 
between the number of days for onset of 
action and the number of side effects with 
both drugs is not statistically significant. 
The majority of patients on each drug re- 
sponded well to treatment. 
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Hypomagnesaemia is an increasingly rec- 
ognized feature of delirium tremens(3). At- 
tention has also been drawn to the close 
resemblance between the symptomatology 
of delirium tremens and magnesium defi- 
ciency. Although modern treatment is said 
to have reduced the mortality in delirium 
tremens, sudden death may occur from car- 
diovascular collapse, infection and hyper- 
thermia. 


The patient, a 60-year-old publican, had been 
a social drinker for 30 years. Over the previ- 
ous 3 months, his drinking pattern changed 
and he “lost control” of his alcoholic intake. 
He neglected his normal diet and for 5 days 
prior to admission, he consumed no solid food 
but drank unknown quantities of whiskey from 
his stock. On admission, he was restless, noisy 
and showed marked clouding of consciousness 
with disorientation for time and place. His 
conversation was incoherent and he responded 
episodically to visual hallucinations. Physical 
examination showed a generalized weakness, 
sweating, a coarse tremor of the hands, feet 
and tongue, tachycardia 120 per minute, blood 
pressure 220/80 and a low-grade pyrexia. 
Treatment was initiated with a Vitamin B 
complex (Parentrovite) intramuscularly, chlor- 
diazepoxide (10 mg. t.d.s.) and a high calorie 
low fat diet. Alternating periods of confusion 
and drowsiness persisted. Two days after ad- 
mission he -developed peripheral circulatory 
failure and died. . 
Investigations. E.C.G. Sinus rhythm, nu- 
merous ventricular extrasystoles and flattened 
T waves. Hb. 99%, W.C.C. 5400, blood urea 29 
mg./100 ml., Liver function tests: SGOT 
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HYPOMAGNESAEMIA AND DELIRIUM TREMENS : 
REPORT OF A CASE WITH FATAL OUTCOME 


G. MILNER, M.B., D.P.M., ann J. JOHNSON, D.P.M. 


270 units/100 ml., SGPT 170 units/100 ml., 
SLD 750 units/100 ml. (King). Zinc Sul- 
phate turbidity 3 units, Van den Bergh weak 
positive direct reaction, Serum bilirubin 2.0 - 
mg. /100 ml., Alkaline phosphatase 12 units/ 
100 ml., Serum proteins total 6.8 gm./100 
ml., Albumen 3.4, Globulin 3.4, Serum electro- 
lytes: Sodium 143 mEq/l., potassium 4.6 
mEq/l., chlorides 99 mEq/l., bicarbonate 24 
mEq/l., Serum magnesium (Denis modified) 
0.58 mEq/l. ; repeat two hours before death — 
1.1 mEg/l., Serum calcium 11.3 mg./100 ml. 

Necropsy. No significant abnormalities were 
found in any viscera other than the liver. 
Histological examination of the latter showed 
extensive deposits of fat scattered throughout 
the lobules with a little fibrosis. 


COMMENTS 

The exact mechanism involved in the 
production of hypomagnesaemia in de- 
lirium tremens is not fully understood al- 
though the magniuric effect of alcohol, the 
reduced consumption of magnesium and 
the impaired liver function may each con- 
tribute towards its causation. MaclIntyre(2) 
advances three reasons for giving magne- 
sium supplements in severe hypomagne- 
saemia, First, magnesium is essential to 
many enzyme systems in the body ; second- 
ly, in the experimental animal hypomag- 
nesaemia causes renal damage and may ~ 
therefore have the same effect in man; 
thirdly, fatal epileptiform convulsions oc- 
casionally occur. Nielson showed that the — 
serum magnesium levels returned to nor- 
mal values within four to eight days 
after admission without any supplemental — 
administration of magnesium. What the 
relationship was between the hypomagne-— 
saemia and the acute cardiovascular col- 
lapse in this patient and whether mag- 
nesium supplements might have averted 


the fatal outcome must, however, remain 
speculative. The routine administration of 
systemic magnesium sulphate in all cases 
of delirium tremens as originally recom- 


mended by Flink(1) would be expected to 


minimize the risk of such complications. 
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TRIFLUOPERAZINE IN CHILDREN AND ADOLESCENTS WITH 
MARKED BEHAVIOR PROBLEMS 


S. WAYNE SMITH, M.D. 


Few reports have been published on tri- 
fluoperazine in children, and those pub- 
lished have mostly concerned behavior 
roblems in mentally retarded or autistic 
children(1-6) ; only one(7) mentions the 
“use of the drug in nonpsychotic children. 
I began using trifluoperazine several 

ars ago to treat mentally disturbed chil- 
dren in my private practice. I began using 
‘it in children at the Idaho Industrial Train- 
ing School on a limited basis, that is, re- 
serving it for those who had shown little 
or no improvement to the school’s routine 
program. 


TREATMENT GROUP 


A minority of the children do not respond 
to the school’s program. Instead, they resist 
all help and refuse to cooperate while mak- 
ing trouble and disrupting others. Twenty- 
five children comprised part of the group 
that was treated with trifluoperazine, and 
13 children from my private practice com- 
prised the other part. None had received 
_ trifluoperazine before, except one child at 
_ the school who had been given the drug 
previously in a state hospital. The group 
was made up of 32 boys and 6 girls, aged 
4-17 years. Eight who were aged 4-8% years 
and 5 older children were from my private 
practice. Thirty were diagnosed as behavior 
problems, 2 as mental defectives, 1 as de- 
pressed, 1 as a schizoid personality, 1 as a 


Dr. Smith is with the Idaho Industrial Training 
School, St. Anthony, Idaho. His address is 836 
Fast Center St., Pocatello, Idaho. 


psychopath, 1 as a childhood schizophrenic, 
1 as a schizophrenic, and 1 adjustment re- 
action of childhood. Their anxiety, tension, 
and fear were usually expressed in hyper- 
activity, aggressiveness, insomnia, night- 
mares, and sometimes, bedwetting. All were 
considered moderate to severe behavior 
problems. 

Dose and duration of therapy were de- 
termined individually. In general, I found 
that these disturbed children needed and 
were able to tolerate doses of trifluopera- 
zine similar to, or in some cases higher 
than, those used for anxious, tense adults. 
The lowest daily dosage I used was 1 mg. 
h.s., and the highest, 15 mg. I found that 
dosage had to be adjusted more frequently 
in children under 8 years than in older chil- 
dren; also, that the effective dosage range 
for them was more variable. For example, 
one child, a 6-year-old, was managed on 
1 mg. h.s., while another, an extremely 
hyperactive 5-year-old, needed 5 mg. b.i.d. 
to start, and still another, a 4-year-old, 
needed 5 mg. t.i.d. The other children un- 
der 12 years of age received 1 mg.-2 mg. 
tid. Those over 12 years of age were 
started on 1 mg. bid. or 2 mg. t.i.d., and 
the highest dose was 2 mg. ti.d. The dura- 
tion of trifluoperazine therapy was 3-16 
weeks, 


RESULTS 


Each child's rating was simply Marked, ` 
Moderate or Unsatisfactory Improvement. ~ 
By these ratings then, 8 children had Mark- 
ed Improvement; 22 had Moderate Im- — 


provement, and 8 7 
provement. Two sample cases follow. 


i i other supportive measures, to schooling, t 

A 15-year-old girl had repeatedly run away work therapies and to interpersonal a 

from home. On admission, she was hostile, ag- tionships. 

gressive, and constantly sought attention, by f 

making up stories and fantasies. She refused to REFERENCES 

talk about herself. After 4 weeks on trifluo- | Carter, C. H.: in Trifl ; ila 

perazine (2 mg? bid fate lemme a Se ener een a Tag 

started to like school, and was willing to talk. 5 Detiockerk T T? sagi Sebile an 
; AE TIA Oy Ñ 


he conc to improve her adjustment at the A Short Term Study on the Use of Tri- 
school, ma fluoperazine in Behavior Disorders in C il- 


4 K; dren, l'Union Med. 90:369-373, 1961. 
Another teen-ager had been committed because re es, a 
he spanked a neighbors 2-year-old child to 3, Fish, B.: Drug Therapy a er 
death while baby-sitting. On trifluoperazine chiatry : hy Stee Aspects) eomp) 
(2 mg. tid.) over a month, he had no more Esychiat. 1:95-61; 1960. 
fights or temper outbursts ; and his school and 4. Freed, H., and Frignito, N. : Tranquilize 
work performances improved. He later re- bos Child Psychiatry ; Current: Status g 
turned home to the community. Drugs, Particularly Phenothiazines, Penn 
Psychiat. Quart, 1: no. 4, 39-48, 191 

SUMMARY j 5. Lawlis, M. G.: in Trifluoperazine, 

In the treatment of 38 emotionally dis- 6 oe ie Hae Dee y ; 
turbed children and adolescents, one- ee Aa. Emuna Tranquil y 
had Marked Improvement, over half had ; surat iy ADY Hes. 

p, 2 OVER Agent for Behavioural Abnormaliti 
Moderate Improvement, and one-fifth had Defective Children, Canad. Med. 
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he Unsatisfactory Improvement. Side effect of | §0:123-124, 1959. 2 
Q slight sleepiness or dizziness occurred in 7, Rettig, J. H., Caldwell, W. L., and Joseph, 
: 24%, Trifluoperazine provided the means of M. C.: in Trifluoperazine. Philadelphia : 
K reducing hyperactivity, anxiety, and ag- Lea and Febiger, 1958, p. 173. 
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WISDOM 


Here is the test of wisdom: — 
Wisdom is not finally tested in schools, r 
Wisdom cannot be pass'd from one having it to another not having it, 


Wisdom is of the soul, is not susceptible of proof, is its own proof. 
y —WaAaLTt WHITMAN 
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DEDICATION OF A PLAQUE AT THE GRAVE OF 
x BENJAMIN RUSH: ` 


THE STORY IN CHRONOLOGICAL ORDER 


DANIEL BLAIN, M.D. 


In December of 1964 I received a letter 
from Spencer Bayles, F.A.P.A., of Houston, 
Texas. He had been to Philadelphia, 
visited the grave of Benjamin Rush and 

found it had no marking to show he was a 
signer of the Declaration of Independence. 
He thought I would be interested. I was. 

On a Sunday early in January I went 
with my wife to Christ Church at Second 
and Arch streets in Philadelphia and sat 
in the pew of George Washington. We 
saw nearby the pews of Samuel Morris, 


_ Benjamin Rush and other leaders of the 


Revolution. We were taken by the rector 
to the burying ground nearby where lie the 


graves of six other signers of the Decla- 


ration: Benjamin Franklin, Joseph Hewes, 
Francis Hopkinson, Robert Morris, George 


~ Ross and James Wilson, all suitably marked. 


The Rush stone had only his name and the 
date of his death; on one end was an in- 
scription placed by the WCTU in 1886 
because of Rush's championship of temper- 
ance. The WCTU had also planted an 
oak tree whose roots had undermined the 
stone and tipped it to one side. 

Here, I thought, was an opportunity for 
the American Psychiatric Association to call 
attention to Benjamin Rush’s leadership in 
psychiatry as well as his prominence in 
civic affairs, medicine and medical educa- 
tion. The rector indicated that the church 
would be happy to have the grave restored, 
and the Rush descendants gave enthusiastic 
approval. The APA Council also approved 
the proposal and made available the neces- 
sary funds. 


Dr. Blain is Consultant in Social Psychiatry, 
the Pennsylvania Hospital, Philadelphia, and Pro- 
fessor of Clinical Psychiatry, University of Penn- 
sylvania. He was President of the American Psy- 
chiatric Association, 1964-65. 
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I appointed a dedication committee head- ` 
ed by H, Keith Fischer, president of the 
Philadelphia “Psychiatric Society, and also 
including J. Martin Myers, president of the 
Pennsylvania Psychiatric Society, and Rob- 
ert E.: Jones, a member of the APA Com- 
mittee on the History of Psychiatry. After 
the arrangements had been made, a suitable 
date was sought. Since Rush’s birthday, 
December 24, had passed, the day of his 
death, April 19, was selected. Invitations 
were sent to appropriate civic leaders and 
officers of professional and historical so- ' 
cieties. Several direct descendants of Ben- 
jamin Rush accepted the invitation to at- 
tend, including Benjamin Rush, his brother 
Alexander Rush, M.D., of the Pennsylvania 
Hospital, with their wives, and their sister, 
Mrs. William Battles. Another brother, 
Richard Stockton Rush, of Rochester, N. Ý., 
could not be present. Mrs. Harper Sibley, 
a collateral descendant of William Rush, 
brother of the original Benjamin, was repre- 
sented by her granddaughter. 

April 19 was a cold, rainy day but some 
65 persons assembled for the dedication, 
including Dr. Kenneth Appel, past presi- 
dent of the APA, and Mrs. Appel. 

After the invocation by the rector of the 
-church, Dr. Ernest A. Harding, I introduced 
Dr. George W. Corner, M.D., D. Sc., execu- 
tive director of the American Philosophical 
‘Society who had just completed the timely 
book Two Centuries of Medicine, written 
for the bi-centennial of the University of 
Pennsylvania Medical School. Speaking on 
“Benjamin Rush, Signer of the Declaration 
of Independence,” he said : 


Dr. Benjamin Rush, in his heyday the most 
famous physician in the United States, hero 
of the great yellow fever epidemic of 1793, 
beloved professor of medicine at the University 


Left, dignitaries gathered for the un- 
veiling of a commemorative bronze 
tablet marking the grave of Benja- 
min Rush, M.D., in Christ Church 
Burying Ground, Philadelphia, on 
April 19, 1965. Left to right, Daniel 
Blain, M.D., then APA President; Rev. 
Earnest A. Harding, Rector, Christ 
Church; Earl D. Bond, M.D., APA 
President in 1930 who spoke at the 
commemoration ceremonies; and 
George W. Corner, M.D., Executive 
Director, American Philosophical So- 
ciety. Up to the time of the unveil- 
ing, Dr. Rush’s grave had not been 
suitably marked. 


Below, the bronze tablet, erected as 
a result of an action by the APA 
Council in February 1965. 


BENJAMIN RUSH M.D: 
(745 E AE 


FATHER OF ANERICAN PSYCHIATRY 


SIGNER OF THE DECLARATION OF INDEPENDENCE 
HEROIC PHYSICIAN, TEACHER, HUMANITARIAN 
PHYSICIAN GENERAL OF THE CONTINENTAL ARMY 
PHYSICIAN TO THE BENNSYEVANIA HOSPITAL 
“PROFESSOR OF PHYSIC, UNIVERSITY OF PENNSYLVANIA 


ERECTED APRIL 19,1965 
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We come next in order to mention the remedies 
for the body, which are intended to act through 
the medium of the mind. The first thing to be 
done by a physician, under this head, is to 
treat the disease in a serious manner. To con- 
sider it in any other light, is to renounce all 
‘observation in medicine. However erroneous a 
_ patient’s opinion of his case may be, his disease 
is a real one. It will be necessary, therefore, 
for a physician to listen with attention to his 
tedious and uninteresting details of its symp- 
| toms and causes. In some cases, patients wish 
to think their diseases are trifling, and attended 
with no danger, but in hypochondriasis, they 
are always best satisfied in believing their 
` disease to be difficult and dangerous. A physi- 
cian should carefully avoid likewise speaking 
lightly of his patient’s disease to his friends 
and neighbors, for he will take uncommon 
pains to discover, from them, his opinion of his 
case, and if it be different from that which has 
been given to him, he will not only reproach 
him with a want of candour, but will immedi- 
ately seek relief from another physician. 


The following anecdote gives one example 
of how he thought suicide could be pre- 
vented “by such other means which act 
é a the mind through the medium of the 


. .. wine, blood—letting, an unexpected sense 
of pain, compassion, a sudden and violent 
exertion of the active powers of the body and 
mind, terror, a sense of shame and, lastly, in- 
famy. I shall briefly mention some instances 
of the efficacy of each of them in preventing 
suicide. 

1, A gentleman affected with this disease 
went with a loaded pistol into a tavern in 
London, with a design to destroy himself. To 
conceal his identity, he called for a small de- 
canter of wine, and, after locking the door of 
the room into which he had been conducted, 
cocked his pistol, but before discharging its 
contents through his head, determined to try 
the quality of the wine. Perceiving it to be 
very good, he drank a second and then a third 
glass, after which he uncocked his pistol, and 


finished the whole decanter. Finding such a 
prompt remedy for his despair in this cordial 
liquor, he continued to use it freely, and was 
thereby cured. 


Then a wreath was placed on top of the 
gravestone and Dr. Fischer unveiled the 
plaque. I spoke the following words : 


In recognition of the heritage which we as 
citizens and scientists in the field of medicine, 
health and specifically of the mental diseases 
have received from Benjamin Rush, I dedicate 
this plaque in the name of the American Psy- 
chiatric Association. It is fitting that I also 
quote from the first and last paragraphs of his 
Inquiries and Observations on the Diseases of 
the Mind, written in 1812 and finished only 
a few months before his death, 152 years ago 
today. 

“In entering upon the subject of the follow- 
ing Inquiries and Observations, I feel as if I 
were about to tread upon consecrated ground. 
I am aware of its difficulty and importance, 
and I thus humbly implore that BEING, whose 
government extends to the thoughts of all his 
creatures, so to direct mine, in this arduous 
undertaking, that nothing hurtful to. my fellow 
citizens may fall from my pen, and that this 
work may be the means of lessening a portion 
of some of the greatest evils of human life.” 
and last— 

“Here the reader and the author must take 
leave of each other. Before I retire from his 
sight, I shall only add, if I have not advanced, 
agreeably to my wishes, the interests of medi- 
cine by this work, I hope my labours in the 
cause of humanity will not be alike unsuccess- 
ful; and that the sufferings of our fellow crea- 
tures, from the causes that have been men- 
tioned, may find sympathy in the bosoms, and 
relief from the kindness, of every person who 
shall think it worth while to read this history 
of them.” 

The benediction was then pronounced by . 
the rector, and the group was invited to a 
collation at the Community House in the 
name of Mirs. Blain and the ladies of Christ 
Church Auxiliary, 3 


space permits. Please submit two 


_ EFFECT ON THE LIVER OF LONG-TERM 
y TRANQUILIZING MEDICATION 
Editor, Tue AMERICAN JOURNAL oF Psy- 
CHIATRY : 
Sm: I would like to discuss the paper 
“Effect on the Liver of Long-Term Tran- 
quilizing Medication” by Joseph B. Bloom 
and associates which appeared in the Febru- 
ary 1965 issue of the Journal. The 10% in- 
cidence of liver disease is a formidable 
"finding and we must carefully evaluate 
the data, methods and conclusions pre- 
sented by Dr, Bloom and his co-workers. 
First, a control group is essential before 
any definitive conclusions can be drawn 
from this study. The authors have indicated 
the difficulties in obtaining one. However, 
their results may simply mean that their 
VA population has a 10% incidence of liver 
histopathology from such causes as sub- 
clinical hepatitis, alcoholism, poor nutri- 
tion, etc. The fact that the autopsy group 
of 29 cases contained 12 cases (41%) of 
liver histopathology further emphasizes the 
_ need for a control group. Six of these cases 
could conservatively be excluded because 
of damage due to alcoholism, gallbladder 
disease, stones and diaphragmatic abscess. 
Nevertheless, this still leaves an incidence 
of 6 cases out of 23 (26%) in which abnor- 
mal livers were noted from this random 
sample of autopsy cases. The authors te- 
port that the 20 cases with pathological 
biopsies represent 10% of the 203 cases 
under study, If we assume that the finding 
of 20 pathological livers (60%) in the bi- 
opsy group of 32 cases holds for the entire 
patholégical liver 
group might con- 
< Let us now take 


who did not show abnormal function tests 
(203 minus 68), 135 cases. If we conserv- 
atively assume than 26% of these patients 
~ might also have had abnormal liver histo- 
_ pathology, then the total group of 203 pa- 
tients under study might be expected to 


au 
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have contained 76 cases with liver histo- 
pathology, or 37%. This falls between the 
found incidence of 41% in the control 
(autopsy) group and the more conserva- - 
tive figure of 26%, Thus, these data do not 
warrant the conclusion that a direct causal 
relationship exists between long-term tran- 
quilizer therapy and liver disease, 

Second, let us consider the laboratory 
tests reported. In a study (1) of several — 
thousand patients, during the period prior 
to starting medications, at least one liver 
function test was abnormal in over 80% of - 
the cases. Thus, it is not really clear that — 
the abnormalities in Dr. Bloom's popula- 
tion are an indication of drug-induced 
liver disease. 

Third, route of administration or local 
muscle toxicity may account for transient 
serum enzyme changes. 


A patient at the NIMH recently showed daily 
abnormalities in his serum transaminases over 
a period of one week. The SGOT rose to 
430 units with a concomitant rise in the SGPT 
to 120 units, Alkaline phosphatase and BSP 
determinations remained normal. However, 
LDH rose during this same period to 3122 
units. We were initially concerned with liver 
disease but eventually realized that these 
enzyme changes were probably due to release 
from skeletal muscle. This patient had re- 
ceived numerous intramuscular injections be- 
cause of his extreme agitation, and had large 
indurated, inflamed areas on his buttocks. 


Similar changes were found in a patient 
with extensive ecchymosis (2). In Dr. 
Bloom’s data several of the enzyme eleva- 
tions are not coupled with other labora- 
tory abnormalities. Isoenzyme studies 

be used to distinguish liver from skeletal 
muscle enzyme elevations. 

In a recent study (3) of enzymes in 4 
consecutive patients placed on oral imipra- 
mine, 1 patient mee enzyme abn r 
ties, 2 patients transient ber 1 
the EAE ERA and LDH, w the 
fourth patient had only an LDH elevation. 
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None developed other laboratory or clini 
cal evidence of liver disease, It may be 
that these 3 patients were showing a mini- 
mal allergic or toxic response to the drug 
or that the liver physiology changes some- 
‘what in response to a new input. In Dr. 
Bloom’s data, 9 of the 20 patients with 
_ liver histopathology received imipramine at 
one time or another, and 3 of the 12 pa- 
tients with normal biopsies received imi- 
pramine. All patients in the study received 
at least two medications and, as dates are 
not given, it is impossible to know if tran- 
“sient abnormalities might not have been 
related to the introduction of new medi- 
cations into the regimen, i.e. temporary 
physiological readjustments. 
_ One technical point in Dr. Blooms 
_ study continually leads to interpretive dif- 
ficulty; the absence of dates makes it im- 
_ possible to know which abnormalities 
` coincide, There are often no liver function 
tests reported at the time of the biopsies. 
Similarly, the undated negative tests for 
rubinuria are less meaningful when not 
3 ee chronologically to the other abnor- 
malities, 
In conclusion, Dr. Bloom and his collab- 
orators have opened our eyes to a possible 
serious, long-term consequence of tranqui- 
lizing therapy. Although their data are not 
complete enough to demonstrate a causal 
_ relationship, the findings clearly point out 
the need for ‘a carefully controlled inves- 
_ tigation. 
The references are : 
_ 1. Kline, N. S.: Psychopharmaceuticals : Ef- 
fects and Side Effects, Bull. WHO 21: 
~ 397-410, 1959. 
Shay, H., and Siplet, H. : Study of Chlor- 
promazine Jaundice, Its Mechanism and 
Prevention; Special Reference to Serum 
Alkaline Phosphatase and Glutamic Oxal- 
acetic Transaminase, Gastroenterology 32; 
571-591, 1957. 
3. Sudak, H.: Unpublished manuscript. 
Ricuarp I. SHApER, M.D. 
Boston, Mass. 
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DR. BLOOM’S REPLY 
Editor, Tae American JOURNAL or Psy- 


CHIATRY : 
Sm: The paper was presented as a report 
of a clinical investigation and was not 


structured as a research project. This type 
of report does not lend itself to the method- 
ology of research, with its control group, 
double-blind methods, etc. The patients 
moved from one ward to another and were 
under the medical care of different phy- 
sicians who prescribed various drugs of 
different dosages and ordered liver profile 
studies to their liking. 

The writer, having had charge of these 
patients, originally noted while preparing 
another report that some were beginning 
to show abnormalities in their liver function 
tests during a ‘pilot study to detect the 
presence of abnormalities. Of 203 patients, 
68 showed a persistence or worsening of 
their liver function tests. Of these, 33 were 
biopsied, one being unsuccessful, 12 nor- 
mal and 20 showed liver histopathology. 
This is a 10% incidence. The balance of 
the 68 patient group, or 35, either refused 
to have the biopsy done or were consid- 
ered as poor risks because of malposition 
of colon, history of old myocardial infarc- 
tion, etc., and therefore were, not done. 

It could be surmised that if the latter 
group were also biopsied, a number equal 
to the first group or about 20 out of the 
35 would also show liver histopathology. 
This would increase the overall incidence 
to 20%. 

As to the balance of the patients, 203 
minus 86, or 135, showed either minimal or 
no abnormalities in their liver profile and 
sO were not considered of sufficient impor- 
tance to be included in the study. By what 
manner of reasoning Dr. Shader assumes 
that these patients might also have had 
abnormal liver histopathology is not clear 
to the writer. 

The difficulty in establishing a control 
group in this type of study is at once 
apparent. It is not administratively feasible 
at this hospital to require a liver biopsy 
on admission, Furthermore, the great ma- 
jority of patients arrive at this hospital 
already under some form of tranquilizing 
medication. Nor is it practical or desirable 
to set aside a large group of schizophrenic 
patients for a period of 5 to 7% years, 
and deprive them of medication which has 
proven to be a boon, in order to deter- 
mine the incidence of liver disturbance in 
those without medication. The only method 
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of control remaining fhe to make com- 
parison with an autopsied group, of similar 
diagnosis, who had little or no tranquiliz- 


ing medication. This group showed defi- 


nitely that liver histopathology, other than 
that accounted for by prior liver distur- 
bance, was present in a far lesser degree. 

The route of administration was oral. 
Intramuscular injection was given only in 
emergency or very infrequently. Therefore 
local muscle toxicity with its transient 
serum enzyme changes was not a factor 
and isoenzyme studies were not needed. 

Our study showed that the bromsulfalein, 
cephalin flocculation, SGPT, SGOT and 
alkaline phosphatase tests were the most 
reliable and informatiye and appeared in 
that order of percentage of positives, 
namely 50%, 40%, 12%, 10% and 7%. The value 
of these tests, especially the first two, is 
documented in the report. Our study did 
not show a coupling of enzyme elevation 
with other laboratory abnormalities. The 
fact that liver function studies were not 
done at the time of the biopsy made no 
difference in the findings or conclusions. 

Dr. Shader speaks of the absence of 
dates, but these are replete, with reports 
of liver function tests both in tables in 
the report submitted to Dr. Shader as 
well as in the case reports as they appear 
in the paper. 

It was thought that a correlation could 
be made between the type and amount of 
drug consumed and the abnormality in the 
liver function test but this did not prove 
to be so. 

These patients could not be subjects of 
subclinical hepatitis, alcoholism or poor 
nutrition because schizophrenic patients in 
a Veterans Administration hospital are 
under constant observation. Any unusual 
behavior, slight illness or untoward reaction 
would be noted, reported and followed-up. 
Alcoholism is not a problem in long-term 
mental patients continuously ed in 
a mental hospital. Poor nutrition was not 
present in the group studied. z 

The great specialty of psychiatry during 
the past decade has moved closer to the 
core of the profession of medicine which 
Sir William Osler called a science and an 
art. Since science envisions the use of 
drugs for periods which may extend through 


the lifetime of the mental patient, it b 

hooves the investigator to call attenti 

to a low-grade smouldering type of hepatic 

toxicity which may be in the offing. ‘ 

the writer attempted to do. 

Joseru B. Boom, M.D, 
Pittsburgh, P: 
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PSYCHOPATHIC PERSONALITY 
Editor, THE AMERICAN JOURNAL OF PsycHI< 
ATRY : Á 

Sım: A phenomenon which represents an 
intermediary or an end result and whose ante- 
cedent factors are unknown will suggest 
diverse explanations. One explanation alone 
may actually become misleading, which is the 
case in H, C. Quay’s article “Psychopathic — 
Personality as Pathological Stimulation-Seek- 
ing” in the August issue of the Journal. y 

My own experience with psychopaths, de- — 
scribed in my book Irritation and Counter- 
irritation, Vantage Press, New York, 1962, is — 
based on the intrapsychic reactions as de- — 
scribed by the patients. I found in all instances” 
of psychopathy, irrespective of the manifesta- — 
tions, a history of early overstimulation—— 
excessive handling, fondling of genitals, tick- 
ling, insufficient rest periods and many more, 
The child’s nervous system is incapable of — 
handling a sensory overload. In extreme cases 1 
one sees convulsions, fainting, withdrawal or — 
acting out. It is the chronic submaximal over- — 
stimulation which creates the greatest damage — 
to the personality structure. As the individual — 
grows older he will have no choice but to build 
defenses not only against any sensory overload 
but also against his own overreactivity. He — 
may withdraw into a state of numbness where ~ 
his emo ; 
desperately try to j 
Ers of seeking out the very elements he 
originally tried to avoid, namely overstimula- 
tion. This was referred to in Quay’s article, 

Another type of psychopath, usually pos- 
sessing a stronger personality core than the 
one described above, uses a different me! ? 
of defense. He fights fire with fire. He neutral- 
izes the submaximal irritations of everyday life 
by creating his own irritations (counterirrita- 
tions). He will deliberately seek out dangerous” 
situations or engage in l or antisoci 
acts. They act as the equivalent of the dis- 
comfort caused by the mustard plaster to coma 
bat the more severe discomfort of the b 
chitic chest pain. 

A third type estimates his han 
correctly and anesthetizes himself with 
narcotics or hypnotics. A 


All of these patients have in common a 
nervous system which is sensitized to register 
an unfiltered input of irrelevant bits of infor- 
mation. The psychopathic symptomatology rep- 
resents the attempt on the part of the so 
e ai person to minimize the sensory over- 
oad, 
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A. D. Jonas, M.D. 
New York, N. Y. 


DR. QUAY’S REPLY 

Editor, THE AMERICAN JOURNAL or Psycni- 

ATRY : 

Sın: If I understand Dr. Jonas, he is arguing 
that there are actually three types of psychop- 
athy which represent three different methods 
of defense against an early life history of over- 
stimulation. One type will, in later life, active- 
ly seek stimulation to “unfreeze” feelings which 
had earlier been frozen in an attempt to de- 
fend against input overloads. 

Dr. Jonas’ hypothesis is certainly stimulating, 
_. particularly in that aspect which suggests that 
_ overstimulation rather than deprivation may 

be an antecedent condition. 

However, in advancing his hypothesis for 
-scientifc consideration I believe it is incum- 
bent upon Dr, Jonas to buttress his arguments 
_ by evidence beyond “intrapsychic reactions as 
described by patients.” We have no sys- 
tematic evidence for a tripartite division of 
psychopathy such as might be provided by a 
multivariate analysis symptomatology. 
Neither do we have evidence that psycho- 
paths uniformly suffer from a history of over- 
stimulation. But we do know of the dangers 
inherent in building theory on the basis of 
patient verbalizations. Obviously what is 
needed are carefully controlled studies of psy- 
chopaths ranging from studies of psychophysi- 
ological responsiveness to analysis of patterns 
of parent-child relations. 

Hensert C. Quay, Px.D. 
Urbana, Il. 
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MORE ON DEPRIVATION STUDY 
METHODOLOGY 
Editor, THE AMERICAN JOURNAL oF Psycm- 
ATRY : 

Sm: In their article “Adult Psychiatric Ill- 
ness Assessed for Childhood Parental Loss and 
Psychiatric Illness in Family Members” in the 
June issue of the Journal, Pitts and associates 
claim that maternal death during childhood is 
unrelated to adult psychiatric illness ; and dis- 
miss previous reports which show such a re- 
lationship largely because these were not based 
on matched controls. Their own series has 


controls matched for socio-economic status and 
other factors, but a control group matched 
solely on the basis of criteria chosen by them © 
may still have shortcomings as a comparison 
group. 

The control group which they selected for 
schizophrenics is not only small (101 cases) 
but has a remarkably high rate of maternal 
loss with 5*maternal deaths at ages 0-4, an 
incidence of almost 5 percent. This incidence 
is half again as large as that found in a series 
of 1000 schizophrenics(1) and is several times 
greater than recently reported samplings and 
computed incidence for normal groups(3). 
The findings among this group might be due 
to chance, or to the inclusion of medical or 
surgical patients with emotional difficulties, 
since the controls were all hospitalized for 
medical, surgical or obstetrical conditions, or 
to some other factor which might possibly 
relate to high maternal death rates. 

In spite of the unusually high rate of be- 
reavement in the 101 controls, the incidence 
of maternal deaths for 101 schizophrenics re- 
ported by Pitts was higher still, as 7 schizo- 
phrenics lost their mothers at ages 0-9 com- 
pared with only 5 of the matched controls. The 
fact that these differences are not statistically 
significant does not mean that they do not 
exist, but simply that both the experimental 
series and control series used by Pitts are 
too small to permit valid comparisons of differ- 
ences of this order of magnitude. 

Pitts found that hereditary backgrounds 
were more common than maternal losses for 
psychiatric patients; however, maternal losses 
owe their significance not to their numbers, 
which in some series are small, but to their 
distribution, which is in the earliest years of 
childhood. Pitts has stated that previous pa- 
pers do not agree on this point, although at 
least one summary finds substantial agree- 
ment(2), and the data which Pitts presents 
actually support the same position. 

Many investigators, including Pitts and as- 
sociates, have assumed that a difference be- 
tween two groups which is not large enough 
to reach stiitistical significance must be “nega- 
tive” or meaningless, and therefore excludes 
any relationship. A more accurate concept is 
that such differences are like the Scottish ver- 
dict of “not proven.” They may happen when- 
ever the number of cases and controls is not 
large enough either to confirm or definitely 
to refute previous findings. With decreasing 
mortality rates and the smaller number of 
bereavements which have resulted, samples 
should consist of at least 1000 cases to form 
valid conclusions concerning parental losses. 


1965 | 
The references are : 

1. Archibald, H. C., Bell, D., Miller, C., and 
Tuddenham, R. D.: Bereavement in 
Childhood and Adult Psychiatrie Disturb- 
ance, Psychosom. Med. 24:343-351, 1962. 

2. Barry, H., Jr., and Lindemann, E.: Criti- 

cal Ages for Maternal Bereavement in 

Psychoneuroses, Psychosom. Med. 22:166- 

181, 1960. 

Gregory, I.: Anterospective Data Fol- 

lowing Childhood Loss of a Parent. Il. 

Pathology, Performance, and Potential 

among College Students, Arch. Gen. Psy- 

chiat. 13:110-120, 1965. 

Hersert Barry, Jr., M.D. 

Boston, Mass. 
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DR. PITTS’ REPLY 
Editor, TuE AMERICAN JOURNAL OF PsycHt- 
ATRY : 

Sm : This reply will answer Dr. Barry point 
by point. The interested reader is requested to 
assess the report at issue and the available 
literature cited in its bibliography to determine 
where science and reason are 

We did not “dismiss” previous reports 
“largely because these were not on 
matched controls.” Although this was an im- 
portant point it was no more important than 
the fact that most previous studies have uti- 
lized grossly biased samples examined retro- 
spectively by means of medical record review. 
We clearly stated that comparison of biased 
samples to general population figures or to 
controls from different socioeconomic circum- 
stances is an invalid procedure because of 
the relatively higher death rate of lower socio- 
economic groups. Sample bias would tend to 
increase such socioeconomic differences. 

Certainly our control p was matched 
“solely on” (numerous) “criteria chosen by” 
us. Although it “may still have shortcomings 
as a comparison group”—which innocuous 
statement must be true since rarely is any- 
thing perfect—Dr. Barry has not demonstrated 
any genuine shortcomings. The stratified- 
matched control group for our JOL schizo- 
phrenics was indeed 101 and demonstrated 
the same rate of loss by death of mothers 
from 0-4, 5-9, 10-14, 0-9 and 0-14 as the index 


the total psychiatric and control population, as 
well as “half again as large as that foun 

series of 1000 schizophrenics,” is meaningless. 
The total loss of mothers by death between 
0-14 was the same in the hrenic and 
matched control populations, and in the total 
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ers to be lost between 0-14 years in the 0-4 
interval. Contrary to what Dr. Barry seems to 
imply, the loss rates of parents by death 
when subjects were in childhood in our study 
closely match general population figures. 
If the series of schizophrenics were enlarged — 
sufficiently we would expect the maternal loss 
rates to be more evenly distributed in the 0-4, 
5-9, and 10-14 age ranges without any increase ` 
in over-all 0-14 loss rate for both groups. If, 
however, these small percentage differences — 
were present in a giant sample so that they — 
were statistically significant, they would not 
indicate that there was any important relation- 
ship between such loss and schizophrenia. In — 
such a series we would expect the same large 
percentage differences between index and con- 
trol groups in family history of psychiatric 
illness and we would expect to reach the same 
conclusions that associational rather than dep- — 
rivational factors are of importance in the 
genesis of psychiatric illnesses. In addition, — 
such a series would allow more accurate assess- 
ment of possible modes of inheritance of com- 
munication of psychiatric illness in the com- 
munity and it is for this reason that we are — 
currently performing such a study, 

Fentus N, Prrrs, Jn, MD. 
St. Louis, Mo. ` 


LENGTH OF HOSPITALIZATION 
Editor, Tae AMERICAN JounNAL op Psycmi- 
ATRY : N 

Sin: In a letter to the editor (August, 1965), 
Dr. Henry Pinsker makes a plea for “briefer” i 
scientific communications, That brevity, how- 
ever, is not always a virtue is illustrated by 
the article, “Length of Hospitalization with 
Various Treatments for Depression,” appearing 
in the same issue. $ 

With the succinctness Dr. Pinsker admires, 
the authors report that depressed patients re- — 
ceiving EST at their institution have longer — 
hospitalizations than those receiving drugs 
alone. They refrain from drawing the conclu- 
sion that drugs therefore are superior to EST, 
but the implication is clear. Since well-con- 
trolled studies(1, 2) have repeatedly supported 
the opposite conclusion, skepticism is in order. 

Was the treatment assigned at random? It 
seems unlikely, since the study was retrospec- 
tive. Without randomization, perhaps the 
est patients received EST and this © 
the longer hospitalization. Were the pati 
discharged at the same level of recovery f 
Again, unlikely. Drugs can be taken at home 
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EST cannot. What exactly do the authors 

mean by “depression ?” g 

k The last point may seem picayune, but far 

| from it. Criteria for depression vary widely (3). 
_ Until diagnostic terms come to mean the same 

for everyone, terms must be defined in each 
individual study, however long-winded this 
may seem. 

The references are : 

1. Hutchinson, J. T., and Smedberg, D. : 
_ Treatment of Depression: A Comparative 
Study of E.C.T. and Six Drugs, Brit. J. 
Psychiat, 109:536-538, 1963. 

2. Norris and Clancy: Hospitalized Depres- 
= sions ; Drugs or Electrotherapy, Arch, Gen. 

Psychiat. 5:276-279, 1961. 

3. Mendels, J.: Electroconvulsive Therapy 
and Convulsions, Brit. J. Psychiat. 111: 
675-690, 1965. 

Donar Goopwin, M.D. 
St. Louis, Mo. 


Be DR. LANGSLEY’S REPLY 
_ Editor, Tae AMERICAN JOURNAL or Psycon- 
_ ATRY: 

Sm: Thank you for giving me the oppor- 
tunity to reply to Dr. Goodwin’s letter. He 
taises a question about the implications of 
our report on the length of hospitalization 
with various treatments for depression. The 
implications, however, are not those of the 
authors. We specifically point out in the second 
paragraph and summary of the paper that no 
attempt is made to judge efficacy of treat- 
ment. We report only on the length of hos- 
-pitalization. A clinician choosing among various 
treatments for an illness would consider the 
length of hospitalization as only one factor 
influencing the choice, 

Dr. Goodwin's point about the varying crit- 
teria for a given illness has the merit of scien- 
tific rigor desired but inadequately achieved 
in clinical research. Despite the fact that the 
_ official diganosis was made in a reputable uni- 
" versity psychiatric hospital (by the clinicians 
treating the patient, not the investigators ) 
there is no guarantee that each group was 
exactly like the other. The fact that a total 
population with the diagnosis of neurotic or 
psychotic depression (APA Diagnostic and 
Statistical Manual) was included gives some 
assurance that sufficient numbers decrease vari- 
ability. The real issue, however, is whether 
the clinician should report only air-tight, per- 
fect research. Since such perfection is difficult 
of achievement in the behavioral sciences, the 
answer can only be an opinion, 
Donatp G, Lancstry, M.D. 
Denver, Colo. 
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WE TOO KNEW DR. SOUTHARD 
Editor, Tue AMERICAN JOURNAL oF Psy- 
CHIATRY : 

Sm: Dr. Farrar’s article in the June issue 
regarding his recollections of the head of the 
Boston Psychopathic Hospital brought back 
fond nostalgic memories to the remaining 
members of the resident staff of 1918 and 
1919. This group was made up of rugged in- 
dividualistic midwesterners plus two Canadian 
officers. There was later the added starter and 
the comedy relief of Lieutenant Matsuo Horibe 
of the Japanese Navy, who was there to have 
training in psychiatry. The midwesterners were 
Dick Price, Lawson Lowrey, Karl Menninger 
and myself, with Alvin Mather from Win- 
nipeg and John Travis of Toronto, We feel 
that we had a different and more intimate 
view of Dr. Southard, and saw a more human 
and more humorous side, than Dr. Farrar de- 
scribes. 

We were with him all the time and got to 
know him well, and I believe he got to know 
us well. He was wont to say that he was pri- 
marily a neuropathologist and not a psychi- 
atrist. He came to the belief and conviction 
that all the major psychoses would eventually 
be found to have an organic basis. In this, of 
course, he differed from his friendly oppo- 
nent, Dr. Adolf Meyer. Southard’s school of 
thought was then called “the brain spot,” while 
that of Adolf Meyer was “the mind twist.” 

The physical makeup of Dr. Southard, as he 
pointed out to us, was rather unusual. To see 
him sitting at a desk, he impressed you as 
being a man of over six feet but standing he 
could not have been more than five-seven or 
five-eight. He was almost an achondroplastic. 
He told us that his systolic blood pressure had 
never been over 60, and as Dr. Farrar pointed 
out, he expected to die early, feeling that this 
low blood pressure would not permit him 
enough resistance to combat a severe infec- 
tion.. He did die at the age of 42. I do not 
know what pathology was present although 
Dr. Farrar said it was a cerebral hemorrhage. 
It might have been an aneuyrsm, although 
Dr. Southard expected to die of pneumonia, 

Southard spent more time at his new path- 
ological laboratory than he did with the pa- 
tients. He left most of that to the direction of 
Lawson Lowrey, who was then the chief of 
staff. He spent hours in his laboratory with 
Dr. Myrtle Canavan going over brain sections. 
He could take a section of a brain and tell you 
whether the patient had auditory or visual hal- 
lucinations. I am not sure that he taught that 
ability to anybody else. I have never heard of 
another person able to do this. 


He frequently spent evenings with the staff 
in their rooms. He was a master chessman, 
having played as many as 30 boards of simul- 
taneous chess against members of the Boston 
Chess Club. As soon as he would show up in 
our quarters Lowrey, Price, Menninger and 
sometimes Horibe would haul out the chess 
boards and the simultaneous chess would be 
underway. He never lost a game to any of the 
members of the staff, although he permitted, 
and I think I use the term “permitted” wisely, 
Karl Menninger to get a draw. I believe Karl 
was becoming so frustrated that Southard did 
not want to gloat over him but kindly per- 
mitted the draw. 

During all this playing he would sit there 
eating all sorts of southern European cheeses 
that he had picked up at the Boston market, 
all the time conversing with the rest of the 
staff who would be sitting around. He appar- 
ently paid no attention to the chess games that 
were going on although he enjoyed himself 
fully, always winning. He often remarked that 
when he had a little spare time on his hands 
he was going to write a book entitled “Cheeses 
I Have Met.” He could have written that re- 
garding the resident staff! 

Dr. Southard seldom made staff rounds. He 
had little interest in the patients until there 
was the official staff meeting at 11:00 each 
morning, Then apparently he was in his glory. 
A case would be presented and he would im- 
mediately take sides either with Karl Men- 
ninger or Lawson Lowrey. If there was any 
indifference shown by either, he would im- 
mediately side with the other one until finally 
Lowrey and Menninger would be at each 
other’s throats and he would sit back with a 
cherubic smile, utterly content at having stim- 
ulated interest and conversation. 

In his latter days, although his chief interest 
was, of course, centered around the work in 
neuropathology with Dr. Canavan, he became 
interested in the formation of the ori 
group of psychiatric social service workers. 
This came into being through the efforts and 
was readily accepted by Miss Mary Garrett, the 
head of the Social Service Department. The 
group consisted of about 20 graduates from 
Vassar, Wellesley and Smith who went into 
intensive training in the hospital. Fortunately, 
all of the staff with the exception of Dr. Horibe 
Were married, so there was very little dis- 
traction from this source. 

One could never be able to say how much 
and how great good in psychiatry Dr. South- 
ard did. He left his mark on everyone who 
had any contact with him. He was happy- 


jovial, thoughtful, kind, sincere and stimulat- 
ing. For such a man to have died at such an 
early age was unquestionably one of the great- 
est losses to psychiatry and neuropatholog 
in this country. 


E. Rocers Smiru, M.D. _ 
Indianapolis, Ind. 


THE DEWEY PITCHER AND THE 
GOLD-HEADED CANE 
Editor, THE AMERICAN JOURNAL OF Psycut- 
ATRY: 

Sm: I was much interested in the details of — 
Dr. Francis J. Gerty’s contribution, “Some — 
Notes on the History of the Journal, Its Edito 
and the Silver Pitcher,” in the July issue of th 
Journal because of its historical perspectives. — 
If any official comparisons are to be made or — 
resemblances noted between the Dewey pitch: — 
er and the gold-headed cane mentioned in Dr. 
Gerty’s comment, it may be desirable to call 
attention at this time to the fact that the cane 
was carried by six rather than five physicians. — 
This error is made frequently and for reasons 
having to do with a chapter heading in Dr, — 
William Macmichael’s famous book called The 
Gold-Headed Cane mentioning one Dr. Pit 
cairn instead of two, repetition of the erro 
even in the preface of the most recent seventh 
edition, a misleading notice by the editor in — 
earlier editions and other reasons including — 
mention of only five owners by Garrison, 
Major and other historians. In fact, only fiv 
coats of arms are engraved on the handle. B. 

The six owners of the gold-headed cane were 
John Radcliffe, Richard Mead, Anthony Askew, 
William Pitcairn, his nephew David Piteairn 
and Matthew Baillie. I have had occasion to 
discuss these points in “A Sixth Professor of- 
the Gold-Headed Cane,” published in the 
Journal of the History of Medicine and Allied ~ 
Sciences 17:523-524, 1962. Mr. L. M. Payne, — 
librarian of the Royal College of Physicians, 
informed me that the entry in the catalogue of ~ 
portraits was corrected when this point was 
brought to light during an exhibition on th 
gold-headed cane. it: 

Fortunately there is no likelihood of error in — 
regard to the Dewey pitcher, which will past 
through the hands of distinguished editors of © 
this Journal, serving as a symbol of their office: 
Dr. Gerty is to be complimented for his gen 
erous gift of the Dewey pitcher and for 
sense of history in drawing a comparison with 
the famous gold-headed cane. 

Jerome M. Scuneck, M.D. 
New York, N. Y. 
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LITHIUM TREATMENT OF 
HYPOMANIC PATIENTS 
Editor, Tue AMERICAN JOURNAL OF PsycHI- 
ATRY : 

Sm; “The Hypomanic Alert: A Program 
Designed for Greater Therapeutic Control” by 
J. E. Jacobson in the September issue per- 
forms a valuable service by bringing the lithi- 
um treatment of hypomanic and manic attacks 
to the attention of American readers. While 
considered an effective treatment in European 
countries, lithium has largely gone unnoticed 
in the United States. 

Dr. Jacobson takes up the important issue 
of preventing socially and economically dis- 
astrous repetitious attacks of mania in the pa- 
tient who is prone to frequent recurrences. He 
emphasizes the briefness of the period during 
which the patient is still accessible and co- 
operative while an attack is beginning, and 
mentions the relative acceptance of lithium 
therapy by the patient as it does not cause the 
anticholenergic, Parkinsonian and sedative ef- 
fects of the phenothiazines, and does not have 


the unpleasant connotations of ECT. The pro- 
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gram he advises consists of monthly follow-up 
visits with a social worker or the psychiatrist, 
in the hope of picking up early warning signs 
of an oncoming manic episode with the cooper- 
ation of the patient and family. This seems to 
entail certain difficulties including the possible 
unavailability of social work personnel in 
the average office practice and the danger of 
missing the onset of attacks between monthly 
appointments. This program also requires full 
cooperation by the patient during the early 
hypomanic stages, which may be difficult to 
obtain. 

Baastrup(1) has recently reported the treat- 
ment of 11 patients with maintenance lithium 
carbonate 450 mg.—900 mg./day for at least 
three years. The result was to eliminate al- 
most completely both manic and depressive 
attacks during the period of therapy, while to 
discontinue the medication led almost invari- 
ably to a relapse. Hartigan(2) has also re- 
ported the chronic maintenance therapy of 
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manic patients with less spectacular but also 
quite favorable results. While these are but 
case reports and do not include controls, they 
seem to indicate a possible solution for a diffi- 
cult problem. Maintenance therapy with 
lithium would appear to avoid many of the 
complications inherent in attempting to catch 
hypomanic patients when they are feeling 
“good” on the upswing. Patients do not resent 
the medication as much as they do the pheno- 
thiazines as it does not give a drugged feeling. 
Maintenance with lithium might thus be con- 
sidered as an alternate mode of prophylactic 
therapy depending on the resources of the 
patient and psychiatrist. 

As Jacobson rightly emphasizes, the poten- 
tial toxicity of lithium makes it necessary for 
any physician wishing to use this drug to 
familiarize himself with the possible danger 
signals of toxicity by a review of the pertinent 
literature. 

The references are : 

1. Baastrup, P. C.: The Use of Lithium in 
Manic Depressive Psychosis, Compr. Psy- 
chiat. 5:396-408, 1964. 

2. Hartigan, G. P.: The Use of Lithium Salts 
in Affective Disorders, Brit; J. Psychiat. 
109:810-814, 1963. 

Saut H. RosenrHan, M.D. 
Boston, Mass. 


CORRECTIONS 

On Page 357 of the September issue, The 
Family and the Law by Joseph Goldstein and 
Jay Katz was listed as costing $7.50 and con- 
taining 229 pages. The book contains 1,229 
pages and its price is $17.50. 

In the October issue, page 438, the article 
“Alcoholism, Parole Observations and Criminal 
Recidivism : A Study of 116 Parolees” contains 
an error which obscures the meaning. In the 
left-hand column, the fifth line from the bottom 
reads “specific check-list criteria was not pos- 
sible.” It should have read “was now possible.” 

The Editor regrets the errors. 


BOOK REVIEWS 


MentaL HeautH AND ENyIRONMENT. By 
Stephen Taylor and Sidney Chave. (Bos- 
ton: Little, Brown and Co., 1964, pp. 228. 
$8.00.) 


Mental Health and Environment is a de- 
tailed epidemiologic study of mental health 
and mental illness in Newton, one of many 
new towns built to serve some of the over- 
crowded areas of London as population outlets. 
Building began in 1949, apparently was vir- 
tually completed and the town 50 percent 
occupied (in terms of expected capacity) by 
1959. The major research design was to com- 
pare the mental health and illness findings 
obtained in Newton with those obtained at 
Outlands, a housing estate built by the London 
Cov»ty Council between 1948 and 1952. The 
Ouilands Housing Estate survey was carried 
on by Martin, Brotherston and Chave in 1957. 
Newton represents a socially planned new 
community and Outlands represents a socially 
unplanned new community. It was also part 
of the research design. to compare mental 
health and illness in Newton with a part of 
North London from which some of both 
Newton’s population and Outlands’ population 
had been drawn. 

The study was concerned only with mental 
health and illness in the adult population. Four 
surveys were conducted, based on the same 
kind of indices that were used at Outlands in 
1957, that is, a survey of mental hospital in- 
patients, a survey of referrals to psychiatric 
outpatient clinics, a survey of patients consult- 
ing the general practitioners for psychiatric 


- conditions and a field survey of the general 


population for self-reported psychiatric symp- 
toms. The operating hypothesis underlying 
the research is that planned communities would 
minimize the evidence of neurosis while leav- 
ing psychosis unaffected. Much use has been 
made of the statistical Chi-square test in order 
to test the significance of differences observed 
between population groups. The conventional 
level of 5 percent, a 1 in 20 probability of 
such differences occurring by chance, was 
used as the minimum for ascribing statistical 
significance to findings. 

The book is a thorough excursion into psy- 
chiatric epidemiology for those who are en- 
amored of statistical concepts and of epidemio- 
logic methodology. For the serious student of 
these, there is much to be learned by an 
analysis of the methodology, which is scrupu- 
lously set forth. The difficulties in sample 


comparability, difficulties in applying tests to 
comparable groups with a time interval of 
many years intervening, etc. are all carefully — 
recorded, The difficulty and, indeed, impossi- 
bility of finding any one index to measure 
mental health and mental illness and the — 
necessity for abstracting from a number 
different kinds of information are interestingly 
set forth. 

The identification of the subclinical neurosis 
syndrome is an interesting contribution and 
one which is thought-provoking, albeit likely 
to be quite controversial, based as it is on a | 
“continuum of disease” kind of philosophy 
which the authors elsewhere find it necessary — 
to disavow. A discussion of findings and the 
final discussion are contained in chapters 20 
and 21 of the book, and it is in this latter, the 
interpretation of the general picture and its 
meaning, that the most disagreement is likely — 
to di 


occur. 
The linking of neurosis with constitution ap- 
to be a primary intent of the authors, — 
but it is done unconvincingly and somewhat 
equivocally, The authors state, “Ordinary clinic — 
experience suggests that neurosis is a product 
of constitution—whether determined genetically 
or by early environmental influences—and im- 
mediate environmental strains, Accepting this — 
view, it becomes of interest to decide which ; 
of the two is the more important, both in the — 
individual case and in the general development — 
of neurotic illness.” This in itself seems some- i 
what confusing. The starting hypothesis that F 
social planning would reduce the incidence of 
neurosis appears to be unsupported by the i 
total survey. i 
On the other hand, it would appear that in — 
the socially planned community the incidence | 
of psychosis was reduced, The authors see — 
no reason to doubt that we are here dealing — 
with cause and effect. It seems to me that there — 
is much to doubt in ascribing a cause and — 
effect relationship to these two occurrences, — 
that is to say, that a socially planned com- — 
munity reduces the incidence of psychosis. The 
authors admit that “others will have to repeat 
and test this unexpected finding before it l 
can be generally accepted.” q 
The book closes (in its Appendix I) with 
a very brief review of studies in the incidence 
of mental disorder in many countries, which in 
itself is a very helpful plus in a book of this 
sort. In summary, Mental Health and Environ- 
ment is a valuable handbook for the study of | 
the epidemiology of psychiatric illness, showing | 
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well many of the shortcomings and the com- 
plexities of epidemiologic research in the field 
of mental health and illness. In its conclusions 
and in its attempts at conceptual formaliza- 
tions, it seems to me that it supports the oft- 
heard contention of psychiatrists that psychi- 
atry itself must clarify and sharpen its own 
conceptualizations, that research methods such 
as epidemiologic survey technique starting out 
with unclear definitions and incomplete formu- 
lations are incapable of clarifying psychiatric 
conceptualizations, but indeed seem to serve 
the valuable function of pinpointing and mak- 
ing explicit the varied areas of confusion and 
concern, 
CLAUDEWELL S. Tuomas, M.D. 
New Haven, Conn. 


Tue Community MENTAL HEALTH Center: 
An ANatysis or Existe Mopets. By 
Raymond Glasscote, David Sanders, M.D., 
H. M. Forstenzer and A. R. Foley, M.D. 
(Washington, D. C.: Joint Information 
Service, 1964, pp. 219. $3.00.) 


With admirable foresight the Joint Informa- 
tion Service, a project supported by the Amer- 
ican Psychiatric Association and the National 
Association for Mental Health, late in 1963 

enlisted the collaboration of Columbia Univer- 

__ sity’s Division of Community Psychiatry and 

_ the Department of Mental Health of the Amer- 
ican Medical Association to prepare a study of 
various models of community mental health 
centers already in existence. At that time Con- 
gress had already approved a certain degree of 
federal support, but no regulations had been 
issued spelling out the services that were to be 
required in community mental health centers 
that would receive federal assistance, It is in- 
teresting that the Joint Information Service 
staff and consultants, in delineating for the 
purposes of their study the components that 
ought to characterize comprehensive communi- 
ty-based service, anticipated almost perfectly 
the services that were to be some 
months later when the federal regulations were 
drawn. 

This volume chronicles a major step in the 
psychiatric march of events as it examines the 
various patterns of providing psychiatric sery- 
ices in the community. In his introduction to 
the book, Walter E. Barton, M.D., character- 
izes the community-based program as the 
most important and exciting concept in the 
field of psychiatry in many years. 

The investigating team, consisting of two 
psychiatrists specializing in community pro- 
grams, a long-experienced official from a state 


mental hygiene program, and a psychologist 
and writer, visited 11 facilities, all but one of — 
which apparently possessed all of the required 
elements of community mental health centers 
as later delineated by federal regulations, 
There was no unanimity in the ways these 
installations met the requirements. Five of 
them had evolved from a more limited type of 
service ; the other six were designated for the 
express purpose of providing comprehensive 
service to a specified populace. 

Administration, staffing, patient services, 
services for children, emergency and rehabilita- 
tive services—all were examined and reported 
upon, as were the consultative, financing, re- 
search and training aspects of the programs. 
The services were then evaluated and even- 
tually compared. All the facilities visited were 
cooperative, frank, objective, and all sought 
constructive criticism. 

Various outstanding features of the 11 cen- 
ters were noted, but we need mention only a 
few of them here. At the Penn Foundation in 
Sellersville, Pa., the exceptional integration 
with the community, medical and lay, was im- 
pressive. The comprehensiveness of the San 
Mateo (California) program was especially 
noteworthy. The attractiveness of the Yorkton 
(Saskatchewan) plant attracted attention, and 
the visitors agreed with D. G. McKerracher, 
M.D., of the University of Saskatchewan, that 
this development was “one of the most inter- 
esting in psychiatry either on the North Ameri- 
can Continent or in Britain,” and that the 
entire field of mental health could learn from 
this experiment. 

The Massachusetts Mental Health Center 
was visited, and even though it does not strict- 
ly conform to the published operational pat- 
tern for a community center, it nevertheless 
possesses one of the most comprehensive pro- 
grams to be found anywhere. The program, the 
observers note, is excellent and should be 
scrutinized by any community planning a 
comprehensive program, 

The program of the Nebraska Psychiatric 
Institute is noteworthy for its liaison with the 
total state system and its concordance with a 
teaching and research center. For mental 
health communication, says the survey team, 
“this program may well be the best in the 
country.” 

The authors have made a comprehensive 

gh not exhaustive study. Deficiencies, 
when they appeared, were duly noted. The 
one area in which there seems to be deficiency 
across the board is the lack of means of eval- 
uating the effectiveness of the services these 
centers render. 


This is a particularly worthwhile presenta- 
tion and constitutes the only broad-scale field 
study of mental health centers published to 
date. Its initial chapters, g the de- 
tailed descriptions of individual programs, con- 
stitute a particularly well-written and laudably 
brief account of the sequence of events that 
led to the community mental health concept. 

F.J.B. 


MAN IN ESTRANGEMENT: Paur TiLLICcH AND 
Ericu Fromm Comparep, By Guyton B. 
Hammond. (Nashville: Vanderbilt Univer- 
sity Press, 1965, pp. xii + 194. $5.00.) 


One of the impressive features of psychiatry 
today is how little it is the private domain of 
psychiatrists. Specialists in manifold areas share 
our concerns and offer their knowledge for our 
benefit and their own. One of these lively in- 
terfaces is between psychiatry (broadly de- 
fined) and religion. This book may come to 
the attention of those interested in this par- 
ticular dialogue since it is a comparative study 
of the ideas of a theologian and of a psy- 
chologist whose views are heard by a rather 


wide audience. 


that relative equals are being compared, If 
this is in fact the assumption, it is highly de- 
batable, if not dubious. Tillich, however much 
or little one understands and agrees with his 
views, was a truly eminent, influential and pro- 
found thinker in theology. he has a 
devoted following, Erich Fromm’s in 
regard to matters psychol is 
lished, less importanti ae set 
tainly less gigantic. or 
ample, he even “stands in the psychoanal 
tradition” as Dr., Hammond says, is 
question. (‘This matter is explored in a recent 
book, Escape from Authority, by J. H. Schaar. 
The value or uniqueness of his views as com- 


upon. 

In actuality, the preponderance of the book 
is about Tillich, as is appropriate 
author's specialty in theology and philosophy. 
So its main appeal will be to philosophers of 
religion, who must judge it according to the 
canons of that field. Those not in this field who 
are unacquainted with Tillich’s views can find 


here an adequate introduction to them. They 

will, incidentally, also be introduced to a 
style of exposition which characterizes a num. 
ber of current attempts to bring theological 
concepts to bear on human behavior. It is a 
style which borders sometimes on the verbalis- _ 
tic and which frequently uses seemingly or- 
dinary language in a way which turns out to 
be highly specialized, 
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of the social nology of LSD use as 
derived by the authors throu nal con- 
tacts and interviews. As stated by Nevitt San- 


the antidepressants, however, 
have not attained such a position of notoriety. 
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À BOOK REVIEWS = 


This is a book worth reading if one is par- 
ticularly interested in the social phenomena 
associated with LSD usage and the interrela- 
tionship between the effects of the drug and 
the cultural setting in which it is given. Un- 
fortunately it is often dull and repetitive and 
I cannot therefore recommend it to the more 
general reader. Taking a primarily epidemiolog- 
ical approach, it lacks any of the depth and 
vitality of the clinical case study. On the other 
hand, evaluated as an epidemiological study, 
it is weak; as the authors freely admit, they 
were not certain that they had obtained a rep- 
resentative sample of the population of LSD 
‘users since they depended principally upon 
~ the personal contacts that they could establish. 
' They conclude, however, “that at the present 
time LSD use would appear to be confined to 
a limited social strata (sic) of intellectuals in 
a 21-50 age group, primarily male or the 
ns or girl friends of such males. They are 
white, often Anglo-Saxon, Protestants. It is a 
phenomenon concentrated among respected, 
conforming, successful persons with socially 
favored backgrounds and careers.” 

These were users that they were able to 
contact. They cannot be certain that there 
are not other large groups of black-market 
users who remain virtually hidden from their 
survey. Within the group they were able to 
contact, they convey some insight into the 
social meaning of the drug usage. Perhaps the 
most stimulating chapter in the book was the 
one by Joseph J. Downing entitled, “Zihuatane- 
jo: Experiment in Transpersonative Living.” 
This description of the events at the Mexican 
Psychedelic Training Center organized by 
Timothy Leary and his group vividly brings 
to life a number of the issues discussed more 
theoretically in other chapters. 

The social questions regarding drug usage 
and its control into which the book taps are 
profoundly important ones. To what degree 
should alteration of mind by chemical agents 
be a liberty of the individual citizen and to 
what degree should it be allowed under the 
supervision of a qualified physician (or other 
professional) are unanswered questions. Surely 
they are questions which will arise again and 
again as the technology of psychopharmacology 
is ever increasing, The book Utopiates offers 
some relevant observations but leaves this re- 
viewer somewhat disappointed. 

Jack DureLL, M.D. 
Bethesda, Md. 


TRAINING THE PSYCHIATRIST TO MEET CHANG- 
inc Neeps. Report of the 1962 Conference 
on Graduate Psychiatric Education, De- 


cember, 1962. (Washington, D. C. : Ameri- 
can Psychiatric Association, 1964, pp. 265, 
$3.00.) 


This volume is the official report of a psy- 
chiatric summit meeting on graduate education 
held in Washington, D. C., in December 1962. 
The co-chairmen of the conference were Drs, 
Walter E. Barton and William Malamud ; there 
was a distinguished editorial board 1; and Dr. 
Donald W. Hammersley served as executive 
editor. 

The main questions before the conference 
were: 1) what should be taught and 2) what 
are we training for. The reader is reminded to 
view this report in the perspective of the pre- 
ceding conference on psychiatric education 
which was held in 1952. During this decade 
the membership of the American Psychiatric 
Association expanded from less than 8,000 to 
nearly 13,000. Psychiatrists moved in rapidly 
increasing numbers into private practice. This 
trend went parallel with new developments in 
clinical and social psychiatry which placed 
heavy emphasis on new methods and settings 
for treatment. The responsibilities of psychi- 
atry expanded greatly. They will continue to 
grow to meet the newly emerging needs of 
community psychiatry. 

Thus questions of change in the curriculum 
and in the goals of psychiatric education were 
omnipresent during the deliberations. The 
place of psychoanalysis and the psychoanalytic 
approach became a matter of considerable 
controversy. According to the report, strongly 
opposing views were expressed and debated 
but no attempt was made to resolve them. 
While psychoanalytic theory was upheld as one 
of psychiatry’s basic frames of reference, strong 
warnings were sounded against overemphasis 
on psychodynamic theory in psychotherapy. 
Implicit in the discussion was the view that 
psychoanalytic training, partly because of the 
subject matter and partly because of training 
in separate institutes, serves as a devisive force 
at odds with the general aims and goals of 
psychiatry. As is stated: “This view was not 
expressed in so many words, but it was re- 
sponsible for a cleavage of opinions which was 
all the more serious because it was not brought 
out into the open.” 

The following findings of preparatory com- 
missions tend to illuminate some particular if 
not peculiar problems in training, A question- 


1 Members of the editorial board were Drs. Leon 
Eisenberg, Dana Farnsworth, Robert S. Garber, 
Herbert S. Gaskill, Lawrence C. Kolb, Paul V. 
Lemkau, Harold L. McPheeters, John J. Nurn- 
berger, Howard P. Rome and Milton Rosenbaum. 
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naire survey made by the preparatory com- 
mission on teaching covered a representative 
survey of 44 training centers, diversified in 
character. Psychoanalytic training, including 
therapeutic personal analysis, was found to be 
generally available in the centers. The reader 
may well be surprised at the percentage of 
residents in therapy: 10 to 25 percent in 22 
centers ; 50 percent in four and 75 percent in 
two centers. One participant at least is quoted 
to have wondered, “What time is left for the 
major activities of the program—teaching and 
learning ?” 

There was found to be a striking contrast 
between the close attention given to training 
in psychotherapy and the lack of attention de- 
voted to training in teaching. With few ex- 
ceptions, all of the centers assign teaching re- 
sponsibilities to their psychiatric residents, 
nearly half of them to residents in their first 
year of training. 

Firm agreement is reported to have been 
given to the need for broadening the base of 
the training program in line with advances in 
scientific knowledge. According to the prepara- 
tory commission on biology, there has been 
too strong a tendency to emphasize the psy- 
chodynamics of neurotic patients and neglect 
the psychotic, and, in particular, inadequacy 
in the teaching of the biology, epidemiology 
and physiology of the major psychiatric dis- 
eases. As a result of the uneven emphasis 
in training, it was stated that residents are 
prone to use the process of history taking 
to reinforce preconceived hypotheses regard- 
ing behavior rather than as a basis for con- 
structing a working hypothesis suited for the 
individual patient. 

The editors have supplemented the report 
with relevant informational data to present an 
appropriate background for the gigantic task 
with which the conference was confronted. 
The conference recognized that manpower 
shortages represent one major root of the prob- 
lem of unmet needs. But there are additional 
problems in terms of composition and distribu- 
tion. Psychiatrists appear to be located in large 
numbers where the population is dense, income 
is high and the number of college graduates is 
large. While seven percent of the total number 
of physicians in the United States are women, 
only about ten percent of these women are 
psychiatrists, It is estimated that there are only 
250 Negro psychiatrists in the United States 
representing about two percent of the total 
number of practicing psychiatrists. On the 
basis of population and needs, there should 
have been about 2,800 Negroes in medical 


schools in the United States in 1962-1963 but 
there were only 795. $ 
The conference was to consider “the gradu- 
ate training of physicians for competence as 
general psychiatrists and for careers in clinical 
work, research, teaching and public service.” 
In this endeavor the conference is reported to _ 
have “faced insurmountable difficulties in-car- 
trying out its assigned task.” Attempting to 
conceive and formulate an appropriate pro* 
gram for graduate psychiatric edueatiom th s 
conference felt it to be impossible to put suc) 
program into practice. Individually the partici“. 
pants showed every intention to pay tributeyto 
the important scientific and social chañgës™ 
which have evolved during the past decade, k 
Yet it proved virtually impossible to agree on a $ 
curriculum model which would represent an 


acceptable balance between the old andthe 
new. Jeg 
Most readers will agree with Barton’s ‘and. 
Malamud’s conclusion; “Another conference, 
sooner, perhaps, than a decade hence, may be 
needed to crystalize what is now too dimly 
perceived.” This reviewer cannot conceal his 
disappointment. Many of the country’s most 
qualified experts in education participated. 
What would appear to be an immense amount 
of preparatory work had been accomplished to 
facilitate decision and action at the summit 
level. The participants envisaged the changing 
demands on psychiatrists as members of both 
the social and the scientific community. The 
expanding fields of biological and behavioral 
sciences were agreed to require strong repre- 
sentation in the new curricula. But while there 
was a struggle, there was no consensus on 
what professional responsibilities and goals to 
emphasize, what subject matters to change or 
replace. From a historical perspective, this re- 
port may turn out to signify the midpoint be- 
tween two eras—one past, the other coming. 
Frirz A. Freymann, M.D. 
Washington, D. C. 
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Recent research findings have indicated 
= the need to reconsider what had appeared 
to be reasonable assumptions about the na- 
ture of hypnosis. At first sight, the implica- 
tions of these studies seem to be at variance 
with clinical experience and common sense, 
but careful consideration actually allows us 
‘to reconcile clinical and experimental find- 
ings in a more satisfactory way than has 
_ been possible in the past. 

It has been widely held that hypnosis al- 
ters the relationship between subject and 
hypnotist by changing the subject's motiva- 
tion. One of the more extreme statements 
of this position was made by the present 
author(8,9) in an extrapolation of the 
views of White(17, 18). It was assumed 
that the hypnotic state increases the sub- 
ject’s motivation to please the hypnotist; 
in other words, that it makes him unusually 
compliant. This assumption seems soundly 
based on the behavior of hypnotized in- 
dividuals who certainly appear to do things 
that they would not do ordinarily. Never- 
theless, a careful evaluation has failed to 
uncover any valid evidence for increase 
compliance in hypnosis, as the hypnotic 
state has usually been defined. To reconcile 
this finding with the effectiveness of hyp- 
nosis in ‘clinical practice, it has been nec- 
Be to clarify the definition of hypnosis it- 
selt, 


Read at the 121st annual meeting of the Ameri- 

can Psychiatric Association, New York, N. Y, 

May 3-7, 1965, under the title “Empirical Research 

on Hypnotic Phenomena.” i 

Dr. Orne is Director of the Unit for Experi- 
mental Psychiatry, Pennsylvania Hospital, 111 N. 
49th Street, Philadelphia. è F 

This work was supported in part by Public 
Health Service grant MH-11028 from the National 

_ Institute of Mental Health. 

The author wishes to thank the following asso- 
ciates for their comments in the preparation of 
this paper: Drs. Frederick J. Evans, Lawrence B 
Gustafson, Ulric Neisser, Donald N. O'Connell and 
Ronald E. Shor. t 


HYPNOSIS, MOTIVATION AND COMPLIANCE 


MARTIN T. ORNE, M.D., Pu.D. 


c ; 


" 


D 
This paper will begin by reviewing | TO 
experimental evidence that has made it — 
necessary to reject the usual concept of f 
hypnosis in terms of motivation and com: 
pliance. This evidence suggests that hypno- “ 
sis is not a change in the degree of comp 
ance but rather, a change in the subjective 
experience of hypnotized individuals. 7 
kinds of phenomena that are subsumed un 
der the concept of hypnosis will be dis- 
cussed in order to show that a definition in 
terms of subjective experience can encom- 
pass these adequately. Such a definition 
suggests that the observed compliance o 
hypnotized subjects and especially } 
responsiveness to therapeutic sugges 
may not be an intrinsic part of hypnosis its — 
self. From this point of view, the therapeutic 
effectiveness of hypnosis can be seen in 
new light, and some previously puzz 
clinical phenomena can be understood. 
The motivational view of hypnosis seems 
compelling because hypnotized subjects are 
quick to comply with the hypnotist’s re- 
quests even when unusual or bizarre be- 
havior is suggested. However, the source of — 
the subject’s motivation in such cases need ` 
not be the hypnotic state itself. In lecturing — 
to college students about hypnosis, I often 
illustrate this point with a simple demon- — 
stration. I ask a number of students to carry ‘ 
out certain actions—one will be asked 
take off his right shoe, another to excha 
his necktie with his neighbor, a third to give _ 
me his wallet and so on. After these things — 
have been done, I point out that if the same — 
behavior had been carried out after a hyp- 
notic induction, it would have seemed that — 
the students were under hypnotic control. — 
The point is that while all the behaviors 
fell within the range of admissible requests — 
in this situation, it is not common for lec- 
turers to make such “unreasonable” re- 
quests. Therefore, one is tempted to as- 
sume, incorrectly, that only hypnotized 
persons would comply with them. 
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An experimental demonstration oft 
point is provided by Orne and Evans’(11) 
replication of the work of Rowland(14) 
and Young(19), which appeared to prove 
that subjects can be compelled to carry out 
antisocial and self-destructive actions under 
hypnosis. The earlier investigations had 
shown that deeply hypnotized subjects can 
_ be compelled to pick up a rattlesnake, lift 
~ a penny out of fuming nitric acid and throw 
_ the acid at an assistant. We found that their 

_ results are indeed replicable but that this 
behavior could be obtained equally well 
from nonhypnotized individuals in the wak- 
ing state. The waking subjects were fully 
= aware that the behavior they were being 
= asked to carry out would normally be high- 
È ly self-destructive, antisocial and dangerous. 
However, in a postexperimental interview 
_ we learned that they were convinced (cor- 
rectly) that appropriate safeguards would 
__ be taken to protect them and the assistant 
from any real harm. 
= _ In short, so far it has not been possible to 
find an aspect of behavior which subjects 
= will perform in hypnosis but will not 
perform in the waking state. This does not 
_ entirely eliminate the possibility that hypno- 
sis may actually increase the range of be- 
haviors that people are willing to carry out. 
It merely demonstrates that subjects tend 
to do anything that might conceivably be 
required of them in an experimental setting. 
Any behavior that subjects might not carry 
out is well beyond the range that an ex- 
perimenter could afford to request, Mil- 
gram’s(7) recent studies with shock under- 
line this point; he has shown that subjects 
continue to administer what seem to be ex- 
tremely high and dangerous levels of elec- 
tric shock to another person in the context 
of a learning experiment. 


EFFECT ON PERFORMANCE 
OF DIFFICULT TASKS 


Rather than examining the range of tasks 
that subjects will perform, one can study 
the effect of hypnosis on performance quan- 
titatively by using difficult, fatiguing tasks. 
Such an approach requires considerable 
caution. If the subject is used as his own 
control, he may indeed perform much better 
in hypnosis than when awake. However, 
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one must bear in mind that experiment: 
subjects are extremely compliant even wit 
out being hypnotized. If they think the 
periménter is attempting to prove that hy) 
nosis increases performance, they may easi- 
ly provide him with supporting data—not 
necessarily by increasing their hypnotic per- 
formance, but by decreasing their waking” 
performance(4, 9). Moreover, studies by 
Orne(8, 9), Barber and Calverley (1) and” 
Levitt and Brady(5) have shown that with” 
proper motivation, waking subjects can sur- 
pass their own hypnosis performance. J 
these studies, however, no attempt wa 
made to equate instructions in the two cond 
ditions, so that subjects were motivated very 
differently during waking and hypnosi 
While the findings demonstrate that hypni 
sis does not lead to a transcendence ¢ 
normal volitional capabilities, they shed 
light on whether hypnosis alone increases” 
the motivation of the subject to comply with 
requests of the hypnotist.” b. 

To investigate this question, one would” 
need to give identical instructions in 
waking state and in hypnosis; for example, 
asking the subject to hold a kilogram weig 
at arm’s length as long as possible. Perform- 
ance in such an experiment would be | 
measure of the degree of willingness to com: 
ply which is induced by identical instruc 
tions in different states. While some studie 
have used this approach, they have inevi 
tably encountered a serious methodologi 
problem, It is difficult, if not impossible. 
give instructions to a hypnotized subj 
in the same way as to a waking subject, 
While the “lyrics” may remain constant 
the “melody” is usually drastically alte 
and therefore the total communication i 
quite different. Consequent differences i 
performance are not surprising, but in th 
paradigm we cannot determine whet 
they are due to the way in which the in: 
structions are given or to the presence 0 
hypnosis. 

A rather ingenious experimental desi 
by London and Fuhrer(6) gets around 
difficulty. A large number of subjects 2 
given an initial test of susceptibility to 
nosis. From this sample, the extreme Te 
sponders and nonresponders are se 
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All selected subjects are told that they are 

sufficiently deeply hypnotizable for the pur- 
poses of the experiment. In the main part 

of the experiment a. very neutral, relaxing 
form of trance induction is used and sub- 
jects are tested on a motor task. A com- 

_ parison is then made between performance 

of good hypnotic subjects and individuals 

who are relatively insusceptible to hypno- 

sis. If hypnosis makes subjects more com- 

pliant, the performance by the hypnotiz- 

able group should be greater than that by 
_ the.insusceptible group. However, in sever- 
al studies, London and Fuhrer(6) and 
Rosenhan and London(12, 13) did not find 
this result. If anything, insusceptible sub- 
jects perform better under hypnotic con- 
ditions than susceptible ones. In a detailed 
replication” of this work, Evans and Orne 
(4) found no difference in performance 
between susceptible and insusceptible sub- 
= jects, Nevertheless, their findings, while not 
© confirming all of the earlier results, cer- 
tainly do not suggest that the hypnotiz- 
able subjects were more motivated to com- 
ply with the wishes of the hypnotist than 
the others. 

In another study in a different context, 
we tried to measure compliance by giving 
subjects a large stack of postcards and 
asking them to mail one back to the labo- 
ratory every day, The request was made 
while the subject was awake, but the ex- 
perimenter had previously hypnotized each 
one to determine his degree of hypnotiz- 
ability. If hypnosis significantly alters the 
hypnotist-subject relationship, one might ex- 
pect that the good hypnotic subjects would 
send more postcards than those who were 
unable to enter hypnosis, even though the 
request itself was not given hypnotically. 

owever, the correlation between the num- 
ber of postcards sent and depth of hypnosis 
achieved on the test was essentially nil. 

It is possible that the criterion used in 
the postcard study is inappropriate to the 
problem. We have also examined a less 
contrived measure which may well reflect 
level of motivation. Much of our experi- 
_ mental work has involved not only excellent 
hypnotic subjects but also essentially un- 
_hypnotizable individuals used as controls. 
 Retrospectively, it occurred to us that the 
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-number of cancelled appointments and ac- 


tual drop-outs in the highly hypnotizable 
group was greater than in the nonhypnotiz- 
able individuals. Therefore, we began re- 
cording subjects’ time of arrival for ex- 
perimental sessions and correlated their 
punctuality with their hypnotic perform- — 
ance. We found a modest but significant 
negative relationship—the good subjects — 
tended to arrive late for the experiment, — 
while the relatively insusceptible subjects 
tended to arrive early. Undoubtedly there 
are many ways of explaining this finding, 
but it is certainly not what would be ex- 
pected if good hypnotic subjects are es- 
pecially motivated to please the hypnotist. 
A further relevant finding emerged in a 
study conducted in our laboratory by Shor — 
(15). Prior to an experiment involving elec- # 
tric shock, subjects were asked to choose 
the highest level of shock they would be | 
willing to tolerate. The relatively insuscep- 7 
tible subjects chose to tolerate significantly 
higher levels of shock than the good som- 
nambulists. = 
All these findings argue against the hy- 
pothesis that being found susceptible to — 
hypnosis leads to a generalized tendency to 
comply with requests from the hypnotist. 
No such tendency appears when the re- 
quests are not directly relevant to the | 
hypnotic situation. In other words, a sub- o 
ject who carries out hypnotic suggestions i 
may not necessarily be more inclined to 
carry out other requests. 3 
* 
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CRITERIA FOR HYPNOSIS 


In order to understand these results, it is 
necessary to examine the definition of hyp- 
nosis itself, What criteria do we have in 
mind when we say that someone is hypno- 
tized? It is true that observers watching a 
subject respond to suggestions usually agree 
on whether he is hypnotized, and how 
deeply. Moreover, an objective scale of — 
hypnotic depth is employed in most of the 
empirical work done today. The Stanford — 
Hypnotic Susceptibility Scale, Form C(16) 
is probably the most widely used. The 
scale scores agree very well with the judg 
ment of trained observers. 
Nevertheless, it is appropriate to 
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using, or, conversely, what a subject must 
do to achieve a high score on a scale of 
hypnotic depth. It is clear that the critical 
variable is the subject’s ability to respond 
to suggestions. The hypnotic suggestions, 
however, are not all of the same kind. 
They can be classified into four 
groups: 1) ideomotor suggestions, 2) chal- 
lenge suggestions, 3) hallucinations and 
memory distortions (of which amnesia is a 
special example) and 4) posthypnotic be- 
havior. Such a classification has received 
recent empirical support by the factor an- 
alytic results of Evans(3). 

In a classic ideomotor suggestion such as 
the sway test, the subject is told that he is 
falling backward. He is told what to ex- 
perience: “You are falling backward . . . 
you feel yourself falling further and fur- 
ther backward.” The response is defined as 
positive by the extent to which the subject 
actually falls, but it is implicitly assumed 
that he is to fall because he feels himself 
drawn backward rather than because of the 
conscious volitional decision: “I will fall 
backward,” To the degree that the actual 
falling depends on a volitional decision, it 
has failed to measure an ideomotor re- 
sponse. The experimenter is not attempting 
to measure behavioral compliance per se 
but rather the behavioral manifestations of 
a subjective experience. If one were meas- 
uring only behavioral compliance, one 
would use the simple instruction, “Fall 
backward now.” In an experimental con- 
text at least, compliance would be almost 
total. 

The challenge suggestion (exemplified 
by: “Your eyes are tightly glued together ; 
you cannot open them. Try to open them. 
You cannot.”) is also scored behaviorally, 
on the basis of the subject’s failure to open 
his eyes. Here too, however, it is hoped that 
this behavior accurately reflects a subjec- 
tive inability to open the eyes, rather than 
mere compliance with the hypnotist’s wish. 
While these two possibilities are difficult to 

distinguish operationally, the response mea- 
sures “depth of hypnosis” only insofar as it 
reflects an experienced inability on the part 
of the subject to open his eyes, i.e., the ex- 
tent to which a subject cannot comply even 
when he is challenged to do so. 


Items dealing with hallucination, amnesia 
or other memory distortions are also de- 
signed to produce responses which reflect 
a presumed change in the subjective ex- 
perience. A subject is genuinely hypnotized 
not because he is willing to report certain 
things, but because his report really de- 
scribes his personal subjective experience. 


POSTHYPNOTIC PHENOMENON 


The posthypnotic phenomenon is most 
difficult to deal with in this context because 
the usual criterion is purely behavioral; 
does the subject carry out the suggestion? 
Nevertheless, the response to posthypnotic 
suggestion is subjectively quite different 
from simple compliance. It is presumed 
that subjects experience a compulsion to 
carry out the suggested behavior, regardless 
of whether they actually recall the sugges- 
tion. In fact, Evans (3) has attempted to 
measure separately the compulsion and re- 
call elements of typical posthypnotic sug- 
gestions and found them to be only moder- 
ately correlated. Elsewhere the author has 
summarized data on posthypnotic behavior 
(10, see also 2) showing that, despite this 
subjective compulsion, a posthypnotic sug- 
gestion is apt to be less effective than a 
simple request to carry out experimental 
behavior. These quantitative and qualita- 
tive differences provide convincing evidence 
that posthypnotic suggestion is not merely 
a matter of behavioral compliance. 

In short, the criteria used to determine 
whether a subject is hypnotized do not 
focus primarily on whether he does what 
he is told. Rather, they are attempts to 
measure the extent to which distortions in 
his perception or memory can be induced 
by appropriate cues. If a wide range of dis- 
tortions can easily be caused to appear, the 
subject is said to be deeply hypnotized; 
individuals in whom few, if any, distortions 
can be produced are considered not hyp- 
notized. Thus the essence of hypnosis as 
it is often described in popular literature 
and patients’ fantasy does not correspond 
to its actual definition. Hypnosis is not s0 
much a way of manipulating behavior as of 
creating distortions of perception and mem- — 
ory. Thus we can understand why it does — 
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not necessarily increase compliance or 
obedience per se, especially in experimental 
contexts which already predispose subjects 
toa very high degree of compliance. 

If we adhere to the experiential defini- 
tion that is actually employed by trained 
observers and objective scales alike, per- 
formance and behavior are not the criteria 
of hypnosis. It is for this reason that a sim- 
ple motivational theory of hypnosis cannot 
be sustained and has been repeatedly con- 
tradicted by experimental findings. Tasks 
which could, in principle, be carried out 
by nonhypnotized individuals are not car- 
ried out better under hypnosis. The hypo- 
thetical “increased motivation to please the 
hypnotist,” which ought to manifest itself 
in performance on such tasks, apparently 
does not occur. 

In a clinical context, the therapist is 
often more interested in altering the pa- 
tient’s behavior than in studying his expe- 
rience. So-called “hypnotic” therapy has 
been reported useful in altering habit pat- 
terns and in the suppression of a wide range 
of neurotic symptoms. Understandably, 
those using this method have often decided 
that a patient was successfully hypnotized 
whenever his behavior was altered by the 
therapists suggestion. By this definition, 
a suggestion is “hypnotic” if it follows a 
trance induction procedure and has success- 
ful results, even without any attempt to 
evaluate depth of hypnosis by the usual 
means. It should be clear that this defini- 
tion of “hypnosis” is quite different from 
the subjective criterion we have discussed 
here. It is entirely possible that patients 
fail to enter hypnosis in the experiential 
sense, and yet respond to a therapeutic 
suggestion. Conversely, other patients may 
be deeply hypnotized and fail to respond to 
such a suggestion. The clinical procedure 
which defines “hypnosis” post hoe would, 
b its nature, fail to recognize such a situa- 

ion, 

It is highly probable that hypnotizability 
in our sense does not correlate highly with 
Tesponse to therapeutic suggestion. This is 
indicated by a phenomenon that has long 
been recognized as puzzling : namely, that 
even a “light hypnotic trance” may be suf- 
ficient to produce therapeutically marked 


changes in behavior. I have been struck 
particularly by two recent patients who 
were totally unable to manifest hypnotic 
phenomena and did nothing more than 
close their eyes in response to a request to 
do so. By any of the usual criteria, one 
would have to conclude that they were not 
hypnotized at all. Nonetheless, therapeutic 
suggestions produced dramatic positive re- 
sponses. 

If we are to be consistent in our defini- 
tions, we must recognize the possibility that 
a hypnotic trance-induction procedure may 
fail to induce hypnosis itself and yet make 
the patient more responsive to therapeutic 


[ 
suggestions designed to alter his behavior. 
Two aspects of the therapeutic situation a 
utilizing trance induction can be separated: ; 
1) the effect of suggestions made during 
a situation defined by doctor and patient a 
as “hypnosis” and 2) the classic state of hyp- : 
nosis in which the patient responds to 
appropriate suggestions from the hyp- 
notist by distorting reality. Susceptibility i 
to hypnosis itself may be different from 4 
susceptibility to therapeutically oriented re- i 


quests which often involve no cognitive 
distortion. 

The necessary and sufficient conditions 
for the classic subjective phenomena of 
hypnosis are as yet unclear, but the 
hypothesis that hypnosis is essentially a 
matter of compliance seems untenable. 
Even the more plausible hypothesis that 
hypnosis depends on an increased motiva- 
tion to carry out any tasks requested by the’ 
hypnotist ‘must be rejected, or at least re- — 
stricted to apply only to tasks involving 
cognitive distortions. If this is true, how can 
we understand the clinical effectiveness of 
the hypnotic induction procedure? This — 
procedure does appear to change the exist- — 
ing transference relationship, and “hypnot- 
ic” suggestions do often alter symptoms 
which resisted other forms of suggestion. 


EFFECT ON ROLE RELATIONSHIP 
In terms of the present formulation, these _ 


effects may not be primarily a function of — 
hypnosis itself. Rather, they may result from 
the altered relationship which exists when A 
a therapist assumes the role of “hypnotist — 


and shares with his patient the expectation 


7 


ance. This is certainly a different role re- 


atient and dramatically affect his response 
to certain types of suggestion. If this were 
the case, it would help to explain many of 
the apparent contradictions about hypnosis, 
including not only the vastly differing re- 
ports by different hypnotists about the per- 
centage of hypnotizable individuals in the 
population, but also the lack of correlation 
between hypnotizability and compliance. 
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A TWELVE-YEAR FOLLOW-UP OF NEW YORK NARCOTIC ADDICTS: 
I. THE RELATION OF TREATMENT TO OUTCOME 


GEORGE E. VAILLANT, M.D. 


Recent articles in the popular press by 
physicians have maintained that less 
ten percent of narcotic addicts remain ab- 
stinent after conventional methods of treat- 
ment, The results of a short-term follow-up 
study of all New York patients discharged 
from the U, S. Public Health Service Hos- 
pital at Lexington, Ky., support this belief ; 
this study reported that between 94 and 
97 percent of all discharged patients re- 
lapsed at least once to the use of drugs 
(5, 10). These findings are virtually iden- 
tical with those obtained by Alksne and 
associates in their short-term follow-up of 
patients discharged from Riverside Hos- 
pital in New York City(1). 

On the other hand, there is a growing 
body of evidence to suggest that these 
findings do not present a fair picture of 
recidivism. In a long-term follow-up of 
addicts discharged from Lexington, O'Don- 
nell observed that at time of follow-up, 44 
percent of 88 surviving male patients were 
in the community and not abusing drugs 
or alcohol(12). This group, however, con- 
sisted entirely of white addicts from Ken- 
tucky, Duvall and associates observed that 
although only nine percent of Lexington 
discharges to New York City were abstinent 
six months after discharge, 17 percent were 
abstinent at two years and 25 percent were 
abstinent at five years after discharge(5). 
Thus, to be meaningful, relapse rates must 
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embrace more than one point in time, { 

The present study is a 12-year follow-up 
of 100 New York City male addicts first 
admitted to the USPHS Hospital in Lex- 
ington between August 1952 and January < 
1953. Although at some time 90 percent” 
returned to drug use, 46 percent were 
drug-free and in the community at the” 
time of death or last contact. This paper 
will attempt to look at the life course of 
these 100 addicts, to examine the types of 
treatment they received and to understand 
the relationship between treatment 
periods of abstinence. 


METHOD 

All first admission male New York City 
addicts who came to the Lexington i 
between August 1, 1952 and Janua 31, 
1953 were initially considered. In to 
focus on the problem of postwar 
addiction, all first admissions over 50 
(four) and all Chinese addicts (all of 
whom were over 40) were excluded, To 
ensure that background information on 
each patient would be as complete as pos- 
sible, all patients who stayed less than ong 
week (three) and one patient who sta) 
nine days but whose record was extremely 
incomplete were excluded. 

To obtain an unselected sample, all 
maining first admissions during the six 
month period under study were arrang 
in an arbitrary order based on the term 
nal digit of their hospital number. Th 
the first 50 Negro and the first 50 
patients on this list, representing rough 
two-thirds of the total sample, re 
chosen for follow-up. Although in 19 
there were five Negro for every four wh 
frst admissions, equal numbers of Negro 
and whites were chosen to facilitate thi 
comparison of the two groups. (There wert 
no significant differences between U 
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two groups except that the white death 
rate was higher[13].) 
At the time of the study Lexington was 
the principal hospital serving addicts from 
; New York City. By the summer of 1952, 
however, Riverside Hospital had just 
opened, thereby reducing. the number of 
adolescent admissions to Lexington. At the 
_ Lexington hospital middle-class, urban 
medical addicts may be underrepresented. 
However, the sample included one phy- 
sician, and nine percent had some college 
education. 
_ Certain background information was ob- 
_ tained from each patient’s Lexington hos- 
_ pital record. The intactness of the family 
home, the family’s cultural origins, the 
family constellation and the history of 
_ family drug use and antisocial activity were 
__ all assessed, The patient’s previous employ- 
= ment and his drug and court history were 
= determined. All known psychiatric, medical 
and psychosomatic problems were re- 
_ corded. In 1952 it was customary to com- 
i plete a 50-item social history questionnaire 
On incoming patients, 

Follow-up was pursued by two methods. 
First, available institutional records on 
each patient were abstracted and recorded 
chronologically. For each patient a drug, 
hospital, prison, employment and absti- 
= nence history was recorded from 1940 to 

1965. Second, in 1964 and 1965 attempts 
= were made to contact the relatives of all 
_ patients and to interview personally all pa- 
_ tients who were known to have done well. 
_ Bad outcomes could be followed through 
_ the multiple institutionalizations of the pa- 
_ tients involved. 

Institutional records included the proto- 
cols from a prospective follow-up study 

undertaken by the USPHS in New York 
City from 1952 to 1961 under the direc- 
torship of Leon Brill. Every three months 
for several years, the members of this fol- 
low-up project, described elsewhere(5, 10), 
tried to contact all patients discharged 
from Lexington. The records of this proj- 
ect provided three to six years of well 
documented prospective follow-up infor- 
mation on about 95 percent of the patients 
in the present study. 

The records of the Federal Bureau of 


Narcotics and of the Federal Bureau of 
Prisons were searched for references to all 
patients. Excellent cooperation was ob- 
tained from the New York State Depart. 
ments of Mental Hygiene and of Parole, | 
the New York City Departments of Cor 
rections and of Health and the New York 
City police. Fingerprint records were used 
to document arrest history. Often, to pre- 
serve the confidentiality of Lexington vol- 
unteer admissions, institutional records 
were searched personally by the research- 
ers. By pooling and comparing both the, 
records from each institutional source and 
information from the patient and his rela- 
tives, it was possible to obtain accurate — 
and fairly complete chronological data. 
Very little of the information obtained de- 
pended upon recall by patients or relatives. ' 
With a single exception data were ob- 
tained at a minimum of five different 
points in time on every patient who lived 
beyond 1955, 


DEFINITION OF TERMS 


Whenever possible, data were recorded 
to the nearest month; as shown in Figure 
1, however, the addict’s social adjustment ` 
was determined for each calendar year. 
In any year for which reliable data were 
not available, the addict was classed as 
lost. 

Two deaths that occurred out of the city 
were confirmed at the time by law en- 
forcement agencies; no other patient was 
coded as dead unless a death certificate 
was obtained. 

In a given year, a patient was considered 
addicted if : a) he said he was addicted for 
the major portion of the year and had 
used more than two shots of narcotics a 
day; b) he was admitted to a hospital for 
drug addiction as a voluntary patient ; 
c) he was imprisoned and at the time of 
arrest was considered addicted ; or d) both 
a relative and an agency source agreed 
that he was addicted, 

In a given year, a patient was consid- 
ered addicted? if either a relative or an 
institutional source reported him to be ad- 
dicted or if he was imprisoned for a crime 
against property in a year immediately fol- 
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lowing one in which he was definitely 
addicted. 

In a given year, a patient was considered 
to be well or abstinent if the patient said 
he was drug-free for the major portion 
of the year or if a parole officer who was 
following him closely said he was drug- 
free. In addition, however, three of the 
following had to be true: a) relatives 
agreed that he was drug-free; b) he had 
had no arrest during that interval; c) he 
had no record of hospitalization for drugs 
durińg that interval; d) he appeared to 
have been regularly employed. 

In a given year, a patient was considered 
to be well? if all of the following were 
true: a) he was known to be alive; b) there 
was no record of drug use from institu- 
tional sources; c) the patient, or his rela- 
tives or an institutional source said he was 
not using drugs. 

In a given year, a patient's status was 
considered to be marginal if he was not 
addicted but was not legally employed 
and: a) had an illegal job; b) had been 
arrested for a nondrug offense; c) was 
severely alcoholic; or d) was using nar- 
cotics intermittently. In a given year, a pa- 
tient was classed as institutionalized if he 
spent more than 11 months out of a calen- 
dar year in a hospital or in a prison. 

A patient was classed as a good outcome 
if he was known to be currently abstinent 
and all of the following criteria were true : 
a) abstinence of at least three years’ dura- 
tion; b) no conviction in previous four 
years for theft or drugs; ¢) abstinence 
confirmed by personal interview or by 
relatives and agency. 

All 100 patients in the sample were 
called addicts in that before coming to 
Lexington they had used at least one shot 
of narcotic drugs a day. Only 95 were 
called physically addicted—they used more 
than one shot a day and required meth- 
adone during their Lexington withdraw- 
al period. (Two of the five not physically 
addicted patients became physically ad- 
dicted after leaving Lexington.) 


RESULTS 


The results will be divided into three 
parts: first, the over-all characteristics of 


the sample; second, the relation of out- 
come to treatment; and finally, certain 
characteristics of the addicts’ family back- 
grounds which may be related to treat- 
ment response. “yg 

Ninety-four percent of the patients were 
followed until their death or until ten years 
after Lexington discharge. No surviving. 
patient was followed for less than four — 
years. The average patient in the study 7 
first used illegal drugs at 19; he was first 
addicted at 23 and admitted to Lexington — 
at 25. The average patient who survived 
was followed until age 37. Figure 1 shows — 
the clinical course of the addicts as a | 
group over a 15-year period. 

At time of death, loss, or by 1962, at 
least 41 percent of the 100 patients were 
off drugs and living in the community. 
In 1962, ten years after Lexington, only — 
47 percent of the patients were classed as 
institutionalized or addicted, Over time the — 
addicts became increasingly abstinent. Four — 
of the six patients who in 1962 were 
coded as lost had been doing well at last 
contact. 

As defined above, 30 patients were con- 
sidered good outcomes, All but four had- 
enjoyed sustained periods of community 
abstinence of five years or more. The — 
average length of abstinence was seven — 
years, Such good outcomes occurred de- 
spite the fact that on admission to Lex- 
ington virtually all these men were con- 
firmed addicts; 70 percent had used 
several shots of narcotics a day for two 
years or more. Only seven of the 30 good 
outcomes were using alcohol or other nar- 
cotic substitutes to excess; most of the 30 


signed specifically for drug addicts 
was staffed with experienced personne! i 
had a relatively high ratio of psychiatrists 
to patients. Of the 100 addicts in the 
study, 75 percent had sought voluntary 
admission. For several years A 
charge, virtually all the patients or thelr 
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FIGURE 1 
Drug Use of 100 Addicts Over a 15-Year Period 
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families were regularly contacted by a 
social agency about once every three 
months. While the help this agency could 
offer was limited, its services were probably 
at least comparable to those that the aver- 
age urban addict could obtain if he ap- 
plied on his own initiative for social 
agency help. 

In spite of these relatively favorable con- 
ditions, within two years all but ten of the 
100 patients again became addicted—at 
least temporarily ( Figure 1). Of the ten who 
did not, three died less than four years 
after discharge, two turned to alcohol, 
three had never used narcotics more than 
once a day and one used drugs intermit- 
tently after discharge. In other words, vir- 
tually all patients who had been physically 
addicted and did not die, relapsed. After 
leaving, 79 percent of the discharged pa- 
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tients used several shots of narcotics a day 
for at least 12 months. 

Although prior to coming to Lexington, 
only 46 percent of the patients had been 
imprisoned, after leaving Lexington 92 
percent of the patients were imprisoned. 
Subsequent to Lexington the 100 patients 
served over 350 prison terms and under- 
went over 200 known voluntary hospitaliza- 
tions for addiction. Of the 13 patients who 
died all were under 40; and only one may 
have died of a medical illness unrelated 
to drugs or alcohol. Accident, suicide and 
homicide each caused one death. 

Figure 2 demonstrates the relation of 
treatment to abstinences of at least one 
year. On the negative side, 270 voluntary 
hospitalizations for drugs (hospitalization) 
were followed by such abstinences in only 
11 instances, Almost as many patients gave 
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? FIGURE 2 
Relative Frequency of Abstinence Following Different Types of Institutional Treatment 
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up drugs on their own (“cold turkey”) 
without any formal treatment. Three of the 
patients who did not relapse after volun- 
tary hospitalization had never been phys- 
ically addicted. On the positive side, fre- 
quent hospitalization was associated with 
an apparent reduction in criminal convic- 
tions. Two hundred and seventy-nine jail 
sentences of under nine months (short im- 
prisonment) led to abstinences of a year or 
more only 11 times. 

The relation of Lexington hospitalization 
to short-term abstinence in the community 
was also calculated (Figure *3). Here it 
can be seen that the length of stay is posi- 
tively correlated with the length of short- 
term abstinence. Both our data and those of 
Hunt and Odoroff(10) suggested that the 
length of stay at Lexington was not signi- 
ficantly correlated with long-term absti- 
nence. The percentage of men able to re- 
main abstinent for more than two months 
and for more than six months after a half 
year or more of involuntary hospitalization 


TYPES OF INSTITUTIONALIZATION 


is double that of men who sought volunta: 
hospitalization and then stayed less thar 
a month, , 
In keeping with the evidence that 
length of Lexington stay was correlati 
with short-term abstinence, Figure 2 dem: 
onstrates that straight prison terms of nin 
months or more (long imprisonme 
produced abstinence three times as fre: 
quently as did shorter periods of hospitali- 
zation or imprisonment. Prison sentences 0 
nine months or more followed by a 
of parole supervision (imprisonment a 
parole) produced a year's abstinence in 
out of 30 cases, Thus, the likelihood thal 
significant abstinence would occur a 
prolonged involuntary imprisonment fo 
lowed by prolonged involuntary supervi 
sion was 15 times greater than after vok 
untary hospitalization. i 
In no instance did patients who were abe 
stinent after hospitalization, short or | ong 
imprisonment relapse after imprisonme 
and parole. One patient was abstinent afi 
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both a short imprisonment and imprison- 
_ ment and parole; two patients were absti- 
nent after both long imprisonment and 
imprisonment and parole. However, of 
those 20 patients who were abstinent after 
imprisonment and parole, 80 percent had 
previously relapsed after hospitalization 
and 55 percent after a short imprisonment. 
There were eight patients who accounted 
for the ten relapses after imprisonment 
and parole; none of these men was ever 
abstinent following any other kind of treat- 
ment. In short, the fact that 67 percent of 
long-term imprisonments followed by a 


FIGURE 3 : 
Relation of Length of Lexington Stay to Short-Term Outcome after Discharge 
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year of parole resulted in long-term absti- 
nence occurred in spite of the fact that 
such addicts had been refractory to other 
treatment. ' 

If the three patients who were never 
physically addicted are excluded, then the 
patients classed as good outcomes had 
been addicted for as long a period prior 
to Lexington as had those with poor 
outcomes. There was no evidence that 
patients who received severe sentences 
comprised a group that was initially less 
delinquent or less severely addicted. Far 
more important is the fact that age was not _ 


i E TABLE 1 
Mean Age of Addicts at Their Last Release from Different Types of Institutionalization 


ABSTINENT FOR NEXT 12 MONTHS 


TYPE OF MEAN AGE 
INSTITUTIONALIZATION* UPON RELEASE 


31.1 
29.7 
27.0 
29.3 


Hospitalization 

Short imprisonment 

Long imprisonment 
Imprisonment and parole 


* See text for definition of terms. 


correlated with the success of a particular 
treatment (see Table 1). The success of 
parole cannot be attributed simply to mat- 
uration by the addict. 

At this point it seems pertinent to re- 
port certain aspects of the addict's social 
background. Concrete, unambiguous facts, 
which admittedly do not tell the whole 
story, have been chosen to illustrate the 
disturbed family environment of the ad- 
dicts in this study, Twenty percent of the 
patients lost their mothers before age 16 
and 50 percent lost their fathers before 16. 
Before age 16, 53 percent lost at least one 
parent. These figures are higher than those 
observed in mental illnesses other than 
sociopathy(2, 7, 9). OF 78 addicts who re- 
mained with their mothers until age 16 
and who were physically addicted, 32 
percent were classed as good outcomes, of 
the 19 addicts who lost their mothers be- 
fore 16 and who were physically addicted, 
only two were classed as good outcomes. 
Nevertheless, 30 percent of the motherless 
addicts were abstinent for at least a year 
while under compulsory supervision, com- 
pared to 25 percent of the addicts who 
had not lost their mothers. 

In 62 percent of cases, at least one 
parent came from a culture different from 
that of the patient. By this is meant that 
although born in the United States, the 
patient had at least one parent born in a 
foreign country, or that the patient, if 
Negro and northern born, had at least one 
parent born in the southern United States. 
The birthplaces of our 100 addicts were 
compared with those in the 1960 U. S. 
Census data for New York City for males 
of similar age and race. The Census data 
revealed that probably a third or less of 
Puerto Rican, non-Puerto Rican white and 
eee ETE 


cole pen 


RELAPSE WITHIN ONE YEAR 
MEAN AGE $ 


NUMBER UPON RELEASE 


7 
9 


6 
19 


Negro youth males were born in the north- 
ern United States yet had foreign or south- 
ern-born parents(13). Thus, disparity be- — 
tween the childhood culture of the addict — 
and that of his parents appeared posi- 
tively correlated with likelihood of addic- 
tion. 

Although many patients began illegal 
drug use before age 18, at least 57 percent — 
of our group were antisocial (chronically — 
truant, dishonorably discharged, in juvenile | 
court or in reform school) prior to the use 
of drugs. Only four percent had an addic- — 
tion that was related to a pre-existing medi- 
cal problem; of these four, three were an- 
tisocial prior to the start of drugs. i 

‘There was also the curious finding that 
although 20 percent of the patients had 
lost their mothers prior to age 16, 72 per- 
cent were still living with the mother after 
age 22. As late as age 30, 47 percent were 
living with a female blood relative. These — 

tages are greater than would be ex- 
pected for a normal or even for a criminal 
population. In their long-term study 
criminals, the Gluecks found only 22 
percent of the men still livin with rela- 
tives after age 30(8). The ming under- 
score in concrete terms the fact that adult — 
addicts remain unusually dependent on 
their family of origin. i 

To summarize, 96 percent of the patients 
had at least one of the following in their 
background ; broken home, a parent from 
a different culture or residence with a - 
female relative at age 30 or afterwards, It 
would appear, then, that these individuals 
as a group had disrupted parental super 
vision when young, that the supervision 
that they did receive may have been at 
variance with the culture into w! 
were born and that after drugs they 
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mained overly dependent on a familial 
matrix that in their youth often had failed 
them. As evidenced by delinquency prior 


to drug use, a majority of the addicts, 


quite apart from their addiction, had 
shown evidence of poor self-control. 


DISCUSSION 

This study has definite, if unavoidable, 
methodological weaknesses. The addicts 
were selected from a single federal hospi- 
tal, and they came from just one city-New 
York. Elderly, Oriental and female addicts 
were excluded, The findings, then, are not 
necessarily applicable to all urban addicts. 

This study suffers additionally by not 
providing a matched control group of in- 
dividuals not addicted but coming from 
similarly deprived neighborhoods. Addic- 
tion, delinquency, broken homes and slum 
residence are probably all interdependent. 

In order to obtain reliable data on most 
of our patients for the full 12 years, data 
had to be gathered from many different 
sources, Not all sources were used on 
each patient (e.g., on the eight patients 
who were not known to have been con- 
victed, fingerprint sheets were not ob- 
tained). Abstinence or drug-free periods— 
as described in the methods—are defined 
in operational terms (in terms of social 
function and in terms of statements from 
potentially fallible patients, relatives and 
parole officers). Biochemical evidence for 
abstinence determined at several points in 
time would have been preferable, 

These limitations notwithstanding, the 
most important finding to come out of the 
study was the fact that within ten years 
of their first Lexington admission, at least 


» 30 percent of New York addicts achieved 


good social adjustment. (This is virtually 
the same figure that O'Donnell observed 
from his sample of living white males from 
Kentucky[12].) Most good outcomes were 
functioning above any level of social adjust- 
ment prior to abstinence. The writer 
found no evidence that the use of narcotics 
improved the social or occupational adjust- 
ment of any of the 100 addicts in the 
study(13), 

In view of the bleak outcome imme- 
diately after discharge from Lexington and 
the fairly hopeful eventual outcome sug- 


gested by the trends in Figure 1, the coy 
cept that addicts “burn out” or “mai 
out” of addiction must be entertain 
Winick has suggested that in their 
ties, perhaps two-thirds of all addicts 
come spontaneously abstinent( 15). In large 
part, his conclusions are based on his 
documented assumption that addicts w 
for a five-year period have not been rẹ 
ported to the Federal Bureau of Narcotic 
can be considered abstinent. Certainly the 
present findings, those of Hunt and Odoroff 
(10), and those of Diskind and Klonsky(4} 
demonstrate that age is positively cor: 
related with abstinence. 

In the present data, however, abstinence 
was not only correlated with age but it 
was also clearly correlated with compul: 
Sory supervision. This can be appreciated 
in several ways. First, there appeared to 
be a clear relationship between time spent 
off drugs in an institution and length of 
short-term abstinence after discharge. Not 
only was long imprisonment more effec 
tive than short imprisonment, but long 
hospitalization produced longer abstinen 
than short hospitalization. Levine and 
Monroe have shown that the major factor: 
leading to a Lexington voluntary patient's 
staying for the recommended five months 
was court pressure (i.e., compulsory super- 
vision. ) (11), | 

Second, parole or other compulsory suz 
pervision, either alone or in tandem with 
short institutionalization, produced eight 
abstinences. In three cases such abstinences 
occurred in addicts who had relapsed 
rapidly after long imprisonment alone. 
Third, the combination of imprisonment 
and parole was far more effective than 
long imprisonment alone. Thus, in large 
part, the effectiveness of the long sen- 
tence is that it is often accompanied by 
an enforced period of community super- 
vision. The longer the initial sentence, the 
greater the possibility for long parole. In 
the treatment of addicts, the mandatory 
sentence, which forbids parole and thus 
Provides less opportunity for community 
Supervision, appears specifically contraindi- 
cated. 

Finally, the parole offered to most of our 
patients was not simply coercion. Many 
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of the federal prisoners in our study re- 
ceived mandatory sentences with little 
community supervision and little absti- 
nence. Most periods of community super- 
vision occurred after the post-Lexington 
patients committed a felony and were 
sentenced to a state prison for several 
years and then granted early parole. Many 
New York State parole officers are trained 
as social workers, and the entire system is 
as powerfully influenced by psychiatry as 
any parole department in the country. The 
amount of personal contact with the parolee 
is considerable. Parolees may be encour- 
aged to seek psychiatric treatment. Whereas 
the health professions plead for follow-up 
care in addiction, such care is automatically 
provided to the addict who has committed 
a felony. Significantly, 55 percent of the 
addicts who achieved abstinence on parole 
have maintained their abstinence off parole 
until the present time, Of those addicts 
who became voluntarily abstinent after 
hospitalization or an imprisonment not fol- 
lowed by parole, only 46 percent remained 
abstinent. 

At least two other studies support the 
value of enforced parole supervision in 
addiction. Diskind and Klonsky found that 
36 percent of New York addict parolees 
who received at least a year of parole 
did not relapse while under supervision(4). 
The California treatment center for ad- 
dicts at Corona observed that 52 percent 
of state parolees were still abstinent after 
six months(3). The as yet unpublished fig- 
ures of the Illinois Division of Narcotic 
Control for all parolees who also underwent 
compulsory nalline testing were equally 
favorable(6). 

The findings of this paper suggest that 
addicts may differ from most psychiatric 
patients. Psychiatric patients frequently 
benefit most from treatment that they 
accept voluntarily. In most patients mean- 
ingful maturational and emotional changes 
are rarely induced by coercion. In general, 
psychiatric patients cannot be ordered to 
give up symptoms, and prolonged hospi- 
talization drives patients toward increased 
dependency rather than towards maturity. 
Thus, to many psychiatrists the findings 
of this paper may come as à surprise. The 


hasty conclusion that a long term in the 
state penitentiary is the answer to addiction 
is as naive as it is rash; at the same time, — 
programs that avoid all types of coercion 
on theoretical grounds alone may be doing 
addicts a disservice. 

Certainly, there are many qualities about 
addiction that make it peculiarly refractory 
to voluntary treatment. Data have already 
been presented to support the concept that 
the childhood of addicts often contains a 
lack of integrated supervision that may 
impede mature social functioning. 

There are also theoretical reasons why 
addicts may require more supervision than 
the average psychiatric patient. Addicts 
tolerate anxiety poorly; they “act out;” they 
often engage in self-destructive behavior 
that is not consciously recognized as self- 
detrimental. Individuals with such defenses 
often do not experience a strong conscious 
need to change, Secondly, as Wikler has 
suggested, addiction, once established, is 
probably affected by unconscious or operant 
conditioned responses that make the ob- 
taining of drugs a way of life(14). Thus, 
even when the addict has good con- 
scious motivation for treatment, his long 
history of positively reinforced drug-seek- 
ing behavior may facilitate relapse and 
either evasion or termination of voluntary 
treatment. 

Psychotherapy is most often directed 
toward alleviating or correcting unreward- 
ing behavior that has arisen out of too 
much or the wrong sort of training, The 
delinquent addict, however, has often en- 
countered too little consistent concern from 
authority rather than too much or the 
wrong sort. The professional permissive- 
ness of the psychiatrist may seem to 
threaten the addict’s immature efforts to 
control his impulses. Both at Lexington 
and at the Riverside Hospital in New York, 
patients not uncommonly would ask for 
more controls—not fewer. At the same time, 
there is little to suggest that punishment — 
per se either deters or benefits the addict. 

Probably, the authoritarian treatment of 
addiction is beneficial not because it pun- 
ishes but because it enforces, and hence 
meaningfully cares about, certain of the ad- 
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dict’s needs—needs to which voluntary treat- 
ment programs can pay only lip service. The 
average addict does need to remain drug- 
free for several months before returning to 
the community ; on return he does need a 
powerful incentive to work; he does need 
an unescapable nonparental ally or “external 
superego” to back up his own impulse con- 
trol. Unless required to do so, he will rarely 
‘seek psychiatric help, He needs someone to 
care when he is honest and independent. 
Neither his parents nor most psychiatrists 
and case workers can effectively provide 
this kind of control. 

There may be theoretical objections to 
these conclusions. Addicts differ; there is 
no single “right” way to treat them, There 
are many opinions but few answers. None- 
theless, the fact that, in a group of 100 
urban addicts, 96 percent of voluntary psy- 
chiatric hospitalizations failed and 67 per- 
cent of long sentences with parole suc- 
ceeded merits serious attention, both by 
judges and physicians. 


SUMMARY 


A group of 100 male New York City 
addicts admitted to the USPHS Hospital 
at Lexington, Ky., between August 1952 
and January 1953 were followed until 
1965, Ninety-four percent were successfully 
followed for at least ten years ; 75 percent 
of the patients were volunteers, The ma- 
jority of the patients had begun the illegal 
use of drugs in late adolescence and had 
been considered antisocial—although they 
were not imprisoned—prior to Lexington. 
Most of the patients had been severely 
addicted prior to Lexington, and after 
Lexington 90 percent of the sample relapsed 
to use of narcotics and over 90 percent 
received jail sentences, Nevertheless, at 
time of last contact, 46 percent of the 
sample were off drugs and in the com- 
munity. Thirty percent had been abstinent 
for the last 3 to 12 years. 

The length of short-term abstinence after 
Lexington appeared to be correlated with 
the length of hospitalization. More drama- 
tic, however, were the findings that 96 
percent of all addicts who sought voluntary 
hospitalization for their addiction relapsed 
within a year and that 67 percent of 
those who received at least nine months of 


imprisonment and a year of parole 
abstinent for a year or more. The 0 
significant variable in determining ab: 
nence in the confirmed addict appeare 
to be the presence or absence of construe 
tive but enforced compulsory supervisi 
The writer believes that both prison sem 
tences without provision for parole 
purely voluntary programs are often c 
traindicated in the treatment of urban ad 
diction. 
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The focus of this study was the data 
originating from the daily analysis of urine 
of narcotic users being treated in an in- 
patient and outpatient setting. This infor- 
mation has provided impressions suggest- 
ing certain treatment approaches which 
may provide for their more effective man- 
agement. The inpatient group was made 
up of court-referred narcotic addicts and 
patients seeking voluntary admission to the 
Spring Grove State Hospital because 
narcotic addiction. The outpatient group 
was made up of parolees from the cor- 
rectional institutions of Maryland who had 
been penalized for their use of narcotics. 

The background and history of the role 
of laboratory control in the supervision 0 
the narcotic addict are relatively brief. Un- 
til ten years ago the only means available 
to the clinician for ascertaining the addict’s 
use of narcotics were his clinical observa- 
tions and complex, time-consuming labora- 
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tory procedures for analyzing urine for 
narcotics. 3 

The introduction in California of nal- 
orphine testing (the measurement a 
pupillary response following the adminis- 
tration of a single dose of this drug) in 
1955 as a medicolegal procedure in testing 
convicted narcotic users on parole or pro 
bation to determine their abstinence from: 
narcotics opened up à new approach in the 
attempts to control the ingestion of narcotic 
drugs(5, 6, 7). By 1962, over 6,000 nal 
orphine injections were being administered 
per month(9, 10). The test will yield a 
negative result if it has been preceded by 
a drug-free period of 24 to 48 hours, 
or if a drug that produces a dilatation 
of the pupil has been administered prior to 
the test procedure. Also, the test is not as 
accurate or sensitive as chemical tests for 
narcotics in urine(3, 4). Nevertheless, nal 
orphine testing was thought to be useful by 
the parole and probation officers(9, 10). 
It was their impression that although th 
potential for addiction remains, the prol 
lem is contained. However, Terry a 
Teixeira(10) were not able to make a 
clusive statement on this when they un 
marized their impressions in 1962 after ha’ 
ing observed the use of the test in Cal 
for several years. 


METHOD : 
Our own experiences with the mani 
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many challenges in terms of the course to 
be taken with the patient. He was informed 
of the laboratory findings and asked for an 
explanation of his drug use. The decision 
as to the patient’s subsequent course in the 
_ program rested on the degree of control 
_ he was manifesting over a ten-day period 
_ with day one beginning with a deviation. 
y If over a ten-day period the breaches reach- 
_ ed a level of fifty percent, the patient was 
_ taken into custody by the parole officer and 
_ returned to a correctional institution. Often 
a decision could not be made as to whether 
the patient should remain in the program 
or be returned to the correctional institu- 
_ tion since the patient would again reestab- 
_ lish his control. In most cases he was allow- 
= ed to remain in the program. Subsequently, 
some of these did well for a time while 
others decompensated again and had to be 
returned, 
_ The problem of the failing patient raised 
many issues. One was whether the patient 
_ should be transferred to a hospital or re- 
_ turned to a correctional institution. It was 
decided for the time being that all failures 
would be returned to a correctional institu- 
tion. This decision was based to a large 
_ extent on the meager therapeutic achieve- 
_ ments resulting in the court-referred nar- 
cotic addicts and the experiences with the 
| voluntary admissions group. There was also 
_ the feeling that the correctional institution 
could provide greater work and rehabilita- 
tive opportunities than a state psychiatric 
= hospital for this type of personality, since 
_ the great majority of these patients refused 
__ to see themselves as sick, Furthermore, for 
__ some of the patients, the hospital setting led 
to development of unrealistic therapeutic 
expectations. Their subsequent disappoint- 
ment tended to reinforce their ever-present 
= antagonisms while increasing their sense 
of the hopelessness relative to any attempt 
to treat their addiction. 

Group therapy. The group psychotherapy 
sessions turned out to be a helpful medium 
for the psychiatrist to obtain a better under- 
standing of the patient. A group just getting 
underway was one in which there was a 
great deal of discussion about drugs, their 
urge for drugs, complaints and many de- 
mands and expressions that the doctor do 
something for them rather than that they do 


something for themselves. Subsequently, as 
a group identification mechanism began to 
make itself apparent, discussions evolved 
which generated much feeling concerning 
their living and working conditions and 
their family problems. An increased sense of 
awareness developed, relative to the signif- ` 
icance of the discussion of their problems, 
which frequently found expression in such 
remarks as, “After talking about this last 
week I wasnt angry anymore.” Some of 
the members dropped out of the group, 
with a subsequent return to a correctional 
institution. The remaining members seemed 
to focus on the more complex aspects of 
their immaturity and impulsiveness. The 
therapists attempts to point out some of 
their manipulative behavior and channel 
their thinking into approaches which might 
provide some insight seemed to become 
more meaningful. 

The parole officer. The parole officer 
made arrangements with the parolees to 
see them once weekly. However, the oc- 
currence of a positive reaction or an un- 
authorized absence from the clinic led to 
an immediate confrontation as soon as an 
interview could be arranged. Continuing 
failure to comply with the program at a 
level which was considered satisfactory 
(and this varied somewhat from patient 
to patient) could lead to the patient’s re- 
turn to the correctional institution. 

The most difficult issue confronting the 
parole officer was the return of the bread- 
winner of a family to a correctional facility. 
Quite often his release had resulted in his 
family being taken off the relief rolls. In 
addition, the patient might be doing quite 
well on the job and getting along with his 
family. It was especially difficult to make a 
decision in some of these cases, particularly 
when the decompensation had been grad- 
ual and oecurred only over a rather long 
period of time. However, as the frequency 
of narcotic usage increased and the pos- 
sibility of physical dependence became ac- 
centuated, a decision was made to return 
the individual to a correctional institution. 


DISCUSSION 


The attempts to achieve maintenance of 
abstinence in the narcotic addict or user 
have in the great majority of such patients 


been so unrewarding that controversy still 
continues relative to the usefulness of this 
concept(1, 11). This is emphasized by the 
observations in the study, namely, that 
sporadic deviations occurred in practically 
all. However, the observation that labora- 
tory control seemed to be of value in help- 
ing many of the parolees quickly regain 
their control and in extending their period 
of abstinence was repeatedly made. This 
program, which required an almost daily 
report on themselves, nevertheless allowed 
the patients on parole to carry out their 
daily lives in the context of their social set- 
ting, family and work relationships. It was 
found that such control could be carried 
out over a period of months, as indicated 
by the duration of this study to date. 

Many of the patients, in their efforts to 
bypass this system of control, occasionally 
reverted to alcohol, amphetamines and bar- 
biturates. The degree to which these were 
utilized in dealing with their recurrent dys- 
phoric states is as yet not known. As far as 
could be learned during the present period 
of study, even as the “narcotic exit” was 
being closed, there did not appear to be any 
increased antisocial behavior in terms 0 
further arrests or infractions of the law. On 
the other hand, this does not mean that 
while these patients were restricting their 
usage of narcotic drugs they did not have 
disturbances in their social relationships, 
work activities and within themselves. 

The opportunities for studying nascent 
deviant behavior in drug users haye not 
been as rewarding as anticipated, This may 
be due to the fact that the processes in- 
volved may be much more complex than is 
superficially indicated by the banality of 
the explanations offered and the difficulties 
in probing beyond these. While confronta- 
tion of the patient with a deviation from ab- 
stinence in most instances brought back a 
return to abstinence, there were patients 
who ultimately decompensated and in 
whom this repeated confrontation seemed 
to lose its impact. The factors responsible 


for this are as yet not clearly understood. 

Although our experience is still limited, 
there is evidence that a 
being exerted. This 
jective expressions 
the outpatient group. It 


deterrent effect is 
is indicated by the sub- 
of the participants in 
was repeatedly 


pointed out by many of the participant: 

that without this program they would be 
back on narcotics. It helped them by 
implementing their own control. The pro- 
cedure also gave them security in protect- 
ing them from challenges by the police con- 
cerning their abstinence. Objectively, this 
deterrent effect could also be seen in the 
rapidity with which control was regained | 
in many patients who sporatically deviated. 
Finally, there was the ever-present threat, 
which cannot be discounted, of being re- 
turned to a correctional institution. 


CONCLUSION y 
The use of laboratory testing of urine 
obtained daily in an inpatient and out- 
patient setting indicated sporadic con- 
sumption of drugs in practically all pa- 
despite their 


usage, seemed to offer the most promising — 
possibilities for management, The labora- 
tory data also indicate varying and fluctuat- 

ing degrees of control which offer a point 

of departure for new studies. 
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The management of the abstinence syn- 

drome in persons addicted to opiate drugs 
_ is quick, safe and relatively painless when 
_ the well-tested procedure outlined below, 
_ developed at the U. S. Public Health Ser- 
_ vice Hospital at Lexington, Ky., is followed 
). This procedure uses the following 
general concepts: 
1. Rarely will an opiate addict volun- 
_tarily consent to treatment, Treatment is 
= usually accomplished as a result of some 
~ type of coercion. Hence addicts should be 
_ treated on a closed ward or, when that is 
not possible, under close observation with 
no visitors permitted, There is no effective 
outpatient treatment of the opiate absti- 
nence syndrome. 

2. Since opiate addicts exaggerate the 
amount of opiates that they have been tak- 
ing, one cannot accurately estimate from 
the history of drug intake the amount of 
drug that will be required to control the 
abstinence syndrome. Hence the physician 
= judges the amount of medication needed 
to prevent severe abstinence symptoms on- 
= ly upon the objective abstinence signs de- 

scribed below. 

3. To withdraw, the addict must en- 
dure some discomfort, If he appears very 
comfortable, he is either not addicted or is 
getting too much medication for his ab- 
stinence syndrome. He should be told that 
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a degree of discomfort, insomnia and an- 
orexia is to be expected, that the physician 
will keep the degree of discomfort within 
tolerable bounds, but that the more 
comfort he has, the sooner the syndro 


ing anxiety and dealing with the picture of 
regressed immaturity seen during the ab- 
stinence syndrome. 5 
5. The abstinence syndrome consists 
the physiological opposite of what a sin 
large injection of an opiate drug produci 
Such a dose produces flushing of the s 
itching, myosis, drowsiness occasional 
leading to coma, decreased respiratory rate, 
lowered blood pressure and pulse rate and 
decreased body temperature. As tolerance 
to the effect of the drug develops there is 
a gradual decrease of intensity of each of 
the following drug effects: sedation, hours 
of sleep, reduced caloric intake, anti-di- 
uresis, decreased temperature and respir- 
atory and cardiac rates and myosis. (Me- 
peridine [Demerol] at high dose levels 
may produce muscular twitching, abortive” 
or grand mal convulsions or toxic psycho: 
sis). Upon abrupt cessation of drug intake 
the characteristic abstinence syndrome 
velops in the highly predictable sequenti 
manner outlined in Table 1. The severi 
of the symptoms depends on the previo 


i TABLE 1 
Abstinence Signs * in Sequential Appe: after Last Dose of Narcotic in Patients with 
Well Established Parenteral Habits 


SIGNS 
(OBSERVED IN COOL ROOM, 
; GRADES OF PATIENT UNCOVERED OR MEPERI- DIHYORO- CO- k 
l ABSTINENCE UNDER ONLY A SHEET) MORPHINE HEROIN DINE MORPHINONE DEINE METHADONE 

Craving for drug " 
Grade 0 Anxiety 6 a 23 23 8 ie 
Yawning a 
Perspiration ; 
Lacrimation 14 8 
Rhinorrhea 
“Yen” sleep 


HOURS AFTER LAST DOSE 


Grade 1 46 45 24 3448 


Increase in above signs plus: 

Mydriasis 

Gooseflesh (piloerection) 

Tremors (muscle twitches) 16 12 812 7 
Hot and cold flashes 

Aching bones and muscles 

Anorexia 


Increased intensity of above 
plus: 

Insomnia 

Increased blood pressure 

Increased temperature (1-2) 

Increased respiratory rate and 
depth 

Increased pulse rate 

Restlessness 

Nausea 


Increased intensity of above , 
plus: 


Grade 2 
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Grade 3 24-36 18-24 16 12 — 


Position—curled up on hard 
surface 

Vomiting 

Diarrhea 

Weight loss (5 Ib. daily) 

Spontaneous ejaculation or 
orgasm 

Hemoconcentration j 
leucocytosis, eosinopenia, 

A 


Grade 4 24-36 - 16 - 


Note : Racemorphan (Dromoran) and levorphafol 
fate, show same time curve as morphine sulfate. Simi 
topon), depending on their relative content of morphine. EA 


* Not all signs are necessary to diagnose any particular 
convulsions from barbiturate abstin 


level and duration of intake. 
where none was suspected. 


6. A number of addicts take drugs other 


one may occasionally see a 


than opiates. One must bear in mind that 
since addicts underestimate the amount 
of sedative drugs they take and overesti- 


mate the amount of opiate drugs they take, 
person develop 


7. The treatment of any abstinence 
drome is by use of the drug to which | 
patient is addicted : opiates, 
alcohol, etc, as the case may be, 
there is cross tolerance from one pi 


J 
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another, for the sake of convenience all 
opiate addictions may be managed with 
methadone. 

Once the patient is in the hospital, a 
medical history and physical examination 
have been completed and his property 
searched to be sure that he has brought in 
no drugs, one simply observes him until 
Grade 2 withdrawal signs appear (see 
Table 1), Since most of the Grade 1 and 
Grade 2 withdrawal symptoms can be 
feigned, it is best to withhold medication 
until piloerection occurs on the chest, 
as the most objective symptom of Grade 
2 abstinence. The substitute medication 
that is best given is syrup of metha- 
done in a dose of 10 mgm. orally. (Table 
2 gives the dosage of methadone equiva- 
lent to other opiates.) If the patient vomits 
this, the 10 mgm. may be given parenter- 
ally, but this should rarely be necessary. 
Since the effective duration of action of 


_ methadone is about 12 hours, if the pa- 


tient has only a small habit it need not be 
repeated again until 12 hours later. If af- 


_ ter one to two hours Grade 2 signs persist, 


another 10 mgm. may be given. 

The next dose 12 hours later would be 
20 mgm. It is very rare for any addict to 
require more than 40 mgm. of methadone 
during a 24-hour period. Once the symp- 
toms are controlled, at about 30 mgm. 
every 24 hours, the dosage may be de- 
creased by 10 mgm. every 24 hours (5 
mgm. every 12-hour dose). Should a de- 
bilitating illness coexist, the dosage may 
be decreased at a rate of 5 mgm. every 24 
hours. 

Severe restlessness, anxiety and insomnia 
in the absence of autonomic symptoms char- 


TABLE 2 
Methadone Equivalents 


acteristic of opiate abstinence should ma 
one suspicious that the patient is also a 
dicted to a sedative drug such as a b 
biturate. The determination of the intoxica. 
tion threshold to pentobarbital will ans 
this question; the procedure is describi 
elsewhere (1, 2). Early tetanus contract 
from contaminated needles will give a si 
lar picture, but this is quite rare. F 
There is no “tranquilizing drug” which 
will substitute for opiate drugs in the ab- 
stinence syndrome. Their use only co 
plicates management except in the occa 
sional addicted schizophrenic patient, to 


Insomnia is almost a universal complaint, 
especially after the second or third day; 
occasionally 0.1 to 0.2 gm. of pentobarbital 
at bedtime will be necessary for a day 
two. But first the patient should ‘be ke 
occupied and sleep prevented during 
day. No special diet is needed, ‘but ext 
fruit juices and other liquids should b 
available. The muscular cramps are helped 
a little by the patient’s soaking in a warm 
bath, 


covery from the abstinence syndrome 
controversial, 
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1 mgm. methadone equals 


3 mgm. 
1 mgm. 
Y2 mgm. 
20 mgm. 
30 mgm. 
4 mgm. 
78 cc. paregoric (contains 0.4 morphine per cc. but less ti n 
half absorbed 15 cc. PG.) F. 
3/10 cc. laudanum (1% morphine) 4 
1 mgm. racemorphan (Dromoran) 
Y2 mgm. levorphanol (Levodromoran) 


us 
morphine sulfate 

heroin 

dihydromorphinone (Dilaudid) 

meperidine (Demerol) 

codeine 

hydrochlorides of opium alkaloids (Pantopon) 
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NARCOTIC ADDICTION AMONG PHYSICIANS : 
A TEN-YEAR FOLLOW-UP 


PETER L. PUTNAM, M.D., anv EVERETT H. ELLINWOOD, Jr., M.D. 


Drug addiction has been described as 
an occupational hazard of physicians(5), 
as well as one of the major manifestations 
of emotional disorders in physicians(2, 3, 
5, 6, 7, 9). Little is known about the even- 
tual status or adjustment of the physician 
addict, This study compares 68 male phy- 
sicians discharged in 1952 from the U. S. 
Public Health Service Hospital in Lexing- 
ton, Ky., with 68 other physicians listed 
in the same American Medical Associa- 
tion directory, controlled for age and geo- 
graphic distribution. 

The AMA directories are compiled from 
information supplied by a variety of sources, 
including every state medical license agency, 
which furnishes complete information re- 
garding the physicians licensed to practice 
medicine in the state. Attrition from the 
AMA directories and location changes over 
a ten-year period (1952-1962) are the pri- 
mary focus of this study, but other high- 
lighting information will be mentioned. 


METHOD 


The subjects were all male physician 
addicts discharged from the Lexington 
hospital, The names were obtained from dis- 
charge forms for the year 1952. The num- 
ber and dates of all previous and subse- 
quent admissions were noted, The names 
were then checked with the 17th, 18th 
and 19th editions of the AMA directory 
and all subjects whose names were not 
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included in one of these editions of the 
directory were deleted. f 

Controls were selected from the direc- 
tory by picking the first listing in the state 
following the listing of the subject which 
met the following criteria: a) a birth year 
corresponding to the subject's birth year, — 
plus or minus one year; b) a masculine — 
first name; and c) the principal address — 
within the same state as the principal ad- 
dress of the subject. 

Information obtained from the direc- 
tory for both subjects and controls included 
date of birth, name of medical school and — 
date of graduation, date of licensure in 
the state, type of practice, membership 
in any medical organization and specialty. 
The indices of the subsequent editions of 
the AMA directories were searched in or- — 
der to determine if our physicians were — 
still listed and if there had been any 
changes of address. 

Statistical tests were performed by using 
two by two Chi-square test of significance. 


DATA 

Eighty out of 2,999 males discharged 
from the Lexington hospital in 1952 gave 
their occupation as physicians. This repre- 
sents more than two percent of those dis- 
charged in that year.(The figure was one $ 
percent in 1963, or 26 out of 2,011). Six 
patients were dropped from the list be- 
cause they were not listed in the 17th, — 
18th or 19th editions of the AMA directory. — 
This left 68 patients with a total of 72 dis- 
charges for the year.(Four patients had 
been hospitalized twice.) 

During this same period of time in which 
a total of 80 patients gave their occupations 
as physicians, there were only 18 giving 
their occupations as pharmacists or drug- 
gists, five dentists or dental surgeons, one f 
veterinarian and 17 lawyers or attorneys. — 
Vocations in the health field are heavily 
represented, with a total of 165 listing — 
their occupations as nurses, technicians or 
other hospital personnel. 


The most common age of the physician 


age being 46.5 years, Of the 68 patients, 
38 came from one of the southern states, 
11 from one of the Middle Atlantic or New 
England states.(The Lexington hospital ad- 
mits male patients only from east of the 
Mississippi River.) All but five were mar- 
ried, and all but five were Protestant. 
Forty-five of the admissions were volun- 
tary, 16 were volunteers under medical 
examiner or court pressure, one was a spe- 
cial study and two were probationers. Thir- 
ty-six were admitted for the first time in 
_ 1952, and 57(including the four who were 
admitted twice in 1952) had no subsequent 
_ admission. Forty of the discharges were 
y authorized, and 28 left against medical 
advice. 
_ Morphine was the primary drug used 
by 29, meperidine( Demerol) by 22 and 
the remainder used a variety of other 
_ narcotics. In addition, three were consid- 
_ ered to be addicted to alcohol and 12 to 
_ barbiturates. Of the 51 cases given a psy- 
chiatric diagnosis in addition to drug ad- 
_ diction, 29 were personality disorders, There 
= was no correlation between psychiatric 
_ diagnosis and drug used. 
i Because many physicians claimed that the 
initial self-administration of narcotics was 
to allay physical ailments, these were 
_ tabulated. Twenty-eight of the patients had 
40 physical diagnoses listed. Most of them 
were either cardiovascular or gastrointes- 
tinal disorders; few could be considered 
_ valid reasons for the use of narcotics, 
‘None of the specialties in this series ap- 
peared particularly prone to addiction. 
_ When compared with controls, more pa- 
tients were noted among the general prac- 
_ titioner(45 vs. 37), internal medicine(3 
= vs. 2) and obstetrics-gynecology(4 vs. 2) 
specialties, but none of these differences 

= was statistically significant. Three in the 
patient group and six in the control group 
were Board-certified. Forty-six patients yer- 
sus 42 controls were AMA members. 

A striking difference between the two 
groups was reflected in the frequency of 
changes of address, In the four AMA direc- 
tories, 1956 to 1963, new addresses were 
listed 51 times for the patient group and 


“a 
l patients was between 41 and 50, the aver- 
A 


only 19 times for the control group (p.<.001). 
Sixteen patients moved into a new state 
25 times while only five controls moved 
into a new state eight times. 

Ten years after the 1952 admission, there 
were only 57 percent of the patient group 
listed in the 1963 AMA directory, while 
81 percent of the control group were listed 
(see Table 1). The difference in attrition 
is significant(at p < .01). 


TABLE 1 
Ex-Lexington Physician Patients and Controls Still Listed 
in AMA Directory 


PERCENT 


YEAR PATIENTS CONTROLS 
1950 100 100 
(Total) z 
1956 81 88 
1958 68 85 
1961 59 84 
1963 57 81 


There was no significant(at p> .20) re- 
lationship between number of hospitaliza- 
tions and attrition. Of the 11 patients who 
were admitted subsequent to 1952, ten 
were still in the 1963 directory. Three of 
the ten had served federal prison terms, 
and one had been admitted as a federal 
probationer. 


DISCUSSION 


Little is known of the physician addicts’ 
eventual adjustment or status, Mortality 
most likely has been high, due to pre-exist- 
ing disease, effects of the drugs and suicide. 
Suicide among physician addicts was re- 
ported to be as high as 8-9 percent(6, 7). 
Repeated hospitalizations and finally in- 
carceration were noted in the chronic 
addictions. Loss of medical license and re- 
peated hospitalizations led to marginal eco- 
nomic and social adjustment(7). Others 
simply disappeared leaving no forwarding 
address (3). 

Reports on prognosis and relapse rates 
in physician addicts have been quite varied 
(2, 5, 7); favorable outcome varied as 
much as 27 percent to 92 percent. The 
follow-up periods, conditions of follow-up 
and the samples were markedly different 


in each of these studies. The criterion of x 


~ success was cessation of drug habit. This 
criterion does not reveal whether alternate 
psychological maladaptations ensued. In 


general, the incidence and outcome of 
mental illness in physicians is not well 
known. It is therefore important to have 


controls when defining the effects of men- 
tal disease in physicians. Measures by 


which subjects and controls can be con- 


 trasted are not readily available. 


In this study AMA directory listing and 
change of address were thought to reflect 
the disruptiveness often associated with 
drug addiction. The attrition rate among 
controls was 21 percent over ten years; 


_ among physician addicts the rate was 43 


percent. In contrast to Winick’s finding 
(9) that physician addicts move infre- 
quently, we found that 41 percent of pa- 
tients compared to 17 percent of controls 
moved at least once to a new city. In 
many physician addicts, the history points 
to more than one bout with addiction (2, 
5, 6, 7), yet they frequently maintain their 
professions and marriages. This is borne 
out in the presented data. 

Multiple factors are involved in phy- 
sicians’ drug addicion. Drug availability, 
dependency conflicts, isolation and lack of 
shared short-term satisfactions have been 
discussed in the literature(1, 3). In the 
general problem of addiction, self-admin- 
istration of narcotics has been compared 
with operant conditioning (4, 8). Self-treat- 
ment by physician addicts is usually a key 
to the beginning addiction sequence, 
has been noted before(2, 3), alcoholism, 
chronic fatigue and physical disease are 
the main reasons given for the beginning 
of self-medication. 

Along with discerning the factors lead- 
ing to physician addiction, more studies of 
treatment and follow-up are certainly need- 
ed. The present type of follow-up gives 
only an inkling of the prognosis in physi- 
cian addicts, We would like to suggest an 
AMA central, coded registry for the lon- 
gitudinal study of addict physicians. This 
would be for study purposes only and by 
necessity would involve cooperation with 
state medical board examiners. It should 
be a part of a general effort to evaluate 
mental illness in physicians. More infor- 


colleagues. 


SUMMARY 


Physicians 
two percent of the total male discharges 


ences in AMA 

type of practice 
group 
twice as 
was a more rapid attrition rate of the pa- 
tient group from the AMA directories, A 
after ten years only 
listed, while 81 percent of those in the co 
trol group were still listed, While this d 
ference is significant(at p. € 01), it is also 
noteworthy that 
group were still listed in the directory. 
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did move from one city to anot 
frequently as the controls, There 


d 
57 percent remained 


57 percent of the patient” 
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LEGAL RESPONSIBILITY AND CHRONIC ALCOHOLISM 
ROBERT A. MOORE, M.D. 


The consideration of chronic alcoholism A nineteenth-century ruling of the Crimi- 
_ as a legitimate illness has been slow in nal Law Commissioners in Great Britain 
Coming, even within the medical profession. states that pleas of drunkenness should be 
Tt is no surprise that the public in general excluded because : 

has continued to see alcoholism as largely the pretense would be constantly resorted 
a moral issue, and this is reflected in the to as a cloak for committing the most horrible 
attitudes of our courts. Court attitudes outrages with impunity; what is worse, the 
toward alcoholism are inconsistent with reality would be incurred not only to insure 
court attitudes toward other forms of mental safety to the most notorious offenders, but for 
illness. In this paper, court decisions in the enabling them to inflict atrocious “injuries 


_ which alcohol intoxication has been an issue With the greater confidence; and the very 
excessive brutality of an outrage would afford 


such evidence of the total absence of reason 


and humane feeling as would tend to the 


will be reviewed and some of the issues 
raised will be discussed. 


DECISIONS AND OPINIONS IN CRIMINAL LAW acquittal of the most heinous criminals (6). 
i i i iforni: ion 22 states: 
A review of legal literature in the area California Penal Code Section 22 states 


of criminal responsibility presents us with Nosact Committed by P DErSON S ne 
the opportunity to observe the attitudes of State of voluntary intoxication is less crimi- 
the courts today in the United States and "4! by reason of his having been in such a 
other parts of the world when the intoxi- Condition.” D 
cated person has his day in court. A federal judge has stated, “Many people 
Direct quotations from legal scholars and 86t drunk but when honest people get 
judicial opinions reveal the uncertainty and drunk they do not go out and commit 
contradictions present when the defendant ‘times. In other words, you could say if a 
is intoxicated at the time of the act, PeTSOn committed a crime while drunk he 
Historically, punishment was often greater ™USt have a criminal instinct in him be- 
for a crime committed while the person ea they say, A you probably kno 
= was intoxicated since it was considered Beene ence son intoxication a "perso 


j 5 exhibits his true desires” (14). 
that two crimes had occurred (28, p. 3). At This was more eee stated in an 
the very least, it was felt that Intoxication earlier Michigan decision when a man got 
d should not be a defense as, according to drunk and shot at another man but missed 
R Blackstone, “one crime should not be al- and was held responsible for intent to com- 
lowed to privilege another . . .”(28, p. 35). mit murder: “He must be held to have 
i purposely blinded his moral perceptions, 
T Read at the 121st annual meeting of the Amer- and set his will free from the control of 
ican Psychiatric Association, New York, N. Y., 7&@S0n—to have suppressed the guards and 
May 3-7, 1965. invited the mutiny ; and should therefore be 
At the time he presented this paper, Dr. Moore held responsible as well for the vicious 


was Clinical Director of Training and Research, excesses i che 
Ypsilanti State Hospital, Ypsilanti, Mich. He is now of the will, thus set free, as for 


Director, Department of Psychiatry, Swedish- acts done by its prompting” (33). x 
American Hospital, 1316 Charles Street, Rockford, In a Tennessee decision inyolving an 
ll. auto accident the judge stated : 
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ROBERT A. MOORE 


It is inconceivable that a man can get as drunk 
as Edwards was on that occasion without 
previously realizing that he could get into that 
condition if he continued to drink. But he did 
continue to drink and presumably with knowl- 
edge that he was going to drive his car back or 
close to Lebanon over this heavily travelled 
highway. He knew, of course, that such con- 
duct would be directly perilous to human life. 
From his conduct in so doing, it was permissi- 
ble for the jury to imply, “such a high degree 
of conscious and willful recklessness as to 
amount to that malignity of heart constituting 
malice” (10), 


A last example of this point of view was 
presented in a Texas case in which the 
defendant, driving while intoxicated, struck 
and injured a pedestrian and was charged 
with leaving the scene of the accident. To 
his defense of being “crazy drunk” and 
unaware he had struck the victim, the court 
held that his “lack of knowledge having 
arisen because of his voluntary intoxication” 
(21), he was responsible for the lack of 
knowledge. 

Two statements from old English law 
quoted by Williams are : “Philip sober must 
pay the penalty for the misdeeds of Philip 
drunk” and “He that kylleth a man drunk, 
sober schal be hangyd”(40). 

These opinions demonstrate the belief 
that intoxication is sought purposely or at 
least willfully and is thus no defense. Un- 
doubtedly the view is held widely that 
drinking is at least sinful, if not criminal. 
However, let us consider some opinions 
contrary to these. 

A major exculpatory rule followed a 
British decision in 1887: “Although you 
cannot take drunkenness as any excuse for 
‘crime, yet when the crime is such that the 
intention of the party committing it is one 
of its constituent elements, you may look at 
the fact that a man was in drink in con- 
sidering whether he formed the intention 
necessary to constitute the crime.” (32). 
Although this reasonable rule has been used 
in hundreds of cases where the issue of 
intent as part of the crime is raised, it is 
often rejected by individual courts and by 
statute in some states(13). 

A leading legal scholar, Hall, states : 


The case-law also reflects traditional attitudes 
of marked hostility toward drunken offenders, 


which renders sound adjudication harder to 
achieve than in insanity cases. And recent re- 


search on alcoholism supports the impression — 


that where gross intoxication and serious harm- 


doing concur, the criminal law is severe and — 
. . It must, unfortunately, be — 


indiscriminate. . 
concluded that many courts ignore serious 
physical injuries, addiction, chronic alcohol- 
ism, delirium tremens, psychosis accompanied 
by intoxication and, in general, adhere to a 
course of adjudication that can only be re- 
garded as unenlightened. The combined result 
of narrowing “fraud” and “coercion” to the 
vanishing point when dealing with normal 
persons and of failing to recognize that many 


defendants are diseased, implemented by tra- _ 


ditional disapproval of drunkards, makes harsh 
law that adds cruelty to misfortune. Yet it is 
clear that at least since Stephen, able judges 
have tried to alléviate the rigor of the crim- 
inal liability of grossly intoxicated harm-doers. 
But serious legal barriers have joined the tra- 
ditional bias to frustrate the substantial attain- 
ment of their objective (13). 


At the present time it is generally held in 
the U. S. and Britain that the fact of 
intoxication, when established by the de- 
fense, acts to mitigate punishment, although 
it is not accepted as an excuse for crime 
(42). According to Paulsen and Kadish, 
“We think the general rule is well settled, 
to which there are few if any exceptions, 
that when a statute makes an offense to 
consist of an act combined with a particular 
intent, that intent is just as necessary to be 
proved as the act itself, and must be found 
by the jury, as a matter of fact, before a 
conviction can be had”(27). 

In all but a few jurisdictions, intoxication 
is recognized as a defense to the extent it 
negatives “specific intent,” and in 20 states 
this is established by statute. In practice, 
the intoxication must be extreme to the 
degree that the person is considered to be 
functioning as an automaton. This holds 
most often in homicide trials where the 
degree is reduced to second. However, 
second degree murder is not reduced to 
manslaughter since only “general intent” 
must be proven, i.e., only recklessness and 
disregard for usual safeguards but not 
specific intent to commit the crime. 
Common-law malice is consistent with 
drunkenness. Stated another way, if com- 
mission of the act itself is the crime, then 
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intoxication is no defense because proof 
of knowledge and intent is not required 
(28, p. 29). 

According to Hall, present court attitudes 
generally reflect a compromise between 
knowledge that the drunk resembles a men- 
tally deranged person and the belief that he 
voluntarily assumes this state(13). Thus, it 
__ is appropriate at this point to review briefly 
present court attitudes toward the mentally 
ill. The M’Naghten Rule generally holds in 
all states except New Hampshire, Vermont, 
Illinois and Oregon. “To establish a defense 
on the ground of insanity, it must be clearly 
proved that, at the time of committing the 
act, the party accused was laboring under 
such a defect of reason, from disease of the 
_ mind, as not to know the nature and 
= quality of the act he was doing, or if he did 
know it, that he did not know he was doing 
-what was wrong.” 

In several states the defense can utilize 
the concept of the uncontrollable impulse 
which “overwhelmed the reason, conscience, 
and judgment’(29), In the 1954 Durham 
decision it was stated, “An accused is not 
criminally responsible if his unlawful act 
i the product of mental disease or defect” 

8). 

The Model Penal Code states: “l) A 
person is not responsible for criminal con- 
duct if at the time of such conduct as a 
result of mental disease or defect he lacks 
substantial capacity either to appreciate the 
criminality of his conduct or to conform his 
conduct to the requirements of the law. 
2) The terms ‘mental disease or defect’ do 
not include an abnormality manifested only 
by repeated criminal or otherwise antisocial 
conduct” (23), 

Finally, the Committee on Psychiatry and 
Law of the Group for the Advancement of 
Psychiatry defines mental illness as “an ill- 
ness which so lessens the capacity of a 
person to use (maintain) his judgment, 
discretion and control in the conduct of 
his affairs and social relations as to warrant 
© his commitment to a mental institution”(7). 

A 1920 House of Lords decision indicated 
that “temporary insanity” induced by alco- 

hol came under the M’Naghten Rules, but a 

1946 court opinion in Scotland insisted that 

a “weakness of the mind” must have existed 


i 


prior to the intoxication. The 1957 Homicide 
Act and the 1959 Mental Health Act sug- 
gested that “psychopathic disorders” such 
as alcoholism should lead to a decreased 
responsibility, but the courts have been 
reluctant to accept such a “charter for 
drunkards”(9). Alcoholic insanity and de- 
lirium tremens are considered under the 
M’Naghten Rule(4). 

While the question of whether alcoholism 
is a mental illness is usually by-passed, 
opinion in the U. S. is generally that more 
than repeated drinking is necessary to show 
a sufficient degree of mental disturbance, 
although insanity as a result of alcohol 
such as alcoholic hallucinosis is a defense 
(28, p. 58). As stated by Williams, “Insanity 
in law means disease of the mind other 
than aberration of a temporary nature pro- 
duced by drugs.” 

Let us return to the Model Penal Code 
and see what it advises about the intoxi- 
cated defendant. 


1. Except as provided in paragraph (4) of this 
Section, intoxication of the actor is not a 
defense unless it negatives an element of the 
offense. 

2. When recklessness establishes an element 
of the offense, if the actor, due to self-induced 
intoxication, is unaware of a risk of which he 
would have been aware had he been sober, 
such unawareness is immaterial. 


3. Intoxication does not, in itself, constitute 
mental disease within the meaning of Section 
4.01. 

4. Intoxication which (a) is not self-induced 
or (b) is pathological is an affirmative defense 
if by reason of such intoxication the actor at 
the time of his conduct lacks substantial ca- 
pacity either to appreciate its criminality of 
to conform his conduct to the requirements of 
law, 

5. a. “Intoxication” means a disturbance of 
mental or physical capacities resulting from 
the introduction of substances into the body + 
b. “Self-induced intoxication” means intoxica- 
tion caused by substances which the actor 
knowingly introduces into his body, the tend- 
ency of which to cause intoxication he knows 
or ought to know, unless he introduces them 
pursuant to medical advice or under su 
duress as would afford a defense to a charge of 
crime ; c. “Pathological intoxication” means 1- 
toxication grossly excessive in degree, given the 
amount of the intoxicant, which is caused by 


an abnormal bodily condition not known to 
the actor(24). 


The self-induction of intoxication or 
voluntary intoxication is an interesting 
point. While “involuntary intoxication” 
would necessarily obviate responsibility, 
there is no case on record of the successful 
use of such a defense(13, 28, p. 48). Two 
examples of unsuccessful attempts are quo- 
ted by Hall(13): A 17-year-old college 
student hitchhiker was picked up and then 
forced to drink with the driver at the 
threat of being put out alone in the desert. 
He had never tasted alcohol before, became 
quickly intoxicated and in a scuffle caused 
the death of the driver(3). A 16-year-old 
boy was plied with whiskey by a gambling 
proprietor for the purpose of cheating him. 
The boy became heavily intoxicated, and in 
rage at being cheated, killed the proprietor. 
This resulted in a sentence of 12 years in 
the penitentiary(30), “A man who volun- 
tarily puts himself into a condition to have 
no control of his actions must be held to 
intend the consequences” (27). 

“Pathological intoxication” implies a con- 
dition where a small amount of alcohol 
ushers in severe and unexpected intoxi- 
cation, often accompanied by amnesia and 
sometimes resulting in destructive behavior 
(37). However, if the defendant knew he 
had such a vulnerability, say because of 
brain injury, he would be even more 
culpable as he should have exercised greater 
effort to abstain. The inconsistency of this 
is stated by Hall: “For this presupposes 
that the defendant has correctly diagnosed 
his illness and that, although diseased, he 
is able to act like a healthy person” (13). 


DECISIONS AND OPINIONS IN TORT ACTIONS 


There is even less precision in decisions 
rendered in tort, or civil liability, eases. 
The legal literature most appropriate to our 
concern with alcoholism is in the area of 
insanity and its effects on civil responsi- 
bility. Decisions where alcoholism or in- 
toxication itself is used as a defense are 
lacking. 

Traditionally, the mentally ill have been 
classed with infants and held liable for 
their torts in English common law. The 

case of Weaver(39) in 1616 gave rise to 


a dictum: “. . . and therefore no 
shall be excused of a trespass except it may 
be judged utterly without his fault.” This 
dictum was the beginning of our present- 
day concept of no liability without fault( 1). 
Although Roman law excepted “madmen 
from responsibility for their acts, the pre- 
vailing attitude was, “Where one of two 
innocent persons must suffer a loss, it should 
be borne by the one who occasioned it" 
(31). In other words, better the estate oF 
the insane suffer, since this will make his 
guardians more responsible and avoid the 
danger of pretense for insanity. As a result, 
insane persons have been held liable for 
tort action in assault and battery, wrongful 
death, false imprisonment, trespass on land, — 
destruction of property, conversion, wrong- — 
fully suing out an injunction, alienation of | 
affections and injuries caused by the de 
fective condition of their property(31). 


liable where his insanity is not of his own | 
doing (an especially important point in the 
consideration of intoxication, a state one 
gains by wilful intent)(31), 

The greater conservatism in excusing, for 
damages than for criminal acts resulted in 
this statement by Lord Bacon in 1630: — 


„if a man be killed by misadventure, as by 
an arrow at butts, this hath a pardon of course ; 
but if a man be hurt or maimed only, an ac 
tion of trespass lieth, though it be done against 
the party’s mind and will, and he shall be 
punished for the same as deeply as if he had 
done it of malice. . . . So if an infant within 
years of discretion, or a madman, kill another, 
he shall not be impeached thereof ; but if the 
put out a man’s eye or do him like corpo 
hurt, he shall be punished in trespass(43). 


In other words, if you are going t 
accidentally harm someone, it wou 
best to be thorough about it! 


In the three centuries since this statement, 
courts in England have excused the insane 
from tort action where he knew not what he 


swing back to holding the insane liable(1). 
The leading American case is Williams 
v. Hays(41). The defendant was a sailing 
whose vessel was buffeted about by 
storms and who, after three straight days of 
, retired exhausted to his cabin, leaving 
vessel under the charge of his first mate, 
discovered that the rudder was 


but 
seek aid from nearby vessels, 
was in no trouble. The ship and 
lost when the ship went 
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too easil: ) holding the insane respon- 
vic 

_ sible will force their custodians 
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Considering the ambiguity 
the defense of insanity in tort cases, the 
defense of intoxication would seem on even 
more shaky ground, more so than in criminal 
cases. The lack of cited cases demonstrates 
how rarely a defendant would raise the 
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issue since it well might make him appear 
the more responsible in the eyes of the 
judge and jury. 


ATTITUDES OF COURTS IN OTHER COUNTRIES 


In Russia, intoxication often mitigates 
punishment even though this may be “con 
trary to the interests of society.” This is 
true only in extreme states of intoxication, 
as the ordinarily intoxicated person is con- 
sidered competent(2), Another author 
states that mitigation of responsibility oc- 
curs only where there is pathological 
intoxication( 20). 

In Czechoslovakia intoxication, where 
extreme, may be considered a mitigating 
factor; however, intoxication itself is a 
crime(19), In Yugoslavia the intoxicated 
person is held responsible for his crimes 
although the fact of intoxication can be 
considered in mitigation(26), The South 
African courts require the prosecv'ion to 
prove intent when the defendant is intoxi- 
cated, and proof of intoxication by the 
defense can result in mitigation(11). In 
Canada a person is fully responsible if 
intoxicated. In fact, he may face an extra 
hazard in a case involving an automobile 
since his insurance is then not in force(35), 

West Germany has a special section, 330a, 
in the Penal Code dealing with the problem, 
“Total intoxication,” implying a complete 
change of personality, narrowing of com- 
sciousness and loss of ability to guide 
actions by reason, can be used as a defense. 
However, it is a difficult point to interpret 
and again raises the question of whether the 
intoxicated person must have insight into 
his behavior to be punishable( 15, 34). 


y. 
sia and development of a twilight state is 
considered legal insanity(22). 
In Japan, the courts have traditionally 
held alcohol to be the offender, not the 
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person who consumed it, However, modi» 

ration of this position is occurring through 
Public pressure because of the growing 
~ awareness of how many crimes are com: 
mitted by intoxicated people( 25). 


THE ASSOCIATION OF CRIME AND ALCOHOL 


To demonstrate that the association of 
crime and alcohol is not insignificant, a 
sampling of a few statistics is enlightening, 


Of 882 felons arrested in a two-year sa 
in Cincinnati, 64 percent had a urine al 

level of 0.10 percent or higher, In crimes of 
violence, the incidence varied from 67 to 


88 percent(36), A study of 588 
homicide cases in Pia eae that 
one or both parties had drinking 

64 percent of the cases, In 


these cases, both parties had been drinking ; 


in 9 percent, the victim only had been 
drinking and in L percent, the offender 
only had been drinking(42), In Cincinnati, 
$4 percent of 225 homicide victims had 
been drinking and 44 percent had a blood 
alcoho! level of 0.15 percent or higher(5). 


$o that we are not misled into 
that the association is between 
ony but not crime and alcoholism, 

ald consider another study 
showed that 43 percent of 223 consecutively 
admitted male criminals were 
(12) 

This is not an American 
In Yugoslavia, 60 to 80 percent of 
crimes involve intoxication to some 
with over half of the homicides 
during a state of 
(16). The association of 
‘was lower but not 
39 percent of male 
Percent of women 
cated at the time of 


aN prisoners were, Melati 
(25). 
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of someone suffering other forms of illness. 
Of course, all intoxicated people are not 

“sick” with alcoholism, although the line of 
division is uncertain. However, the person 
who gets drunk enough to commit anti- 
social actions, or whose aggressive and self- 
destructive urges now exposed are so great, 
is very likely to be a chronic alcoholic, not 
a casual drinker who had a few too many 
at an office party. If a considerable propor- 
tion of these intoxicated offenders are sick 
and the intoxication and behavior following 
intoxication are symptoms of illness, does it 
= not appear that our present punitive atti- 
tudes are unreasonable? While the alcoholic 
_ is not psychotic at sober moments, he may 
be when drunk if by psychosis we imply 
loss of the sense of reality, loss of impulse 
control and regressive habits of conduct. 

Alcoholism is recognized as an illness by 
_ the American Medical Association, the 
World Health Organization and physicians 
_ around the world. It is considered a mental 
_ illness and is listed in the Diagnostic and 
_ Statistical Manual of Mental Disorders of 
the American Psychiatric Association. 

_ It would appear, then, that our present 
legal attitudes are at variance with our med- 
ical knowledge. While the Model Penal 
Code allows an excuse for the “involun- 
tarily” intoxicated person or the “pathologi- 
_ cally” intoxicated person, this does not mean 

what it appears to say. In fact, any alco- 
holic is “pathologically” intoxicated and he 
_ becomes intoxicated “involuntarily.” Basic 
to the concept of the disease of alcoholism 
is the loss of control over further drinking. 
Hall suggests that the laws be changed 
to allow greater defense for the intoxicated 
person as a result of “the inebriate’s serious 
lack of understanding and capacity to con- 
trol his impulses at the time the harm was 
committed . . . unless at the time of sobri- 
ety and voluntary drinking they had such 
prior experiences as to anticipate their in- 
toxication and that they would become 
dangerous in that condition” and then they 
should be culpable as reckless. He differen- 
tiates between the “experienced normal 
inebriate” and the “addict” whose knowl- 
edge does not lead to control(13). 
However, Paulsen suggests the danger 
that a person then would be punished more 
for past crimes than the one of the present 
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(28, p. 5). Further, Hall suggests an excul- 
pation on the grounds of a blunting of ethi- 
cal sensitivity: “The rules should be ex- 
pressed, not in terms of lack of ‘specific 
intent’ but in terms of ‘lack of understand- 
ing of the ethical quality of the act and of 
ability to control’. . .” and, “The fact that 
the state of mind and lack of inhibition of a 
grossly intoxicated person closely approxi- 
mate that of a psychotic person should be 
the paramount datum in the determination 
of the relevant penal liability’(13). Wil- 
liams suggests a new offense of being 
“drunk and dangerous” which would result 
in enforced treatment (40, p. 574). These 
opinions would seem to carry considerable 
merit. 

We are faced with a serious issue in dis- 
tinguishing between the “experienced nor- 
mal inebriate” and the “addict” or chronic 
alcoholic. We may assume that the former 
has control over his drinking and must as- 
sume full responsibilities for his actions 
when he drinks. We may further assume 
that the alcoholic does not have such con- 
trol and should be considered mentally ill 
and worthy of consideration. 

The physician experienced in working 
with alcoholics can make a correct differen- 
tiation in a high percentage of cases through 
an examination that reveals certain early 
physical stigmata of excessive alcohol in- 
take and the history of blackouts, alcohol 
craving, secreting of extra supplies, loss of 
control after the first drink and the develop- 
ment of a rationalization and projection 
system of reasoning to protect himself from 
the harsh facts of his behavior. As to a 
formal definition, the one of Keller is most 
widely quoted: “Alcoholism is a chronic 
disease manifested by repeated implicative 
or marked drinking so as to cause injury to 
the drinker’s mental or physical health, or 
to his social or economic functioning” (17). 

This author’s opinion is that we need a 
different approach to the intoxicated or al- 
coholic offender. It appears that the puni- 
tive approach has not prevented the prob- 
lem from developing, since the person who 
is intoxicated is much less likely to respond 
to the threat of punishment. Certainly, €x- 
cusing the offender is untenable, particu- 
larly as we consider the immature expecta- 
tions of many alcoholics. The definition of 
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offenses suggested by Williams of “drunk 
and dangerous” seems an excellent one. The 
offender would be required to undergo ex- 
amination and treatment as indicated by 
the examination. This would resemble to a 
degree our laws relating to the sex offender. 
However, it is vital that we not send the 
intoxicated offender to a “treatment” facili- 
ty without provision for treatment, as is too 
often the fate of the sex offender, It should 
be a public responsibility to see that proper 
facilities are provided. 

If, after a careful attempt at rehabilita- 
tion, the alcoholic offender is unable to 
benefit, we must consider whether he is 
such a risk to society that he may require 
some form of quarantine for the sake of 
others. The alcoholic driver who is re- 
peatedly arrested, has his license suspended 
or revoked and continues to drive until he 
is involved in a fatal accident could be more 
adequately handled by such a plan if so- 
ciety really wants to do so. 


SUMMARY 

A review of legal opinions reveals con- 
flicting attitudes toward the intoxicated 
civil or criminal offender. Traditionally the 
courts have dealt harshly with him, assum- 
ing that the intoxicated person chooses his 
condition and must suffer the consequences, 
This harshness is undergoing moderation, 
especially in criminal cases where intent is 
a necessary part. 

Since crime and other forms of antisocial 
behavior are so often associated with intoxi- 
cation, many would view any significant 
increase in permissiveness toward the in- 
toxicated offender as dangerous to society. 
Others feel the rights of the offender must 
be considered also and do not feel these are 
being given adequate attention at this time. 

If intoxication is a result of the illness of 
alcoholism in a particular case, the medical 
rights of the person must be considered and 
he should have his medical condition 
brought before the court as a possible miti- 
gating factor. The court should then act to 
bring the alcoholic offender to enforced 
treatment rather than punishing him. Fail- 
ure to profit from treatment would then 
result in some degree of quarantine for the 
protection of society. 
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Many people believe that the penal ap- 
proach has neither helped the alcoholic 
nor acted as a deterrent. The penal ap- 
proach alone has become unacceptable to 
some as it is viewed as punishing a sick 
person for the symptoms of his illness. 
This new version of what an alcoholic is 
and how to treat him represents a major 
change for the municipal court judge as 
alcoholic offenders are a large segment, 
sometimes one-half or more, of his case 
load. Besides the disturbance these indi- 
viduals are to the court, themselves and 
those associated with them, they represent 
a considerable burden to the taxpayer. 
We estimate that arresting and sentencing 
one drunk offender costs approximately 
$100 in the City of San Diego. 

In the last few years a number of mu- 
nicipal court programs have been develop- 
ed to manage and rehabilitate the alco- 
holic. Approaches that have been devised 
include the following : 

1. Use of probation as a deterrent to 

drinking ; 

2. Referral to treatments such as psycho- 

therapy, educational and counseling pro- 

grams and Alcoholics Anonymous ; 

3. Evening honor classes sponsored by 

the court and utilizing some of the 
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THE USE OF COURT PROBATION IN THE MANAGEMENT OF THE 
ALCOHOL ADDICT 
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features of group psychotherapy and 

Alcoholics Anonymous ; i 

4. Half-way houses ; and 1 

5. Jail rehabilitation farms. E 

What has been lacking in these programs” 
is a carefully controlled evaluation of how 
effective they are in reducing drunk ar- 
rests, a determination of which features of 
the programs are causing the changes, if 
any, and what effects the programs have 
on other aspects of the chronic drunk 
offender’s behavior. Until these deficiencies 
are overcome, claims of value for these 
programs are of dubious validity and their 
integration with the rest of the community, 
resources for the treatment and rehabili- 
tation of the alcoholic is premature. 

Our previous efforts(1, 2) have led us 
to suspect that the use of summary proba- — 
tion is an effective way of getting into 
treatment some of the alcoholics seen by 
a municipal court and that once these _ 
alcoholics are exposed to psychiatric, med- 
ical or Alcoholics Anonymous help, there 
would be a decrease in the incidence of 
their arrests for drunkenness. Consequently, 
we decided to do a controlled evaluation 
along the lines of our previous efforts. 
The first court program was a noncontrolled — 
study done in the municipal court of the 
City of San Diego from July 1, 1962, to 
January 1, 1964, The second court program 
is a controlled study which started in July 
1964. 

Only in its attempt to be a controlled | 
evaluation and to gather detailed informa- 
tion regarding each individual is the pro- 
gram we are now using in San Diego 
unique and original. The idea of probating © 
to community facilities for treatment was 
taken from courts in Sweden, Denmark and 


the United States. 


METHOD 

The purpose of the current project is to 
compare the effectiveness of three “treat- 
ment” procedures for the chronic drunk 
offender and to determine if there are 


assignment to one of three treat- 
) no treatment; 2) alcoholic oli- 
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comply and to return in 30 days with the 
signatures leads to the yuance of a bench 
warrant for the offender's arrest. 

Those unable to pay the $25 Sine serve a 
day for cach $5 and then are released to 


probation and to one of the three t 


groups. 
If the conditions of probation, which 
stitute “treatment,” are violated by an 4 


fender arrested for drunkenness in the G 
of San Diego or for violation of some g 
city, county or state law, or for noneor 
pliance after 30 days with the alca 


treatment clinic or the Alcoholics 
mous program, or for failure to 
the court at the end of six months, f 
bation is revoked and the subject is ri 
quired to serve his 30-day jail sentence, 
is then considered a “treatment” failure, 
These three “treatment” procedures 
the chronic drunk offender will be 
pared by determining relative arrest m 
and unit “failure” rates for cach. In 
tion, we plan to: 1. determine, for 
dictive purposes, relationships þe 
characteristics of the offenders (as ell 
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= ness to go into therapy or benefits from the extent to which each of the above 
therapy. sibilities might be operative in decreasiy 
In order to obtain an understanding of drunk arrests, we plan to look at the ine 
A 


FIGURE 1 
Mean Number of Drunk Arrests Per Month for Each of Six Consecutive Month Intervals 
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6) RI 


dividuals included in the control program program 
summary 


in detail by ; 

1. Obtaining a criminal identification and 
ifivestigational report on each individual 
one year after his inclusion in the controlled 
study. This will enable us to determine the 
changes in each patie puk arrest 
patter: and what relai program, 
treatment and incarceration had to these 
changes; and 2, Interviewing a sample 
closely to further ascertain changes in their 
drinking and other behavior, 

The study of such programs as outlined 
above may give aes as to what 
direction to take in betta 
proaches for handling the problem the 
chronic drunk offender, 


SUMMARY 
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\ pilot and controlled study of a court Alcohol 2: 


Enne C. Horr, PuD, MD. (Richmond, 
: an interim 


n specific approach to 

segment of the al to some 

form of treatment. Use is made of an enforce: 

ment procedure based upon =e 

and conditional upon attendance 

Anonymous meetings or an alcoholism clinic, 

The preliminary outcome data support the 

gestion that this procedure may result 

significant reduction In arrests for drunkenness 

offenses. The experimental while 

this instance used 

application not only to 

but also to other 
There is evidence, 

W ation, that most if 

of alcoholics into 

apy are Í 

some external or internal 
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ALCOHOLISM AND TRAFFIC FATALITIES 


and “no” at the same time. Bringing the pa- 
tient to treatment does involve an element of 
forcing him to recognize and, if possible, ac- 
cept his powerlessness over alcohol and the 
reality that his life has become unmanageable. 
This phenomenon of “hitting bottom” may, in 
some cases, not bring the patient to therapy 
at all but actually do just the opposite and 
may therefore not necessarily be therapeutic. 
In those instances where the experience of 
“hitting bottom” is recognized by the recover- 
ing patient as having been crucial in his begin- 
ning motivation, he usually looks upon it as 
` a highly valuable and indeed an essential 
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That a deadly epidemic is raging on our 
highways is by now beyond dispute. Well 
_ over a million lives have been taken by this 
epidemic since 1900 and if the present toll 
_ continues its upward spiral, another million 
persons will die of traffic injuries in the next 
12 to 15 years. 

A number of studies have revealed a 
significant correlation between intoxicated 
_ drivers and automobile accidents(1, 7, 11). 
_ This correlation is greater with serious ac- 
= cidents(1). Studies of fatally injured driy- 
_ ers indicate that approximately 50 percent 
had blood alcohol levels of 0.15 percent 
or higher, with an additional 15 to 25 
percent of the drivers having lower blood 
alcohol levels(4, 8). Unfortunately, these 
studies do not reveal whether or not the 
fatally injured intoxicated drivers were 
chronic alcoholics, a question of consider- 
able importance if we are to control a men- 
acing public health problem. 

The present study was undertaken to de- 
termine the incidence of chronic alcoholism 
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ALCOHOLISM AND TRAFFIC FATALITIES : 
STUDY IN FUTILITY 
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start. Thus, members of the therapeutic 
are accustomed to thinking of it as a sine 
non of successful rehabilitation. A more 
prehensive study of “hitting bottom” ther 
ought to be carried out. ; 
Finally, Ditman and Crawford’s comm 
able research stresses the importance and ut 
ity of a continuing treatment program that ti 
cends attention only to the acute episodes 
the patient’s illness. In chronic drunkei 
offenders, as well as those who rarely, if evı 
come to the attention of courts, exclusive 
cus upon drinking behavior, especially 
treatment has been initiated, is suspect. 


in drivers responsible for fatal nonpe 
trian traffic accidents. Although we chose | 
study drivers responsible for fatal accident 
it should be borne in mind that for ever 
fatal accident that occurs, there are severi 
others in which one or more persons survivi 
but suffer serious injury. The decision 
limit the study to fatal accidents was 
on several considerations, A random st 
was insured because all fatal accidents 
reported. Blood for alcohol determinatio 
is more readily obtained from decea 
drivers since consent is not a problem. Lé 
ly, we were aided by the fact that two mi 
ical colleagues were already investigating 
these same accidents for other reasons( 


METHOD 


All deceased and surviving drivers 
sponsible for fatal traffic accidents in Wash 
tenaw County, Michigan, from October 
1961, through December 31, 1964, were 
cluded iri the study group.(Washten 
County is largely rural with a populati 
of 183,000. Ann Arbor, its largest city, 
a population of 80,000, which inclu 
30,000 university students. However, t 
modern four-lane expressways intersect thé 
county and about 15 percent of the fata 
accidents occurred on these super- 
ways.) The investigation covered drivi 
responsible for 72 fatal traffic accider 
which claimed 87 lives. Excluded from 
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j TABLE 1 
Ages of 72 Drivers Responsible for Fatal Traffic Accidents 
NUMBER OF AGES 

GROUP DRIVERS 16-21 22-30 31-40 41-50 51-60 
Alcoholics 29 2 12 (41%) 8 (28%) 5 + 
Prealcoholics 7 4 2 1 - ày 
Nonalcoholics 36 15 (42%) 6 5 5 4 

Total 72 21 (29%) 20 (29%) 14 (19%) 10 (14%) 4 


study were three fatally injured motorcy- 
clists, accidents in which only pedestrians 
were killed and four drivers who lived out 
of state. 

Some months after each fatal accident 
occurred, interviews were conducted with 
the driver’s family, friends, employers, fam- 
ily physician and/or others who knew the 
driver, If the driver survived the accident, 
he too was interviewed. The interviews were 
informal but followed a general format to en- 
sure that certain questions would be asked. 
Our primary goal was to learn whether 
or not the driver was a chronic alcoholic. 
The number of interviews per accident 
ranged from one to eight, with an average 
of three interviews. We generally continued 
to interview in a given case until we were 
convinced that the driver was alcoholic or 
nonalcoholic or until all source persons had 
been interviewed. If there was insufficient 
evidence to make a diagnosis of alcoholism, 
the driver was classified a nonalcoholic. 

In addition to the interviews, we obtained 
copies of the driver's arrest and driving 
records from the Michigan state police and 
the Michigan Department of State, respec- 
tively. 


RESULTS 


General data, Of the 72 drivers respon- 
sible for a fatal accident, 64 were men. 
Only 13(18 percent) of the drivers survived 
the fatal accidents. Fifty(70 percent) of the 
accidents were one-car accidents involving 
no other cars or pedestrians. Thirty-five 
(47 percent) of the accidents occurred at 
night; one-half occurred between 6 p.m. 
Friday and 6 a.m, Monday. 
_ Alcoholism. Our definition of alcoholism 
is a variation of that proposed by Keller 
(6): “Alcoholism is a symptom of chronic, 
emotional illness characterized by repeated 
drinking in amounts sufficient to cause in- 


jury to the drinker’s health or to his social 
or economic functioning.” In order to es- 
tablish the diagnosis, we used the criteria 
outlined by Guze and associates(3). 

Of the 72 drivers, 29(40 percent) were 
alcoholic, 7(10 percent) were prealcoholic 
and 36 were nonalcoholic. Hence, at least 
one-half of the drivers had a serious drink- 
ing problem, It should be emphasized that 
these are minimal figures; we suspect that 
additional candor on the part of various 
respondents—or just additional respondents 
—would have increased the size of the al- 
coholism group. 

Age. Most studies of serious automobile 
accidents reveal a disproportionately high 
number of younger drivers. This study is 
no exception, but Table 1 reveals that where- 
as the 16- to 21-year-old driver is indeed 
overrepresented in the nonalcoholic group, 
drivers between 22 and 41 years of age 
predominate in the alcoholic group. This 
difference is not surprising since alcohol- 
ism is a syndrome that usually takes some 
years to develop to a point where it is 
discernible. 

There were surprisingly few older drivers 
in the study group(Table 1). Of the three 
drivers who were 61 or older, two had been 
chronically alcoholic for many years. 

Drinking and driving. Interviews and 
blood alcohol levels established that 46 
(65 percent) of the drivers had been drink- 
ing prior to the accident(Table 2), Only 
one driver in the alcoholic group was com- 


ABLE 2 
Drinking Status of 72 Drivers Prior to Fatal Accident 


NUMBER OF 
GROUP DRIVERS DRINKING DRINKING UNKNOWN 
ee 
Alcoholics 29 28 1 = 
Prealcoholics 7 7 * 0 a 
Nonalcoholics 36 11 (31%) 24 (66%) 1 
Total 72 46 (65%) 25 (35%) 1 
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pletely sober at the time of the accident 
(zero blood alcohol) whereas 24(66 per- 
cent) of the 36 nonalcoholic drivers had not 
been drinking. 

We were able to obtain the post-accident 
blood alcohol level of only 32 of the 
drivers. Table 3 shows that all but one of 


TABLE 3 
Blood Alcohol of 32 Drivers after Fatal Accidents 
GROUP NUMBER 0.09% .10-.14% .15-.46% 
Alcoholics 19 1 3 15 
Prealcoholics 3 = 1 2 
Nonalcoholics 10 7 2 1 
Total 32 8 6 18 


the 18 most heavily intoxicated drivers were 
alcoholic or prealcoholic. Only one of 10 
nonalcoholic drivers had a blood alcohol 
level over 0.14 percent compared with 
17(77 percent) of the 22 drivers in the 


_ combined alcoholic and prealcoholic groups 


FIGURE 1 
Social Class of 72 Drivers Responsible for Fatal Automobile Accidents 
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whose blood alcohol levels were known 
In a previous paper, one of us( MLS) states 
that a blood alcohol level in excess of 0.1 
percent was suggestive of alcoholism in th 
it indicated the driver's approach to drink 
ing was anything but casual(9). The dat 
in Table 3 tend to support that hypothesis, 7 

Social class. We have long been intrigued 
by the social class distribution of person: 
apprehended for drinking-driving offenses, 
An earlier study(9) of 67 persons arrested 
in Ann Arbor for driving while intoxicat 
revealed that 80 percent were in Holli 
head’s(5) classes IV and V. At the time 
that study, we were unable to decide 
whether the upper three social classes were 
less prone to alcoholism, drove less often 
when intoxicated or drove more carefull} 
even though alcoholic. We also consid 
whether the police and courts were bias 
in favor of drivers whose socioeconomic 
positions reflected status and achievement, 

The present study provides a very tenta 


tive answer to the above speculation, Of cent history of serious suicidal preoccupa- 
the 72 drivers in the current study, 77 per- tion or past suicidal attempts, significant 
cent were in social classes IV and V(Fig- depression or history of uncontrolled phys- — 
ure 1). If we consider only the 46 drivers ical violence. Table 4 shows that paranoid 
known to be drinking, then 72 percent were ideation was again a prominent finding in 
in classes IV and V, Of the 36 alcoholic the alcoholic drivers. Often these 14 men 
and prealcoholic drivers, 83 percent were (and one woman) entertained paranoid 
in classes IV and V. Since the grim reaper thoughts only when drinking—not infre- 
cannot be accused of bias, at least not in quently about their wives being with other 
regard to fatal accidents, we have some men. 
indirect evidence that police prejudices are ‘As seen in Table 4, a significant number 
not a significant factor in the high incidence of alcoholic drivers(42 percent) suffered 
of drivers from the lower social classes who depression, had attempted suicide or seri- 
are apprehended following traffic violations ously considered it. $ 
and accidents in which drinking was a We were quite impressed with the ex- 
factor. treme violence of some of these men, again 
Psychiatric diagnosis. At least 42 drivers a phenomenon that usually after 
(58 percent) suffered from a classifiable they had been drinking. These nine “violent” 
psychiatric illness exclusive of alcoholism. drivers had recurrent histories of assaults 
The 29 alcoholics were further diagnosed upon other persons, not in tly friends 
as follows: passive-aggressive personality, or relatives, in which they or t adversary 
17; sociopathic personality, 6; and one al- would be severely beaten. 
coholic driver in each of the following cate- Previous accidents and violations. The 
gories : depressive reaction, emotionally un- 36 or ur Per poio drivers be 
stable personali aranoid personality, era 5 ts and 3.5 moving vio- 
: al 2 lations each prior to the fatal accident, 
compared to nan rie hax: ek i 
There was less detectable psychiatric ill- violations for t nonalcoholic drivers, 
ness among the 36 nonalcoholic drivers. We also tried to determine the number of 


Only 13(32 percent) were so : e d 
SE RREN 4 Coane caused. We defined as major” those ac- 
2; depressive reaction, 1; homosexual, T; erturned, 
chronic brain syndrome (senile), 1; and b) the vehicle was totally demolished or 
schizophrenia, 1. 

Specific types of psye! gy. An tion. Our results were impressionistic Er 
earlier study of alcoholic drivers corre- cause we could not always obtain details — 
lating specific symptoms of emotional ill- of accidents that had occurred many years 
ness with high traffic accident involvement earlier. The 36 alcoholic and prealcoholic 
had unexpectedly revealed that paranoid drivers averaged 0.7 prior major Coe 
thinking in the alcoholic was the “ig te each, whereas the 36 nonalcoho! va 
most highly correlated with traffic accidents responsible for but sy such i lent (a 
(10). Hence we sought evidence major accidents ver). grim 

this tail was the fact tl t two of the 29 alcoholic 


ideation in the drivers who 
study. We watt also interested în any Te drivers had been responsible for a previous 


(trauma). 


TABLE 4 
Relevant Symptoms in 72 Drivers Responsible for Fatal Accidents , 
t HUMBER OF PARANOID SUICIDAL 
croup DRIVERS THINKING THOUGHTS /ACTS DEPRESSION VIOLENCE 
Alcoholics 2 15 (52%) 4 (14%) t (28%) , Qe% 
Prealcoholics 7 0 1 : 
Nonalcoholics 36 4 2 3 Er, ; 
Total 72 19 (26%) 7 (10%) 
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traffic death while they had been driving 
in an intoxicated state, 

Of particular interest was the number of 
prior convictions for intoxicated driving. 
The 29 alcoholic drivers compiled 17 such 
convictions (three drivers had one intoxi- 
cated driving conviction, three had two 
and two had four) whereas the seven- 
driver prealcoholic group had one, as did 
the 36-driver nonalcoholic group. 

Nontraffic arrests involving alcohol. Ten 
of the 29 alcoholic drivers had been con- 
victed of drunk or disorderly behavior at 
least once, Five had one such conviction, 
two had two, two had three and one man 
had four. (Only one driver in the 36-person 
nonalcoholic group had a similar convic- 
tion.) In all, the arrest records of the 29 
alcoholics revealed that 13(45 percent) had 
either a drunk driving or a drunk and dis- 
orderly conviction. We cite this statistic be- 
cause this information is a matter of public 
P record—and any conviction based on the 

abuse of alcohol should alert authorities to 
the possibility that they are dealing with an 
~ emotionally ill and/or alcoholic individual. 


DISCUSSION 


Why have we entitled this presentation 
“Study in Futility ?” It is becoming clear to 
us that a substantial number of drinking 

_ drivers who precipitate grave traffic inci- 
dents are chronic alcoholics, It is equally 
clear that arrests and penalties for drunk 
_ driving or drunk and disorderly offenses 
do not protect the driving public. Sus- 
pending or revoking the driver's license is 

also a dubious gesture; three of the 72 

drivers described here were driving with- 

out a license at the time they caused a 

fatality. Thirteen others had been cited at 

least once for driving while their licenses 
were revoked. Nor does lack of license pre- 
vent a driver from purchasing a car. One 
of our alcoholic subjects came to Michigan 
from an adjoining state where he had just 
been released from a state mental hospital. 
having undergone treatment for “habitual 
alcoholism.” In the other state he had com- 
piled three drunk driving convictions al- 
though he had never held a driver’s license. 
He promptly purchased a car and wrecked 
it a few weeks later while driving in an 
intoxicated state. His passenger, a young 


` to the fatal accident, 35 (75 percent) W 


woman, was killed and two other pa 
gers injured. E 

Since many alcoholic drivers are im 
munized by their illness against the u: 
type of legal threats and educational 
paigns—and also appear to be responsible 
for the overwhelming majority of fatal tre 
fic accidents involving drinking—remed 
action seems indicated. An epidemic 
quires that quarantines be imposed and 
victims treated. The alcoholic driver toda 
even when repeatedly apprehended, 
neither effectively restricted from drivin 
nor required to seek treatment. The resu 
is that he continues his depredations unt 
he removes himself by way of a fatal injur 
This places other drivers in positions mu 
like those of ducks in a shooting gallery, ~ 

The authors believe that present metho 
ology has proved futile in reducing alcoho 
related serious and fatal traffic acciden 
because of a failure to appreciate # 
many drivers responsible for these eve 
are decidedly atypical in that they are a 
dicted to alcohol and prone to act out 
a violent or suicidal manner. It is time th 
preventive measures are introduced, inch 
ing the identification of the alcoholic drive 
and a program designed to restrain 
rehabilitate him. 


SUMMARY i 


Of 72 drivers responsible for fatal trafic 
accidents in Washtenaw County, Michigan, 
29 (40 percent) were alcoholic, 7 (10 per” 
cent) were prealcoholic and 36 (50 per 
cent) were nonalcoholic, Hence one-half of 
the drivers had serious drinking problem 
of a chronic nature, Of the 46 (65 pere 
drivers known to have been drinking prior 


alcoholics or prealcoholics who usually 
blood alcohol levels in excess of 0.14 pi 
cent. $ 
Many of the 29 alcoholic drivers had & 
long history of serious psychopathology 
which may well have contributed to their 
accident susceptibility. They were frequent- 
ly paranoid (52 percent), violent(28 per 
cent), depressed(28 percent) or suicidal” 
(14 percent), f 
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disorderly conduct and 16 had at one time 
driven with revoked licenses, including 
three who had no license at the time of the 
fatal accident. In addition, the alcoholic 
drivers were responsible for significantly 
more prior serious accidents and moving 
traffic violations than the nonalcoholic 
drivers. Two of the alcoholic drivers had 
killed other persons in prior traffic accidents 
while driving in an intoxicated state. 

This investigation demonstrates that an 
identifiable group of alcoholic drivers was 
responsible for approximately one-half of 
the fatal accidents studied. Many serious 
traffic accidents are caused by alcoholic, 
intoxicated persons whose illness immu- 
nizes them against present deterrents. The 
authors believe that only a program de- 
signed to detect, restrain and rehabilitate 
the alcoholic driver will protect us from the 
“imevitabilities” which are now mislabeled 


“accidents.” 
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GENETIC AND BIOCHEMICAL CORRELATES OF ALCOHOL 
PREFERENCE IN MICE 


KURT SCHLESINGER, Pu.D. 


The importance of genetic factors in the 
determination of alcohol preference be- 
havior has been demonstrat in many 
laboratories. Most of these data*have been 
gathered on two species of rodents, the rat 
and the mouse. The purpose of this paper 
is to briefly review some of this evidence 
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and to present some data on alcohol metab- 
olism in drinking versus nondrinking — 
strains of mice which might begin to ace 
count for the observed differences in alco- 
hol preference. 

Selective breeding experiments. Mardones, - 
Segovia and Hederra(10) have selectively. 
pred rats for high and low alcohol prefer- 
ence. This selection experiment was carried 
out while the animals were being maine 
tained on a diet deficient in what Mardones 
and associates have called Factor Ni, a 
thermostable compound of the B-complex 
family of vitamins. Estimating the parent- 


offspring regression from their data, Mar- 
dones and associates(10) obtained a sig- 
_ nificant correlation of + 0,416. 

© McClearn(11) started a selection pro- 
gram with a genetically heterogenous pop- 
ulation of mice derived from crossing four 
inbred strains. This experiment, although 
_ it is in its early phases, is proving success- 
ful. McClearn has obtained a very rapid 
_ response to selection in the low preference 
direction and a slower and more erratic 


erence behavior depends on the genotype 
_ of the organism being studied. Reed (17) 
and Myers(15) report significant difer- 
ences in alcohol preference between groups 

of rats inbred to various degrees. Myers 
also demonstrated that preference varies 
as a function of environmental temperature 


ices in alcohol preference in two sublines 
a of Wistar rats, 

Williams and associates(23) also tested 
_ three groups of mice on alcohol preference 


and report significant differences in this 
behavior, McClearn and 


Rodgers and McClearn(19 in t 
-with Myers’ data on na mie ERA 
__ alcohol preference depends on the concen- 
_ tration of the test solutions, but that the 
_ rankings of the six strains remain mark- 
edly unaffected by the concentrations of 
the test solution. Fuller(3), using a some- 
what different technique for assessing 
alcohol preference, has also reported large 
and significant differences in aleohol pref- 
erence in inbred strains of mice. 
Further genetic analyses. All these stud- 
ies, the selective breeding experiments and 
the strain comparison studies, are prima 


facie evidence that genetic factors play a 
significant role in determining whether or 
not certain organisms will prefer alcohol to 
water in a preference test. It should be 
pointed out that all the studies cited aboye 
used the Richter and Campbell(18) two- 
bottle free-choice technique, or some minor 
variant of this technique, for assessing 
alcohol preference. Alcohol preference ex- 
periments in mice have typically been per- 
formed as follows: on the first day of 
the experiment all mice are weighed and 
placed into individual cages supplied with 
two inverted 25-ml. graduated cylinders 
fitted with silicon stoppers and standard 
Stainless steel drinking tubes. One of these 
cylinders contains a solution of ethanol 
(usually 10 percent) and the other tap 
water. Daily readings are made of the 
amount of fluid consumed from both cyl- 
inders. The position of the cylinders is 
frequently changed to counteract possible 
position preferences. After 14 days of alco- 
hol preference testing, the average amount 
of alcohol solution consumed per day per 
animal is calculated and used as an index 
of aleohol preference behavior. 

McClearn and Rodgers(14) have ob- 
tained alcohol pieference data from 
C57BL/Crgl and DBA/2Crgl mice (a high 
and low alcohol preference strain respec- 
tively), and from F,, Fə and backcross’ 
generations. On the basis of these data, 
McClearn and Rodgers come to the con- 
clusion that the genetic system underlying 
alcohol preference is polygenic. They were 
unable to estimate the heritability of this 
Phenotype since the variance of the Fe 
generation failed to exceed that of the Fi 
generation. This result is attributed to the 
fact that very many loci are involved in 
determining this behavior. This conclusion 
is probably correct since the relative ex- 
cess of Fs over F; variance decreases as 
the number of relevant loci increases(2)- 
This interpretation is further supported by 
the fact that no extreme phenotypes were 
recovered in the Fs generation, More re- 
cently, McClearn(11) has repeated these 
experiments, using a different low-prefer- 
ence strain in making his crosses, and has 
confirmed his previous results; there was 


again no significant difference between Fy 
and F; variances. ~ 

Fuller(3), using different sublines of 
mice and a different technique for assessing 
alcohol preference, has also come to the 
conclusion that alcohol preference behav- 
ior is determined by a complex polygenic 
system. Fuller further suggests that the loci 
which determine either high or low alcohol 
preference need not be the same in differ- 
ent strains of mice. 


CONCLUSIONS 
One might fairly summarize these data 
as follows; 1) an organism's genetic en- 
dowment is important in determining his 
CH3 
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alcohol preference; and 2) the genetic 
system which underlies this behavior is 
very complex, probably involving many 
genes, 

Having established these facts the ques- 
tion arises as to which direction research 
in this area should take. It is clear that 
genes do not directly influence behavior, 
and one research strategy might be to try 
to identify gene products, more specifically 
differences in gene products between 5 
ing and nondrinking strains, which might 
explain the observed difference in behavior. 
Once this decision is reached the question 
becomes one of where to start. One 
obvious place would be to look for differ- 
ences in rates of alcohol metabolism, 
differences in products of alcohol oxidation 
or differences in the activity of the enzymes 
which are involved in the metabolism of 
alcohol. 

Since, however, the behavior in ques- 
tion is polygenically determined, it is un- 
likely that a single biochemical difference 
will account for the differences in behavior. 
What is more likely to be the case is 
that several small biochemical differences 
might cumulatively account for the differ- 
ences in behavior. 

The metabolism of alcohol. The first step 
in the metabolism of aleohol is its oxidation 
to acetaldehyde. This reaction is catalyzed 


is 


by the enzyme alcohol dehydrog 
(ADH), with diphosphopyridine nucl 
tide (DPN’) acting as the hydrogen ion 
ceptor. Several investigators, among n 
Westerfeld(21, 22), have suggested that 
the oxidation of alcohol to acetaldehyde 
is the rate-limiting reaction in the metab- 
olism of alcohol. 


mined, The major unanswered question is 
whether acetaldehyde is converted directly 
to acetyl CoA or whether it is converted 
to acetic acid and then to acetyl CoA. The 
following diagram after Westerfeld(21 
illustrates this problem : ğ 


Citric acid 


The enzyme(s) responsible for the oxi- 
dation of acetaldehyde, either directly to 
acetyl CoA or indirectly via acetic acid, 
has not been definitively identified. It is 
likely, however, that aldehyde dehydro- 
genase (ACDH) acts as the catalyst, with 
DPN’ acting as the hydrogen ion acceptor. 

Strain differences in ADH. Since the first | 
step in the oxidation of alcohol is its 
conversion to acetaldehyde, a reaction” 
which is catalyzed by the enzyme ADH, 
one of the first questions which might be 
raised is whether the activity of ADH is 
the same in drinking and nondrinking 
strains of mice. ; 

Bennett and Hebert(1) were the first to 
report that C57BL/Crgl mice (a high pref- 
erence strain) have significantly greater 
liver ADH activity than DBA/2Crgl (a low 
preference strain) mice. Rodgers, Me- 
Clearn, Bennett and Hebert(20) were able 
to show that C57BL/Crgl mice have higher 
liver ADH activity than C3H/2Crgl, R1L1/ 
Crgl, BALB/cCrgl and A/Crgl mice (inter- 
mediate preference strains) and that 
activity of this enzyme is even lower in 
DBA/2Crgl mice. McClearn, Bennett, He- 
bert, Kakihana and Schlesinger(12) have 
also been able to demonstrate that the 
activity of this enzyme is higher in Cove 
Crgl mice than in DBA/2Crgl mice: 

Rodgers and McClearn(19) have re 
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ed a positive correlation between the level 
_ of liver ADH activity and alcohol prefer- 
ence behavior when the strain means of 
_ six strains were compared on both vari- 
ables. Correlations based on strain means 
may, of course, be fortuitous. To test 
whether the relation between liver ADH 
activity and alcohol preference behavior is 
causal, i.e. whether greater liver ADH 
ctivity leads to greater voluntary consump- 
_ tion of alcohol, McClearn, Bennett, Hebert, 
Kakihana and Schlesinger, in an article in 
_ preparation, compared F, animals, derived 
_ from C57BL/Crgl and DBA/2Crgl mice, 
on both variables. No significant correla- 
_ tion was obtained. Unfortunately, no ex- 
treme phenotypes were recovered in the 
F, generation on the behavioral measure 
and the correlation may, therefore, be 
_ depressed due to a restriction of range on 
this variable. McClearn(11) has repeated 
_ this experiment using animals from an 
eight-way cross, i.e., animals derived from 
‘mating eight inbred strains, and found a 
small (approximately + 0.30) but statisti- 
cally significant correlation between alco- 
hol preference behavior and liver ADH 
activity, 
Differences in metabolic rates. The 
differences in liver ADH activity between 
_ high and low alcohol preference strains are 
relatively small (approximately 30 percent). 
The question, therefore, arises whether 
_ these relatively small differences in enzyme 
activity have any physiological function, 
Do high preference strains which have 
_ Greater liver ADH activity than low pref- 
erence strains metabolize alcohol faster ? 
alenia Bennett and Hebert, as des- 
cribed in an article in preparation, inject- 
ed C57BL/6J, C57BL/Crgl, DBA/2J, and 
DBA/2Crgl mice with ethanol-1-4C (New 
England Nuclear Corporation). The alco- 
hol was diluted with water and inactive 
ethanol to give solutions containing 5, 10, or 
20 vol. percent of alcohol and a final specif- 
ic activity of approximately 5uc/ml. After 
intraperitoneal injections the mice were im- 
mediately placed in a small metabolism 
chamber through which passed a continuous 
airstream. “COs in the effluent airstream 
was determined in a “CO, respiration 


analyzer which continuously monitored and 
recorded the rate of “CQO, excretion, 
Measurements were made for at least two 
and one-half hours, by which time the 
4COz. excretion rate was less than five per- 
cent of the maximum rate. Five such experi- 
ments, using five to eight animals per strain 
per experiment, were performed ; in four of 
these, C57BL mice metabolized alcohol 
faster than DBA/2J mice while in one ex- 
periment no significant differences in the 
rate of alcohol metabolism were observed. 
The magnitude of the differences in rate of 
alcohol metabolism was approximately 10 
percent in favor of the C57BL mice. 

Differences in accumulation of blood 
acetaldehyde. Acetaldehyde is the first 
metabolic product of alcohol oxidation and 
accumulates in the blood of organisms 
which have ingested, or been injected with, 
alcohol (for a review see, for example, Ja- 
cobsen [6]). Acetaldehyde, under normal 
physiological conditions, is very quickly 
oxidized (see, for example, Lubin and 
Westerfeld[8] ; Hall and Larsen[5]). This 
rapid oxidation of acetaldehyde is neces- 
sary since acetaldehyde is extremely toxic 
and its accumulation leads to extremely 
serious results. One could, therefore, ask 
the question of whether nondrinking strains 
of mice avoid alcohol because they metab- 
olize acetaldehyde more slowly than drink- 
ing strains. In other words, do nondrinking 
strains of animals avoid alcohol because 
they learn to associate drinking alcohol with 
the “unpleasant” effects of acetaldehyde 
accumulation ? 

Schlesinger, Kakihana and Bennett, as 
described in an article in preparation, in- 
jected C57BL/Crgl and DBA/2Crgl animals 
with alcohol and then took samples of blood 
one or two hours later. Blood acetaldehyde 
determinations were made on these blood 
samples : it was found that one hour after 
the injections of alcohol DBA/2Crgl mice 
(the nondrinking strain) had 26 percent 
more blood acetaldehyde than C57BL/Crgl 
mice. Two hours after the injections of 
alcohol the differences in blood acetalde- 
hyde levels between the two strains were 
no longer significant. 

The effects of tetraethylthiuramdisulfide 
(Antabuse). Antabuse has been shown to 


inhibit the oxidation of acetaldehyde (see, 
for example, Hall and Larsen[5], Newman 

6], Gal and Greenberg[4]). In the pre- 
viously discussed experiment we had shown 
that acetaldehyde accumulates at different 
‘rates in the blood of C57BL/Crgl and 
DBA/2Crgl mice following the injection of 
alcohol. We can now ask the question 
whether Antabuse, an inhibitor of the en- 
zyme which catalyzes the oxidation of 
acetaldehyde, has a differential effect in 
mice of these two strains. We can do this 
in two ways: 1) by pretreating mice with 
Antabuse and then measuring the rate of 
conversion of ethanol-1-4C to COs or 2) 
s by pretreating mice with Antabuse and then 
© measuring acetaldehyde levels in blood. 

1. In assessing the effects of Antabuse on 
alcohol metabolism, Schlesinger, Kakihana 
and Bennett, as described in an article in 
= preparation, pretreated animals with Anta- 
= buse and then measured the rate of con- 
version of ethanol-1-"C to #COz, Antabuse 

retarded alcohol metabolism by 52 percent 
in C57BL/Crgl mice but only by 21 percent 
7 in DBA/2Crgl mice. 
E 2. In assessing the effects of Antabuse on 
blood acetaldehyde levels, Schlesinger, Ka- 
kihana and Bennett, in the same article 
in preparation, pretreated mice with Anta- 
= buse, then injected alcohol and determined 
© levels of blood acetaldehyde one or two 
K hours later. Antabuse increased blood levels 
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© of acetaldehyde by 41 percent in 
| C5IBL/Crgl mice but only by 15 percent 
_ in DBA/2Crgl mice. 


These results indicate that Antabuse in- 
hibits aldehyde dehydrogenase differentially 
in these two strains of mice. This suggests 
that the enzyme(s) which catalyzes the 
oxidation of acetaldehyde in mice of these 
two strains is somehow different. It does 
not, however, differentiate between several 
Possibilities: 1) that different enzymes 
catalyze the oxidation of acetaldehyde in 
these two strains or 2) that several enzymes 
catalyze this reaction in both strains but 
that these enzymes are present in different 
amounts and are differentially inhibited by 
Antabuse. 

The effects of Antabuse on voluntary 
alcohol consumption. I have said previously 
that one of the reasons DBA/2Crgl mice 
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avoid alcohol might be that such behavior 
leads to the accumulation of large amounts 
of acetaldehyde and that this, in turn, leads 
to “unpleasant” effects which discourage 
further drinking. If this were indeed the 
case, then a drug like Antabuse which leads 
to the accumulation of acetaldehyde fol- 
lowing alcohol ingestion should lower the 
voluntary consumption of alcohol in mice. 
To test this hypothesis Schlesinger, Kaki- 
hana and Bennett, as described in an article 
in preparation, tested C57BL/Crgl, 
C3H/Crgl and R111/Crgl mice in a stand- 
ard two-bottle free-choice test before and 
after Antabuse treatment, The first of these 
strains is a high preference strain and the 
other two strains are intermediate in their 
alcohol preferences ; it should, of course, be 
pointed out that DBA/2Crgl mice were 
unsuitable for this experiment since they 
not normally drink alcohol. Antabuse was 
found to depress voluntary alcohol con- 
sumption in animals of all three genotypes. 
This effect was not large (between 20 and 
40 percent) but statistically significant. j 
The development of alcohol preference 
and liver ADH activity. Kakihana and 
McClearn(7) have been able to show that 
mice of the BALB/c strain have a rather 
high preference for alcohol when young 
and that this preference decreases as the 
animals get older, I have previously specu- 
lated that alcohol preference is related to 
the ability of an organism to metabolize 
alcohol. If this is the case then there should, 
perhaps, be differences in liver ADH activ- 
ity between young and old BALB/c mice. 
Kakihana, Schlesinger and McClearn, in an- 
article in preparation, have been able to 
show that liver ADH activity is indeed 
higher in young BALB/c mice than in older 
ones and that the decrease in liver AD 
activity occurs at about the same time as 
the decrease in alcohol preference. $ 
Liver ADH activity in high and low 
preference lines. As indicated previously, 
McClearn has been able to selectively. 
breed mice for high and low alcohol pref- 
erence, If alcohol preference and liveri 
ADH activity are indeed related, then it 
would not be unreasonable to expect dif- 
ferences in liver ADH activity in these 
animals. McClearn(11) tested for this pos- 
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sibility and found differences in liver ADH 
activity in the expected direction, i.e., 

_ animals selected for high alcohol preference 

_ had significantly greater liver ADH activity 

than animals selected for low alcohol pref- 
erence, 


SUMMARY 
= Certain strains of mice prefer alcohol to 
water in preference tests whereas others 
avoid alcohol. This is the behavior which 
e are trying to explain, and we have 
ated several explanatory hypotheses : 
1. It was hypothesized that animals of 
preference strains metabolize alcohol 
quickly than animals of low prefer- 
ence strains. This hypothesis was confirmed. 
2, We have asked the question whether 
here are differences in the activity of liver 
ADH, the enzyme which catalyzes the rate 
limiting reaction in alcohol metabolism. We 
have found that the activity of this enzyme 
‘is significantly greater in high than in low 
preference strains. 
We have asked whether there are 
differences in the rate of accumulation of 
etaldehyde in high and low preference 
Tests indicated that significantly 
er amounts of blood acetaldehyde ac- 
te during alcohol metabolism in low 
n in high preference strains, 


enn, 
‘ogenase, 
acts differently in hi 

aed ly igh and low preference 
___ 5. We have asked whether Antabuse will 
_ decrease voluntary consumption of alcohol 
_ in normally high or intermediate preference 
strains. Antabuse was found to decrease 
voluntary alcohol intake in all strains tested, 

6. We have asked whether in mice which 
show a decrease in alcohol preference with 
age, liver ADH activity also 
with time. The answer to this question was 
affirmative. 

7. It was hypothesized that mice which 
are selectively bred for high and low alcohol 
preference show a correlated selection re- 
sponse in terms of liver ADH activity. The 
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answer to this question was affirmative; 
mice selected for high alcohol preference 
have higher liver ADH activity than mice 
selected for low alcohol preference. 

A number of questions were asked about | 
the metabolism of alcohol in different 
strains of mice in attempting to discover 
the underlying biochemical reasons for 
these differences in alcohol preference be- 
havior. In every case the answers make it 
appear as if we are heading in the right 
direction. No one, of course, can say 
whether these differences which we have 
described are the real answer to why certain 
mice drink alcohol and others do, not. What 
can be said, however, is that a good start in 
that direction has been made. 
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The experimental study of the effects of 
perceptual isolation or sensory deprivation 
in human beings is of relatively recent 
origin. Prior to the pilot study of Bexton, 
__ Heron and Scott(7) conducted in the early 
= 1950s at McGill, there had been only 
_ scattered anecdotal observations on solitary 
_ sailors, polar inhabitants, prisoners, hermits 
~ and other real life isolation experiences, 
~ much of which was consolidated and re- 
viewed by John Lilly in 1956(43). From 
his review Lilly concluded that “persons 
_ in isolation experience many, if not all, of 
_ the symptoms of the mentally ill,” adding, 

_ however, that there are wide individual 
_ variations—some being only little affected 
_ while others being markedly affected by 
__ isolation, “Why one person takes the healthy 
_ path and another person the sick one is not 
E yet clear,” Lilly concluded. The same con- 
= clusion may be reached by surveying the 
growing literature on brainwashing or 
thought reform, a complex procedure that 
frequently utilizes isolation as a subsidiary 
__ technique(29, 33), 

Probably related historically if not con- 
_ ceptually to the research activity on isola- 
tion of human subjects is the series of 
animal studies(6) which demonstrated the 
general adaptive impairment of animals 
reared under perceptually impoverished 
= conditions, In this connection a number of 
~ scattered observations on the human infant 
should be cited(5). These studies also show 
the lasting impairment engendered by early 
perceptual isolation and restriction, 

The rather widespread interest in the 
isolation studies may be traced to at least 
five sources from which the studies gained 
their initial momentum. 

1. Hebb’s theoretical discussion on sen- 
sory-cortical interaction(27) and the up- 
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surge of neurophysiological evidence con- 
cerning the “arousal” system localized in 
the reticular formation of the brain stem 
(49). 

2. The increasing recognition of the ne- 
cessity of adding an exploratory drive to 
the traditional list of primary drives(11, 
25). 

3. Theoretical developments within psy- 
choanalytic ego psychology in the concept- 
ualization of the primary and secondary 
processes, ego autonomy, attention cathexis, 
to name but a few concepts. 

4. The prevalent psychiatric research 
trend to study experimentally induced dis- 
turbances, most recently via hallucinogenic 
drugs like LSD or mescaline in order to 
create a model psychosis more easily open 
to investigation and control than the phe- 
nomena in their natural state. Perceptual 
isolation research, with its much heralded 
efficacy in inducing hallucinations in normal 
subjects, naturally caught the interest of 
the research psychiatrist. 

5. Certain practical, applied problems in 
connection with military defense, security, 
and space flight(14, 58), which gave the 
first impetus to isolation research. The 
disturbing confessions due to the presumed 
brainwashing of our POW’s in Korea, mil- 
itary duty in isolated regions, the declining 
efficiency of prolonged radar vigilance, 
comprise only a partial list but enough to 
indicate that the research area under dis- 
cussion requires some scaling down. 

In this overview I shall not attempt to 
cover the by now sizeable literature (cf. 53). 
I shall limit myself to some general ob- 
servations concerning the nature of the 
isolation situation from a phenomenological 
point of view and some findings concerning 
individual differences in response to isola- 
tion, conceptualized within David Rapa- 
port's notion of ego autonomy. For a more 
thorough coverage of this research area, 
the reader may turn to several -excellent 
reviews(12, 24, 37, 38, 44, 52, 62). 

What is perceptual isolation or sensory 
deprivation ? Perhaps the simplest way to 
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characterize these conten is by saying 
that they refer to experimental conditions 
aimed at reducing, altering or by some 
means or other, interfering with a person's 
normal stimulation from, and commerce 
with, his environment for a femporary but 
relatively prolonged stretch of time—in some 
experiments as much as ten days. The 
effects attributed to isolation have ranged 
far and wide, the most prominent being 
profound boredom and restlessness, difficul- 
ty in maintaining directed logical thought, 
vivid projected imagery (the so-called 
hallucinations) and a variety of perceptual 
aberrations. 

The detailed experimental procedures 
have been as numerous as there have been 
investigators : the initial study in the Mc- 
Gill laboratory employed the technique of 
placing a subject on a cot in. a small, 
sound-attenuated room, He wore translu- 
cent goggles and cardboard gauntlets and 
was fed white noise through earphones to 
mask residual noises, This procedure has 
been followed with some minor variation 
in our own work at New York University 
and in several other places; it has come 
to be known as “perceptual isolation,” as 
opposed to “sensory deprivation,” a term 
reserved for the technique employed by 
Lilly(43), Shurley(51), Vernon(54), Zubek 
and associates(64) and others, in which 
an attempt is made to reduce the absolute 
level of afferent input either by placing a 
subject wearing a blacked-out face mask 
in a water tank maintained at neutral 
temperature or by confining the subject in 
a totally dark, silent room. Yet another 
method (a variant of perceptual isolation) 
employed by Solomon and associates (57) 
has the subject lying in a tank-type respi- 
rator, without visual occlusion but with 
exposure to an unvarying, narrow percep- 
tual field. Whatever e the 
impact on the subject may be considered 
similar in at least one respect, namely that 
of cutting him off from his normal environ- 
mental interchange oF normal “reality con- 
tact.” 

Obviously differences in procedure will 
have some differential consequences: How- 
ever, I have been most impressed by the 
general convergence of the reported find- 
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F 
ings, an observation which I believe em- 
phasizes the role of personality as the over- | 
riding determinant. That this should be- 
so is really not so surprising if we consider | 
the generally unstructured nature of all the 
experimental situations created; indeed, it 
is possible to conceive of the isolation 
situation as a life-size, temporally extende 
projective test which calls for some kind 
of real adaptive response rather than simply 
a test response. In this respect it is similar 
to the so-called “situation tests” (13). 


COMPARISON WITH RORSCHACH 


That the isolation situation is unstruc- F- 
tured in much the same sense that the — 
Rorschach situation is (cf. 31, 32) becomes 
clear if we pause to consider the stimulus 
conditions confronting the subject in these _ 
two situations. In the isolation situation the | 
external stimuli (white noise or silence, — 
diffuse light or darkness) are essentially 
patternless and nonrepresentational. That — 
is to say, the stimuli possess a low degree — 
of reality-cue value. They afford only limit- — 
ed contact with the structure of the external — 
world, The stimuli to which the subject — 
is directed to attend in the Rorschach — 
situation, the ink blots, are similarly non- | 
representational ; they too possess a rela- 
tively low reality-cue value and afford only 
limited contact with the structure of reality. — 

A second and perhaps more salient — 
similarity inheres in the type of instruction 

iven the subject in the two situations. — 
In both they are highly permissive, allowing 
the subject maximum freedom in his sub- | 
jective definition of and approach to the — 
respective situations. In both, the instruc- — 
tions impart a directive set towards per- 
sonalized, private responses. This is done 
explicitly in the isolation situation, where 7 
the subject may be told to “talk about the - 
thoughts that go through your mind, the 
feelings you are experiencing,” while in the 
Rorschach test this set is established more 
tacitly by the instruction to “tell me what ~ 
this looks like, what it reminds you of, 

what it might be. There are no right or 
wrong answers.” In neither situation is there 
a definite directive 
herent, or to produce organized and con- 


nected narrative. 
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As pointed out by several authors(15, 
19, 39), the isolation situation bears obvious 
similarities to the situation par excellence 
for promoting personality-determined re- 
sponses, namely that of psychoanalytic 
treatment. Here the patient, recumbent on 


_ the couch for session after session, is con- 
fronted with a partial view of the ceiling 


and perhaps some furniture, silence a sub- 


E stantial part of the time, with but the 


-initial instruction to follow the basic rule 


Re as a guide. There are a good many other 
| Similarities here that can only be mentioned 


in passing : there is the inevitable transfer- 
ence phenomenon, particularly in evidence 


because of the many infantilizing aspects 
of the isolation experience—the helpless, 
= supine position, the dependence on the 


experimenter for food, frequently for toilet 


M: needs and for the safety of the conduct 


of the experiment in genéral. What I am 


‘Suggesting is that the isolation situation 


a ly similar situations that 


not be viewed apart from other substantial- 
we have a good 
deal of knowledge about simply because 


_ of the many gadgets—the goggles, the 


white noise, 
= —that are employed, 
TA 


bare minimum J 


the gauntlets and what not 


I have come to divide the effects of 
_ isolation into those that are due to the 
= Specific sensory alterations and those that 
are perhaps best attributable to the general 
over-all nature of the situation—the ear- 
marks of which I believe to be the ab- 
sence of a clearly defined task and the 
lack of instructional direction (beyond the 
r It is interesting to note 
that in some experiments where prear- 
ranged tasks were given, for instance re- 
quiring subjects to indicate the hourly 
passage of time, the desired disturbing 
effects were not achieved presumably be- 
cause “an undesirable degree of structur- 
ing” occurred(48), as one experimenter 
put it. If that be the case, one wonders 
about the emphasis given to the abolition 
or reduction of Sensory input as a general 
explanatory concept. 


SPECIFIC EFFECTS 


In speaking about specific effects, I have 
in mind such phenomena as the reported 
changes in thresholds, acuity, the percep- 
tion of apparent motion, autokinesis, fig- 


ural aftereffects, simple forms, color satu- 
ration, etc. These changes are perhaps more 
parsimoniously explained by reference to 
the specific visual deficits created as a re- 
sult of occluding the eyes with translucent 
or opaque goggles. Similarly, in the other 
sensory modalities there may be specific 
consequences corresponding to specific de- 
ficits. Some of the findings and interpreta- 
tions offered, notably by Held(26), Heron 
(28), Ormiston(46), Hochberg(30) and 
Aftanas and Zubek(3), suggest the occur- 
rence of effects which in Heron’s words, 
“principally involve specific sensory systems 
or even limited regions of a specific system.” 
In other words, these same findings could 
probably be gotten without the cumber- 
some, time-consuming multi-sensorial dep- 
rivation technique that includes social 
isolation, unstructuredness and acti vity-dep- 
rivation as additional baggage. 


SITUATION EFFECTS 

Let me now turn to the effects that 
I believe are attributable to the general 
situation and only minimally to sensory 
deprivation, From interviewing a good 
many subjects, and having been a subject 
myself, I have become more and more 
impressed with the salience of the subjec- 
tively experienced absence of imposed struc- 
ture, in the sense of purpose, goal, task, 
or general scaffold, that characterizes the 
experience. A common reaction of subjects 
is to complain of not having anything to 
do-rather than complaining over the ab- 
sence of sight and sound—after the novelty 
of the situation has worn off. For despite 
the essentially monotonous environment 
that confronts the subject, it does represent 
a change, at least for awhile; and change 
of any kind—within certain limits—appears 
to be motivating and hence capable of 
capturing attention, and with it, directed 
thought(12). 

But let us pursue our typical subject, 
who, let us say, is involved as a paid 
volunteer in a perceptual isolation experi- 
ment in which he is asked to lie on his 
back, his eyes covered by translucent eye- 
cups, his ears covered by earphones trans- 
mitting the intrinsically meaningless white 
noise, his arms encased in cardboard cuffs 
and who is told, just prior to the closing 
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of a heavy, vault-like door in the ominous- 
looking sound-attenuated room-within-a- 
room, that his task is simply to lie as 
motionless as possible and occasionally to 
indicate his thoughts, feelings and any 
other phenomena that he may experience. 
The subject might also be told that there 
would be someone in continuous atten- 
dance outside and that whatever he said 
would be heard but not responded to. Of 
course he would be told that he was free 
to terminate at any point but to try to 
stick it out as long as possible. 

The typical subject may at first find it 
an “interesting experience,” a relaxing, even 
a pleasurable experience : here he is earn- 
ing money doing nothing! Sooner or later, 
after having run the gamut of thoughts 
about the experiment, his prior and sub- 
sequent activity, people in his immediate 
circle and other common everyday thoughts, 
he may begin to experience a gradual shift. 
His mind may begin to wander, engage 
in daydreams, slip off into hypnagogic rev- 
eries with their attendant vivid pictorial 
images, coming as if from nowhere, and 
lo and behold the experimenter may begin 
hearing a slow steady breathing suggestive 
of sleep and then loud snoring, confirming 
it. The subject may after an hour's time 
gradually awaken and report a dream he 
had, announce he had a restful sleep, and 
begin the cycle all over again : thoughts 
_ about the experiment, associating to it rel- 
evant ideas, typically about prisoners of 
war, castaways or space exploration he may 
have heard or read about; he may be 
quietly having sexual and other pleasurable 
thoughts, daydreams or reveries—announc- 
ing only that he had some pleasant thoughts 
about something that happened long 380- 
Sleep may again overtake him. i 

Another subject in the same situation 
may deal with i 
He may soon complain 
things; the bed is causing him a backache, 
his mind is a blank, he 
anything to think about an! 
whole damned thing was 
complain that had he known how terrible it 
would be, just lying around doing nothing, 
he would not have agreed to participate 
in the first place. He may complain of 
intense boredom, tenseness, depressive 


over. He may 


feelings or of having unpleasant thought 
or picture-like images that disturb hin 
He may complain of feeling very tired bi 
be unable, try as he may, to fall asleep 
Sooner or later he will abruptly terminate, ” 
perhaps on some rationalized, face-savin; 
pretense. 

I give these sequential accounts of be- 
havior in some detail for two reasons. One 
is to indicate the raw material that consti- 
tutes the primary source of data in th 
majority of the isolation studies—data 
which tend to get chopped up in the process 
of analysis and assigned to different baskets, 
bearing different response-variable labels, 
to the point that the overall, meaningful — 
sequential pattern is all but lost sight of. 
Thus, if we take the images reported — 
while the subject was in a drowsy, hypna- — 
gogic state and count these together witl 
idio-retinal, phosphenic experiences, vivid | 
memory images and perhaps other sensory 
phenomena and place them all in the same 
basket labelled “hallucination” or “hallucii 
atory-like experiences,” it is somewhat 
misleading, I think, in that it sugges 
a psychotic-like event. Parenthetically, this: 
is not to suggest that psychotic-like events _ 
may not occur with prolonged isolation, 
particularly I would venture to guess in ~ 
psychosis-prone or borderline persons. But 
as Dr. Holt and I have argued elsewhere 
psychiatric definition o! 
“hallucination” specifies not only a sensory 


ica 


of the isolation 
persons as subj 
the seeming objection to the use of thi 
traditional concept of imagery, properly © 
quantified along such dimensions as vivii 
ness, projected quality, realism, plausibili 
persistence, structuredness and state oF 


consciousness. 


difference 
of individual differences, an issue whi 


almost everyone emphasizes but so far onl i 


few have investigated systematically, w 
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conceived within the framework of con- 
_ temporary psychoanalytic ego psychology, 
evolving particularly around Rapaport’s 
_ formulation concerning ego autonomy (47 ). 
I shall not go into this formulation here 
except in its broad outline form. 

The notion of ego autonomy holds that 
the functions that define the ego—memory, 
reasoning, reality-testing, to name but a 
few—although basically determined by the 
instinctual drives, achieve in the course of 
development substantial, albeit relative, in- 
< dependence from the drives. The organism 
_is insured such independence by the very 
existence of its sensory and motor equip- 
“ment, which makes reality adaptation and 
survival possible. The ego’s autonomy from 
drive domination is further insured by the 
hierarchical arrangement of defense and 
‘control structures that not only can delay, 
“postpone, modulate or inhibit expression 
of drive impulses, but can also function 
under its own motivational steam, The 
ego's relation to environmental pressures 
_is similarly characterized by relative auton- 
_ omy; man is generally not slave to external 
stimulation, he can respond selectively or 
dn other ways control his response, The 
go's autonomy from the environment is 
in turn insured by the drives, 

It is postulated that in order for the 
“fespective autonomies to function properly, 
an optimal degree of stimulus input from 
| both drive and external sources is required, 
_ Too little or too much input from either 

source leads to reverberations in the total 
system, with disturbances in one or the 
other of the autonomies predominating 
depending on the exact stimulus-input 
conditions. If, for example, drive input 
is diminished, as may be the case in the 
» massively blocked catatonic or rigidly de- 

fended neurotic patient, it is the ego’s 
autonomy from the environment that is 
predominantly involved, leading to such 
phenomena as stimulus-slavery, abnormal 
suggestibility, gullibility and field depen- 
dence. If, however, it is the stimulus input 
from external sources that is drastically 
curtailed, a condition that is perhaps best 
exemplified in the sensory deprivation ex- 
periments, it is the ego’s autonomy from 
the drives that is predominantly involved, 
so that potential drive organization of cog- 


nition according to the primary pro 
may ensue. I say may ensue since this 
theory leaves room for systematic indivi 
ual differences as a function of such mo 
vational ego structures as values, identi 
and interests—the so-called “inner life 
which depending on their stability and 
strength may furnish the needed nutrimen' 
to sustain the ego’s integrity in the fa 
of an abnormally impoverished external 
Differences in drive-discharge threshol 
phantasy and daydream capacity, capacity 
for what Kris has termed “regression 
the service of the ego”(36) are other theo- 
retically relevant structural dimensions 
accounting for differences in isolation be- 
havior. And depending on the exact natur 
of the experimental procedures—wheth 
the subject is kept immobile, whether 
is in a water tank, on a bed or in 
respirator, in the presence of darkness 
diffuse light—other, particularly affectiv 
components may be implicated. 

Let me return briefly to the typical su 
jects. The first one may be said to have 
reacted quite adaptively to the situation 
in which he found himself in that h 
availed himself of whatever the situation 
and the instructions permitted ; he talked, 
he explored his immediate surroundings 
much as he could, he thought freely and 
when sustained, directed thinking becam 
tiresome, he engaged, in a controlled fas 
ion, in daydreams and fantasy, slept ~ 
soundly and freely, (I am enumerating here 
some of the responses that in fact did form 
a statistically intercorrelated syndrome. 
In studying the personality attributes of 
eight-hour isolation subjects in two separate 
samples by means of a comprehensive as- 
sessment program, we found the adaptiv 
reactors fit, by and large, the theoretical 
model. They showed traits denotin 
strength and richness in their value system, 
their identities and their interests. They — 
showed a good capacity for fantasy and an 
ability to accept inner promptings without 
undue guilt or anxiety. In brief, they 
showed all the ingredients that we general: 
ly associate with the concept of ego 
strength, including a high score on Bar 
Ton’s operational measure of that concept 
(4). The second type of subject—the mal- 
adaptor—was associated with a more het- 
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erogencous assortment of personological 
correlates, The common denominator of 
most of them, however, appeared to be 
some form of general personality malad- 
justment—be it in the guise of tough hy- 
permasculinity, as was the case with our 
sample of college freshmen(34), or prom- 
iscuous homosexuality and the so-called 
“beatnik” syndrome that characterized the 
maladaptor in our sample of unemployed 
New York actors (22). 


INDIRECT EVIDENCE OF DRIVE MOTIVATION 


Did we see subjects who were dominated 
by the drives to the extent that this was 
directly reflected in the verbal outpouring 
of primary process P The answer must be 
no, very little. Perhaps this was so in part 
because we had carefully screened our 
subjects to exclude persons with gross 
pathology or brittle defenses. But I be- 
lieve we saw a good deal of indirect evi- 
dence of drive activation, particularly in 
our maladaptive reactors: the fatigue, de- 
pression and restlessness, the blank periods 
and general cognitive constriction—all 
would seem to denote internal struggle, de- 
fensive, countercathectic mobilization. It 
was striking to hear subjects who, at the 
termination of the experiment, had ex- 
pressed a desire for vigorous activity as 
they left the lab report back the next day 
that they wobbled home and went straight 
to bed—they were that tired! The post- 
isolation apathy, sticky interpersonal qual- 
ity, listlessness that Holt and I have de- 
scribed elsewhere(19) may be seen as 
further evidence for this interpretation. 
Also, I find it most intriguing to speculate 
about the relevance of the presum de- 
fensive struggle, and the diminished quan- 
tity of available attention cathexis that 
this implies, for understanding the differen- 
tial impairment in cognitive performance 
on tests administered at various intervals 
during, or immediately following, isolation. 
Much more work remains to be done on 
this score, but it would appear that the 
functions most implicated are those which 
require prolonged expenditure of effort (of 
the magnitude of at least half an hour or 
so) whether it is a simple vigilance task or 
a more complicated one, requiring active 
reasoning. The least impai ed—indeed, fre- 


quently impr 
quiring highly overlearned, automatized 
responses or complex problems requiring” 
the application of only short-lived effort. 
This observation is certainly in accord with 
the thesis concerning diminished attention 
cathexis. Still further evidence may be 
found in the attention lapses, distractibility 
and other difficulties in concentration that 
characteristically accompany the observed 
performance decrements and the fact that 
the maladaptive isolation reactors are the | 
ones who generally perform worse than the — 
adaptive reactors. 3 

This last mentioned finding highlights, I 
believe, the fruitfulness of analyzing data 
from an individual difference point of 
view particularly in isolation research, 
where negative findings frequently have 
been the order of the day when only group 
comparisons have been made, 

In conclusion, I should like to mention 
the wide variety of areas in which the — 
study of isolation and deprivation has come 
to be involved in one way or another — 
but mostly as a heuristic tool for investiga- 
tion of elusive phenomena. It started out 
as the brainchild of Dr. Hebb at McGill 
University for the exploration of the so- 
called brainwashing process and for put- — 
ting to empirical test some issues growing 
out of his neuropsychological model of be- 
havior(27). Isolation experiments have sub- 
sequently been 
tion of hallucinations and imagery (15, 18, 
19, 41, 54, 55, 56, 60, 6l, 63, 65), body 
disturbances(1), thinking, boredom, — 
bility(7, 9, 15, 17, 20, 21, 35, 42, 
54, 64), therapeutic and clinical applica- 
tions(2, 8, 16, 23, 40), stress and altered — 
states of consciousness(10, 14, 51, 57, 60, 61, 
62), time-orientation(45) and cultural dif- 
ferences( 24, 50 

Perhaps the most heralded application of 
the isolation technique, however, has been 
in connection with the Mercury Astronaut 
which required, as part of its 


image 
suggesti 


program, 


selection procedures, that each candidate 
spend a four-hour period in the isolation 
chamber at the Wright-Patterson Aero- 
space Laboratory (59). Since perceptu; 
rishment will play an increasingly 
cant role as the duration 
travel becomes extended—and 


impove! 
signifi 


IE 


oved functions—are those re- — 


conducted for the explora- — 


pt gl a 


udies involving isolation and confine- 
‘ment will in all likelihood gain in im- 
ortance, 
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The literature contains a number of well- 
documented studies of the adult sex offend- 
er (1, 3, 7, 9). A number of authors also 
have devoted themselves to the general 
area of juvenile sexual deliquency (2, 4, 
6, 10, 11, 12, 13, 16), covering a variety of 
sexual offenses by the young offender. 

With the growing emphasis on the ado- 
lescent in current medical practice, it is 
appropriate to study in detail one specific 
form of sexual deviation at the adolescent 
level, Therefore, we propose to report on 
one aspect of sexual delinquency : 
adolescent boy who sexually molests young 
children, Our paper deals with this subject 
from three major standpoints : a) delinea- 
tion of the syndrome; b) profile and psy- 
chodynamics; and c) guidelines for dis- 
position, treatment and the estimation of 
danger to the community. 


METHOD 

Eighty cases of “adolescent child molest” 
have been seen in the Santa Clara County 
Juvenile Probation Department in psychiat- 
ric consultation during the years 1962 
to 1964. It has been the policy of this de- 
partment to refer all such cases for con- 
sultation to the senior author, who is Con- 
sultant in Psychiatry. Over the years, an 
increasing number of boys have been seen 
who are potential as well as actual menaces 
to children in the community. 

Participation by the investigating proba- 
tion officer in the consultation process has 


been an integral part of the procedure. It 


has been our practice to interview 
parents, if available, and/or either the 
as well as 


guardian or suitable surrogate, 
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SYNDROME OF THE ADOLESCENT CHILD MOLESTER 
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the adolescent boy offender himself. On — 
occasion, other collateral persons having — 
knowledge of the case have been invit 
to participate. ‘Available case material, in- — 
cluding psychological testing, school, Juve- 
nile Hall and court reports, as well as police 
records and other pertinent ancillary ma- 
terial, has been reviewed. 


RESULTS OF STUDY 


Table 1 indicates the 20 variables speci- 
fically studied. These important variables 
are of the “syndrome of the adolescent 
child molester.” A number of prominent 
features emerge from which a profile can 
be drawn. 

The boy adolescent child molester is — 
essentially a “loner.” He has no social — 
peer group activity with either boys or — 
girls of his own age and prefers playing — 
with much younger children. All too fre- — 
quently, his only work experience has been — 
baby-sitting with younger children of his 
own family or with neighbor children. This 
baby-sitting has even included diapering 
and bathing without adult supervision. 
Such activities imply subtle encourage- 
ment, albeit unwitting, by the adults in his 
environment (8, 15). Typically, he is quite — 
naive sexually and there has been a notice- 
able lack of suitable sex education, par- — 

ticularly on the part of the boy’s parents. 

Rather than immaturity isolated in the 
sexual area, our cases demonstrate a “pans < 
immaturity” in the areas of both social < 
functioning and sexual activity generally, — 
Distorted family constellations and person- — 
ality patterns of maladjustment are com- — 
mon, Although he frequently lives with 
both natural parents, the adolescent sex 
offender tends to be identified with his — 
overprotective and dominant mother. Con- 
versely, the father tends to play a passive 
indifferent role in the family constellation. 
The father’s lack of authority, in this re- 

spect, is considered crucial. y 

boy 


Typically, both parents of the à 
defensive and evasive and express little 
or no remorse or concern for the victim. 
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TABLE 1 


Profile of the Boy Adolescent Child Molester 


Range : 12-17 
i Mean age: 144 Total sample : 80 Cases 


Sodomy, oral copulation (active and passive), masturbation (active and Passive), genital 


Bout (DERRANEL fondling, genital intercourse (only 2) 
q Male : 56 Age range : 1-10 
as Female : 68 Mean age : 5.1 
EDUCATIONAL ACHIEVEMENT Very low to fair, always below capacity 
INTELLECTUAL LEVEL LQ.: 75-135 Mean 1.Q. : 108 


iy 
PSYCHOLOGICAL TESTING 


a 


PRIOR J.P.0. REFERRALS 


Passive-aggressive personality traits, confusion regarding sex roles; feminine iden: 
tification ; rarely disorganized ideation 

None : 54 

Others: Child molest, burglary, runaway, cruelty to animals 


PRIOR DELINQUENT BeHaVion None: 30 
Others: Beyond control, child molest, fire setting, indecent exposure, school 
problems 
Upper class : 2 Upper lower : 16 
SOCIOECONOMIC LEVEL Upper middle : 12 Lower lower : 8 
> Lower middle : 42 
With father and mother : 38 
With mother : 14 
With mother and stepfather : 14 
HOME SITUATION 
With father and stepmother : 10 
Foster or relatives ; 4 
« (4 homes considered stable) 
| Only child: 8 4th: 6 
Bamia Paresh Ist: 24 6th: 2 
4 2nd : 28 Tth: 1 
4 3rd: 10 8th: 1 
T Lower Social isolates : 79 
r Active in church and sports : 1 
y RELIGION Catholic : 32 
Protestant ; 48 
ATTITUDE OF PARENTS 
ANO BOY Usually hostile, defensive, excusing, little concern for victim 
-PARENTAL PEDOPHILIC 
j _ EXPERIENCE Three mothers molested as children, one father in prison for child molest 
- ri ae hella Parental sex education, some masturbation admitted, no sexual 


PARENTAL CRIMINAL REcoRD Three mothers jailed, disorderly conduct; one mother jailed, welfare fraud; two 
fathers in prison, burglary 


PSYCHIATRIC TREAT In 

PSYCHOLOGICAL COUNSELING In pe on i 
No action ; a 
Informal supervision : 4 
Relative-foster : 2 
Home on probation ; 36 

DISPOSITION J.P.D. Ranch : 20 
CYA.: 10 
Private institution : 2 
Agnews State Hospital ; 1 


Napa State Hospital : 3 
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They make no effort to communicate with 
the victim's parents. The adolescent him- 
self expresses the same type of defensive- 
ness and even indifference. On frequent 
occasions, he will even attempt to justify 
and to minimize his sexual activity, as well 
as the harm which may have been caused 
the child victim either physically or 
emotionally. 

Although these boys are invariably aca- 
demic underachievers, we have found no 
correlation with intellectual level. LQ. 
scores on either the Wechsler or Stanford- 
Binet tests ranged from 75 to 135. These 
youngsters generally demonstrate a passive- 
aggressive orientation. This is further vali- 
dated by the indulgence of both parents 
as well as by the division of authority 
in which so frequently rewards are given 
without being earned, There is a lack of 
consistent effort, which notably appears in 
poor school grades. 

Socioeconomic level does not appear to 
be a factor in the cases studied, although 
a small majority of the boys are from lower 
middle class families. 

In this sample of child molesters, the 
parents were all Protestant or Catholic 
Caucasians, although very few were devout 
in the practice of their religions. Mexi- 
can-Americans comprise a large percentage 
of this county although very few are re- 
ferred for these offenses. Neither Negro 
nor Oriental boys were referred for child 
molesting, although there are many of them 
in the community. 

Sibling patterns have not appeared rele- 
vant. Few of the parents have had criminal 
records, although the home situations are 
frequently disorganized. j 

There is frequently a good deal of “be- 
yond control” behavior. These youngsters 
psychiatrically tend to act out impulses 
without regard to self-inhibitions‘and self- 
control. 

We have attempted to dissect out the 
aggressive from the passive child molest- 
ers, While other authors, notably Doshay 
(4), have tended to divide sexual delin- 
quency at the juvenile level into those 
pure versus general delinquency patterns, 
(referring to the teenage youngster who 
exhibits delinquency only in the sexual 
area as contrasted with the youngster who 


SPEED AND CLAUDIA BARTELT 

displays general delinquent behavior in k 
addition to the sexual), we have been con- 
cerned with distinguishing between the 
aggressive and the passive child molester. — 
It appears that in most cases a sharp dis- 
tinction can be drawn between these two 
diagnostic categories. When this is done, 
the management and disposition can be 
undertaken with more probability of suc- 
cess, 

In the aggressive child molester, physical — 
violence and sexual expression are closely 
correlated, and his modus operandi clearly 
demonstrates this. The following is a case 
in point. 


Case 1. Bob is a 14-year-old boy of average 
intelligence who had done poorly in 

for some years and had been a chronic be- 
havioral problem to his indulgent parents, He 
saw a little girl, age 5, playing in front of a 
church where her father was employed as a 
maintenance man. The little girl went inside to 
the bathroon and he followed her in, lockiny 
the door behind him. He forced the child 
across the toilet seat and slapping her severely, 
performed an act of anal intercourse upon her, 

Hearing the child scream, the father finally 
rescued her and the boy was brought to Juve- — 
nile Hall by the police. Upon investigation, it 
was ascertained that there had been two pre- 
vious acts of child molest in which the boy had 
used duress. 

Psychological testing revealed the boy had 
strong feelings of hostility and correlated sexu- 
ality with aggression. He was confused as to 
his own psychosexual identity and was unable 
to relate to other people in a meaningful way. 
There was no distortion of his thought process- y 
es and his responses to the stimulus material 
were compatible with reality. 

In the psychiatric consultation, the parents 
were defensive, uncooperative and evin 
little or no concern over the harm that had 
been done by their son to the little girl. The 
mother particularly was overprotective and ex- — 
pressed deep attachment for this oldest of her 
children. 

In addition, there was considerable marital 
discord between the parents and the father had 
left all authority up to the mother. The boy — 
had had no sex education as such from his par- 
ents. He was a social isolate and known by the 
school department for one incident of tor- 
turing an animal. He was also known for 
many incidents of bullying behavior towards 
other children. 
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The parents were defiant of authority and 
their chief interest seemed to be that the boy 
should suffer no consequences as a result of his 
sexually aggressive acting out. i 

Considering the boy's chronicity of misbe- 
havior, his lack of concern and the defensive 
attitude of the parents, as well as the boy’s 
brutal mistreatment of the child, it was the 
psychiatric opinion that he constituted a dan- 
ger to the community and that institutionaliza- 
tion was indicated. The family did not appear 
amenable to psychotherapy and the risk to 
other children in the community was con- 
sidered too great to warrant return of the boy 
home. 

Accordingly, the Juvenile Court judge com- 
mitted Bob to the California Youth Authority 
and he was sent to the diagnostic center for 
more intensive workup. 


Comment. This case demonstrates the 
aggressive, dangerous child molester who 
is not suitable for office psychotherapy and 
who constitutes a danger to the community. 
The object here was heterosexual although 
at the childhood level, The sadistic ele- 
ments are notable and clear-cut in this 
case, Such assaultive and aggressive be- 

__ havior, when combined with sexual activity, 
is, in our experience, a danger signal and 
~ Warrants a classification of the youngster 
in the dangerous category. This is a case 
for correctional treatment with maximum 
Security and imposition of external controls. 
There frequently can be found in the 
history a thread of violence and destruc- 
tive behavior, both internal and external, 
in the aggressive child molester. Frequent- 
ly, the aggressive child molester himself, 
in his formative years, may have been the 
object of physical abuse and violence, es- 
pecially at the hands of one or more par- 
ents, 
In contrast to the aggressive case, the 
passive child molester tends to employ 
touching, stroking, with cajoling and/or 
bribery, but is easily dissuaded. The fol- 
lowing would be a case in point. 


Case 2. Sam is a 15-year-old boy who has lived 
since birth with his mother and grandmother 
in a fatherless home, He had little opportunity 
for masculine identification and was a naive. 
immature boy. i 
He had done considerable baby-sitting in 
the neighborhood, and it was discovered by the 
parents of two little boys that he had attempted 


to have the boys commit fellatio on him: N 
force had been employed and when the cl 
dren refused, he let them alone. 

The boy had no friends in his peer g 
and although an underachiever in school, 
was described as a model boy by the mo 
He helped his grandmother with the don 
tic chores and had no outside interests, 
passive personality traits were evident in 
chological testing and there was no § 
content in the projective data. i 

It was the psychiatric opinion that this b 
needed an opportunity to establish male id 
tification lest he become considerably m 
maladjusted. An environmental change i 
milieu of minimal security with emphasis, 
self-discipline and outdoor activities 
indicated. Accordingly, recommendation ¥ 
made to the Juvenile Court judge that tl 
boy be sent to the ranch system operat 
the Santa Clara County Juvenile Probat 
Department (where psychiatric consultati 
also available). The first few weeks 
difficult for Sam and his mother attempt 
sabotage his placement. When last seen, 
ever, he had begun to show considerable im 
provement and felt more adequate. He 
learning to get along with his contempo) 
as well as with the adult staff. 


maturity with female orientation and 
balanced” oedipal situation (absence | 
father), with a homosexual object at 
childhood level. The general social 
tioning, including the underachievemen 
school, is also notable, x 

There seems to be agreement that th 
adolescent sexual delinquent is general 
immature ( 1, 2, 3, 4, 6, 7, 9, 10, ll, I 
13, 16). Intense, unresolved oedipal prob 
lems are common(1). 

While there is evidence of general 
maturity, for example, underachievi 
in school, play with younger children, : 
there is also immaturity in the psycho 
sexual area. Most acts, even those 
are assaultive and violent, tend not to 
genital but rather “pregenital” in the 
of being of the undifferentiated vari 
with object choice of seemingly little i 
portance, 

Regarding the oedipal situation, 
mothers interviewed haye frequently. 
onstrated both overtly and covertly 5 


x 
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ductive behavior toward their sons(7, 8). 
We saw an extreme example of this in a 
boy who has lived since infancy with his 
mother and his aunt. They kiss and caress 
him until he gets an erection and terrified, 
he then runs out of the room. 

Orientation is neither homosexual nor 
heterosexual. The tender age of the child 
victims and the selection of either sex 
as victim implies amorphous, undifferenti- 
ated sexual attitudes. This finding tends to 
support Freud’s theory of polymorphous 
perversity in psychosexual development 
(5). Whether the adolescent boy selects 
a victim on the basis of a future pattern of 
object relationship, for example, such as 
homosexuality, we simply do not know. 
Our impression, however, would be that 
these patterns do not necessarily represent 
a fixed orientation. They may indicate a 
displacement of unconscious, infantile, de- 
pendent (oral) needs. In our experience, 
attempts at vaginal penetration per se are 
rare, Fellatio, sodomy or general body 
(including genital) fondling were more 
typical. 

Regarding etiologic factors, we are im- 
pressed, as Johnson and Szurek (8, 15) 
were, by the unwitting parental participa- 
tion in the youngster’s delinquency. The 
lack of remorse in both parents the 
boy tends to validate this concept. Where 
remorse is expressed, it is more apt to be 
demonstrated by the passive child molester 
and in itself is a positive prognostic sign. 
It has frequently been our experience when 
questioning boys that the parents have not 
even bothered to admonish him for this 
activity. In our opinion, this indicates a 
subtle, unconscious, vicarious participation 
in these acts. 

On occasion, a rare case of mental ill- 
ness is encountered. The following is an 
example of this in our series. 


Case 3. Ken is a 17-year-old boy who is func- 
tioning far below his intellectual potential and 
who, school authorities , was very 
withdrawn and given to daydreaming. 

This boy was the only child of a woman 
who had had a postpartum psychosis. For 
the two years of her hospitalization, he had 
had a succession of baby sitters. His mother 
was released from the hospital as improved 
but not discharged, and over the years had 
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had lengthy psychiatric treatment. During the 
course of the latter, she divorced her husband, — 

In the psychiatric consultation, the boy dis- 
played some symptoms and signs C 
with the schizophrenic process. The three oc- — 
casions on which he attempted to molest a 
little neighbor girl were relatively minor and 
benign in nature. It was deemed advisable, 
however, that because of the possibility of a 
mental illness, he be placed in a medical set- 
ting. Accordingly, the judge of the Juvenile 
Court committed him to Agnews State Hos- 
pital for a 90-day diagnostic and observation 
period. 

Comment, This is an unusual situation in 
which the mental illness seems to be the — 
primary factor. The child molest incident, 
therefore, would be a product of the illness - 
and symptomatic of it, Treatment here 
would clearly be for the primary psychiat- 
ric disorder. 

The key to proper management and dis- ~ 
position is the differentiation between the 
passive versus the aggressive child molest- 
er, We believe that the aggressive ado- 
lescent child molester is properly handled — 
in probation and correctional channels. — 
These boys represent a potential danger to 
the community and a possible reservoir | 
from which may come those few cases — 
which later result in a homicide. F. 

The senior author saw for the Superior — 
Court (adult level) an 18-year-old youn! 
man who committed a sexual homicide 
an adult married woman, Longitudinal — 
history disclosed that when this young 
man was nine years of age, he had been 
apprehended for threatening a little girl 
with a knife and making sexual demands 
upon her, Such cases suggest the analogy — 
in general medicine of a malignant tumor 
which is better detected early and dealt 
with by radical methods. 

While the psychiatric treatment, at the 
office level, of impulsive behavioral dis- 
orders has not been eminently successful, 
we feel that the passive cases can be prop- 
erly managed in the community in this 
manner, There are a variety of possibilities, 
depending upon the depth of the emo- 
tional disturbance. Psychiatric treatment” 
with collaborative treatment of the 
along standard child guidance lines (15) 
is one. In addition to definitive 
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probation type of services are feasible. The 
authority of the probation officer and the 
Juvenile Court may be therapeutic when 
used in case work’services. 

In many cases, the problem is not so 
much one of the sexual ideation and em- 
phasis of the sexual offense, but more the 
problem of control. Too much delving in 
the psychosexual area in an adolescent boy 
with poor impulse controls may even be 
_ detrimental and harmful. 

There may be nothing abnormal in the 
libidinous aims per se. The distortion may 
occur in the selection of an immature ob- 
ject for expression of sexual impulses, but 
“analysis” may serve unwittingly to stimu- 
late and to provide unconscious sanction 
for such behavior. 


788 
| treatment of the adolescent, case work and 


a 


_ PREVENTION 


A word about prevention is in order, We 
feel there needs to be a greater emphasis 
~ upon the learning of self-control by the 
_ adolescent boy, not only in the sexual area 
but in terms of his efforts to grow and to 
learn a less passive-aggressive way of life. 
While he may need to have more sex 


Parental sexual attitudes in the home 
_ might bear investigation and modification 
_ also, We would urge the discouragement 
of the adolescent boy as a baby-sitter, re- 
gardless of the sex and the age of the 
child involved, Rapaport (14) reported a 
relevant case. 
Finally, we would urge our colleagues, 
= psychiatrists as well as other physicians, 
not to dismiss lightly a case of child molest 
which has come to their attention. In such 
instances, adequate psychiatric study and 
assessment are a sine qua non, While it is 
true that a case of child molest may come 
under the heading of “experimental,” it 
is only after a careful consideration of all 
the factors involved that one may so clas- 
sify it. 


SUMMARY 


We have studied psychiatrically 80 cases 
of adolescent boys who have molested 
children under the age of ten, and have 


described the syndrome and the profile of 
these pedophiles. 

We have distinguished between the ag- 
gressive and the passive child molester, 
The aggressive child molester constitutes a 
danger to the community and is better 
managed in correctional settings. The pas- 
sive child molester can reasonably be 
handled in the community with psychiatric 
treatment and is a proper candidate for 
such disposition. | 

Adequate psychiatric consultation is 
deemed essential, however, before diagno- 
sis and recommendations for disposition 
are made. Each case warrants a careful 
psychiatric scrutiny. 
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FREEDOM 


of men and women ; when it dies there, no 
it ; no constitution, no law, no court can 
t needs no constitution, no Jaw, no court to 
t lie in the hearts 
is not freedom to 
its overthrow. A $ 
eir freedom soon becomes a 
ens few ; as we have learned to our sorrow. 


—Leannep HAND 


men recognize 
freedom is the 


cae demi PREY ae ge ks a , 


_ Accurate diagnosis is a fundamental re- 
_ quirement for prompt, rational and effec- 
__ tive treatment of acutely ill psychiatric pa- 
_ tients. However, correct identification may 
__ be difficult in the early phases of psychiat- 

_ tic illnesses, as neuropathological processes 
_ can resemble so-called functional disorders, 
_ and illnesses without demonstrable organic 
components may mimic the clinical char- 
acteristics of brain lesions(2, 3, 4, 5). Also, 
e acute psychiatric patient is often hard 
examine and the findings of some of the 
dinarily used diagnostic procedures, such 
as mental status examinations, electroen- 

ephalographic studies and 


tests as well as the incidence and type of 
_ organic disorders to be expected in acutely 
by the clinical psy- 


a } The subjects of the study were 107 pa- 
_ tients randomly selected(every 20th entry ) 
E from the admissions to an acute psychiatric 
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ORGANIC COGNATES OF ACUTE PSYCHIATRIC ILLNESS 


IVER F. SMALL, M.D., JOYCE G. SMALL, M.D., STANTON P, FJELD, Px.D., 
anD MARY P. HAYDEN, R.N. 


hospital which serves an adult, racially 
mixed indigent population. Within 48 hours 
of admission patients were independently 
evaluated by three different examiners, 
each using one of the following methods; 
a) clinical examination, which included psy- 
chiatric interview, mental status examination 
and neurological examination; b) psy- 
chological testing, which included the Ben- 
der-Gestalt, Graham-Kendall and Benton 
tests and an estimate of intelligence; and 
c) waking and sleep electroencephalograms 
with hyperventilation and photic stimula- 
tion procedures, Each examiner was with- 
out knowledge of the results of any other 
evaluations until all findings, scores and 
interpretations were recorded. 

Psychiatric examinations were conducted 
according to a standard system of diagnos- 
tic interviewing which is published else- 
where(6). Nosologic criteria and specific 
indications of possible organic impairment 
were marked on a checklist at the conclu- 
sion of each interview. Mental status ex- 
aminations were considered as showing 
typical indications of organic brain disease 
if three or more of the following criteria 
were considered to be present: memory 
defects, disorientation, affective lability, 
poor intellectual performance, confusion, 
clouding of consciousness and impaired 
practical judgment. If none of these fea- 
tures was observed, the mental status was 
recorded as nonorganic or functional. I 
one or two of the items were checked, the 
findings were considered to be equivocal. 
The neurological examination was then per- 
formed and the results recorded on a stand- 
ard form. > 

The psychologist administered to each 
patient the Vocabulary and Digit Span sub- 
tests of the Wechsler Form 1, followed by 
the Bender-Gestalt, Graham-Kendall and 
Benton tests, which were given in counter- 

anced order to control for practice ef- 
fects. These were scored according to stand- 
ard criteria described in detail by Brilliant 
and Gynther(1). If any two of the three 


test scores were “positive for organicity,” 
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psychoses without indications of organic 

impairment on psychiatric, EEG or psy- 
chological examinations. A clinically non- 

organic mental status was associated with 

a normal EEG in 52 percent of the cases 

and with a negative psychological test re- 

sult in 75 percent. An organic mental status 
Was associated with an abnormal EEG also 
_ in 52 percent of the cases and organic psy- 
chological test results in 73 percent. When 
the result of the mental status examination 
was equivocal, the EEG was abnormal in 

39 percent and the psychological tests ab- 
_ normal in 31 percent of these patients. Age 
_ differences did not produce important dif- 
_ ferences in the rates of agreement between 
_ the mental status, EEG and psychological 
_ evaluations, 

_ The distribution of the rated criteria sug- 
_ gestive of organicity in the mental status 
_ examination is shown in Table 3. Equivocal 
_ (one or two criteria) and organic (more 
_ than two criteria) mental status findings 
_ are considered in terms of the final diag- 
noses, Schizophrenic patients showed de- 
fects in intellectual functioning, impair- 
ment of judgment and confusional states, 
_ Other defects such as affective lability or 
_ irritability were not recorded as occurring 
= in schizophrenics, and impaired 
and disorientation were rarely seen. In 
= alcoholics the 


_ gories, ; 
~ The EEG findings were scrutinized in 
_ relation to circumstances of 


clinical data and the findings of the mental 
status and psychological examinations, 
Waking EEG studies revealed the essential 
pathological features in all but two cases, 
Sleep studies were abnormal in 12 of the 
27 records with focal or generalized par- 
oxysmal abnormalities, Activation with 
photic stimulation and hyperventilation oc- 
curred in nine cases, mostly in patients with 
focal paroxysmal abnormalities. Twenty- 
one patients were taking chlordiazepoxide 
hydrochloride (Librium), 29 were on 
phenothiazines, eight had received seda- 
tives or anticonvulsants and seven were tak- 


ing other drugs prior to EEG studies, Dif- 
fusely abnormal EEGs without focal or 
paroxysmal features were associated with 
chlordiazepoxide hydrochloride intake in 
14 out of 20 cases. The occurrence of focal 
and/or paroxysmal abnormalities was not 
related significantly to medication intake 
except for a lower incidence of these find- 
ings in the patients taking chlordiazepoxide 
hydrochloride (alcoholics). The dosage 
levels, mode of administration and dura- 
tion of treatment with medication were not 
found to be correlated with the clinical 
EEG diagnoses. 

Abnormal EEG findings were reviewed 
in terms of their site, lateralization and ex- 
tent as well as in relationship to paroxysmal 
features (abrupt voltage differences) or 
diffuse abnormalities. Sixty-nine percent of 
the focal EEG abnormalities were associat- 
ed with organic disorders and 31 percent 
with functional psychiatric illnesses. In 
cases with focal EEG abnormalities, the 
mental status examination and psychologi- 
cal findings revealed evidences of organic 
dysfunction in 88 percent and 83 percent 
respectively, Of the six patients with known 
or questionable seizures, five had focal par- 
oxysmal EEG abnormalities. 

Although the subcategories of EEG ab- 
normalities are too small to draw firm con- 
clusions, there was also a trend for the 
more widespread EEG abnormalities 
(quadrantic or hemispheric abnormalities 
or localized and/or paroxysmal features 
plus other abnormalities) to be associated 
with organic mental status and psychologi- 
cal test findings. The patients with normal 
EEGs and those with diffuse background 
abnormalities were found to differ some- 
what from the patients with organic dis- 
orders, in that they had more functional 
diagnoses, the results of their admission 
mental status and psychological examina- 
tions tended to be nonorganic and they 
were somewhat younger in age. This could 
all be explained by the data obtained from 
the alcoholic patients. Normal EEG find- 
ings were present in 13 of 36 patients with 
alcoholism and another 13 showed diffuse 
background abnormalities, EEG findings 
were not found to be related to the pres- 
ence or absence of brain syndromes in the 
alcoholic group. P 
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One hundred selected (one of every 20) 
admissions to an acute psychiatric hospital 
were evaluated by means of independent 
psychiatric and neurologic, EEG and psy- 
chological examinations. Fina! diagnoses 
were established by means of longitudinal 
studies. It was determined that: 1) 60 per- 
cent of patients had no demonstrable or- 
ganic brain disorder; 2) 20 percent had 
chronic brain disorders; 3) ten percent 
had acute brain disorders, mostly associated 
with alcoholism; 4) seven percent had 
functional mental illnesses in the presence = 
of known central nervous system pathok = 
and 5) three percent could not be = 
ified as either with or without brain 


Mental status examinations on admit 
sion which revealed no evidence of organie 
dysfunction were associated with final di- 
agnoses of functional mental illness with 
rare exceptions, Admission mental status 
examinations showing defects of memory 
and typical changes in affeet were signifi- 
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cantly more often associated with defn: t, is abo predictive of a 


able brain damage, Impaired intellectual it 
functioning and defects of judgment and 3 

states of confusion were encountered in 
both organic and functional disorders, espe- 
cially in acute schio p EEG pol 
malities were present in percent of pa- 
tients with organic va rag Normal 
EEGs in this group (40 percent) were asso- 
ciated with acute and chronic brain syn- 
dromes associated with alcoholism and 
acute brain disorders related to a 
amine intoxication. Forty percent << 


tients without known diagnoses 
displayed EEG pete = Psychological 
greed with 
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orders, Disagreement of 

results with the final diagnosis was 
to occur in acutely 

and alcoholics, 


These findings can provide some 
lines for clinical practice in similar 
An admission 
which reveals no 
ganic brain disorder is 
with a final diagnosis of 
illness.” A mental status 
done at the time of admission 
shows characteristic Indications 


associated with 


The Mental Health Center of the Illinois 
Jepartment of Mental Health is responsi- 
ble for the management of large numbers 
_ of patients who are conditionally discharg- 
ed from the state mental hospitals. For 
example, during the fiscal year 1963-64, 
a total of 1,253 such patients was seen at 
the clinic. To help deal with these patients, 
"to try to help them to maintain their re- 
issions and remain in the community, 
innovative efforts are needed on the part 
of mental health workers. One of these 
efforts was the establishment by a psy- 


iatric team, in September 1963, of a 
up approach to their management, 
Most of the patients treated in the men- 
tal health programs of the states are schiz- 
-ophrenics. This is true for our clinic as 
well. There are differences of opinion re- 
garding the applicability of group treat- 
ment methods to schizophrenic patients. 
lavson (6), using a psychoanalytic frame 
of reference, questions whether psycho- 
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nea y the 121st annual meeting of the Ameri- 

can Psychiatric Association, New Yı y 

3-7, 1965. aa 
The authors are with the Mental Health Ce: 

State of Illinois Department of Mental Health, 

2449 West Washington Boulevard, Chicago, Il. 
Jeanine H. Gavin, Ph.D., rendered consultative 

assistance in the statistical portion of this study, 
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identification with the leader is a promi- 
nent phenomenon. This identification, they 
state, carries with it significant elements 
of the primary identification of childhood, 


where the totally dependent infant has a 
reliable mother who is in sufficient con- 
tact with her own dependent and mother- 
ing self and who takes initiative appropri- 


ate to the child’s needs. 

According to Frank (2), groups offer a 
wider range of therapeutic experiences 
which may coincide with a greater number 
of individual needs and give the patient 
more of a feeling of freedom and responsi- 
bility while fostering a sense of belonging. 
Spotnitz (7) criticizes social isolation as 
a treatment method for severely disturbed 
people. He feels that, in the group, the 
psychotics’ resistances can and should be 
supported and reinforced. 

Wolman (10) believes that group psy- 
chotherapy has the advantage of many 
transferences. For this reason, selection 
should be limited, he states, to those who 
can stand the group and vice versa. The 
latent schizophrenic experiences new re- 
lationships and develops more favorable 
balances between giving and receiving. 
Group activity facilitates the interpreta- 
tion of hostility which is so prevalent in 
these patients. He concludes that group 
psychotherapy strengthens the ego of the 
latent schizophrenics. 

Standish and Semrad (8) state that groups 
help the patient relate himself to others, 
encourage the expression of hostility and 
the release of other feelings and provide 
an atmosphere of interchange in which 
they learn how to deal with others effec- 
tively. Johnson (3) writes that the group 
creates an arena for increased socializa- 
tion, fosters new identifications with peers 
and with the group therapist, diminishes 
feelings of isolation, encourages participa- 
tion and release of feelings and creates 4 
mutually cooperative spirit of problem- 


solving. Dilution of transference feelings — 
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1966 ] 
in groups reduces anxiety and facilitates 
greater interaction. 

The problem of the effectiveness of group 
therapy is, as yet, unresolved, Zubin (11) 
pointed out the difficulties and problems 
in evaluating treatment results, noting that 
there is no uniformity of opinion as to the 
definition and measurement of terms such 
as “recovered,” “cured,” “improved” and 
the like. Evaluation of these factors is very 
subjective and depends upon clinical ap- 
praisals rather than on objective factors. 
Moreover, individuals closely involved in 
the outcome are often closely involved in 
the crucial evaluations. He states that a 
group of patients undergoing a specific 
treatment cannot alone serve as a criterion 
for the effectiveness of that therapy. There 
must be a comparable group of untreated 
cases contrasted with the treated group. 

In spite of these evaluation problems, 
two authors have reported a favorable out- 
come in the use of group therapy with 
posthospital patients. Pinney (4) writes 
about an open-ended group of six, con- 
sisting of outpatient schizophrenics aged 
20-35, discharged from Brooklyn State Hos- 
pital. They had high school educations and 
were chosen for their degree of motivation 
and insight. He describes their feelings as 
dependent, ambivalent and passively ag- 
gressive. Positive transferences were en- 
couraged, and delusions and hallucinations 
were treated as real feelings. The patients 
tended to think of the group as something 
other than therapy, ie, à regular social 
group. A total of 16 were members. One re- 
turned to the hospital, three dropped out 
and the remaining 12 stayed in the group 
for seven months or more. The author's 
criterion of success was the patient's ability 
to stay out of the hospital. s 

Talmadge (9) reports on a therapeutic 
group started by a psychologist in an out- 
patient setting to cope with the heavy psy- 
chiatric readmission rate at the Salt Lake 
General Hospital. Through his active lead- 
ership, the group took hold, attained an 
identity of its own, helped members to. 
reestablish and maintain themselves in the 
community, then sought a meeting place 
elsewhere and engaged a professional con- 
sultant as a resource person. This self- 
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direction was attained through active pro 
fessional help and called for continued, ~ 
active, “low pressure” guidance. Success 
here, too, was evaluated in terms of re- 
maining out of the hospital, as well as be- 
coming more independent. 4 

A precedent for our treatment method 
can be found in the work of Cretekos and ~ 
associates (1) at the medication clinic o 
Metropolitan Hospital in New York. They 
felt, as we do, that the discharged patient 
continues to have problems in adjusting to 
the demands of our society. They also felt, 
as we do, that seeing the patient in the 
brief, stereotyped drug renewal interviews 
that usually constitute patient aftercare 
was inadequate. Therefore, in January 1963 — 
they established a policy of seeing most of © 
their patients in groups. Their groups were — 
open-ended and consisted of six to ten ~ 
patients who met for an hour. The composi- — 
tion of each group varied serially. The | 
patients were given appointments at vari- 
ous intervals, according to their needs, 
that the composition of the group each 
patient was in varied from appointment 
to appointment. New patients were in- — 
troduced immediately into the group situa- — 
tion. 

The groups were led by a psychiatrist 
‘and a social worker to highlight the con- 
trast between psychiatric problems and so- 
cial welfare problems. Prescriptions were | 
written by the psychiatrist during the group — 
meetings. Cretekos and associates found — 
that with increased therapist-patient con- 
tact, the therapist became more knowledge- — 
able about the patients. He had a more 
extended opportunity to observe the pa- — 
tients’ social interaction. Increased know- 
ledge gave the therapist a good basis for 
modifying medication dosage, for deter- 
mining the frequency of visits that were — 
needed and for interpretative activity. Suc- | 
cess was evaluated in terms of staying out 
of the hospital, increased ability to com- 
municate with others and increased insight 
into problems. In none of the three studies 
just described was there any comparison 
with controls. ii 

Our study employed an experimenté 
sample of 45 patients and an equal number 
of controls matched for age, sex, race, 


as 


GROUP TREATMENT 


NE R ES T 
F CONDITIONALLY 


DISCHARGED PATIENTS 


marital status and diagnosis. Both samples 
= were seen at the clinic during the same 

_ period of time. The experimental sample 
was treated by the group approach, while 
__ the control sample received no group treat- 
ment. The groups were compared as to a 
number of variables which included: re- 
turn to the hospital, receiving of absolute 
_ discharge, mean number of months during 

the conditional discharge period that they 
remained out of the hospital, whether or 
not employed after 12 months, number of 
clinic contacts, chronicity of illness (i.e., 
= total number of months of all hospital- 
= izations, for each patient) and whether or 
_ not the patients received drugs. 


METHOD 


The patients from which the experiment- 
al sample of 45 was selected were referred 
to the team alphabetically, in a random 
fashion, by an administrative clerk. They 
had been referred to the Mental Health 
Center for follow-up during their period 
= Of conditional discharge by several state 
_ hospitals. The patients and the people to 
= whom they were released were given ap- 
_ Pointments for an initial group orientation 
_ and diagnostic meeting to be held at 9:00 
a.m. on a Wednesday. Appointment notices 
= were sent to eight to 13 patients, but not 

all of the patients responded. The sizes of 
‘the groups varied, ranging from four to 19, 
The patients and their relatives or guardians 
were seen together in the group meetings. 
They did not expect a group setting. Lead- 
ing the meetings were the psychiatrist, 
psychologist and one of the three social 
workers, 

The orientation meeting was used in a 
variety of ways, It served to inform the 
group of the services the clinic had avail- 
able. It also served to give fairly lengthy 
samples of the behavior of the group mem- 
bers, from which inferences could be made 
as to the functional capacity of the patient, 
relationship with relatives and areas of 
functioning which the clinic might be 
helpful in maintaining or improving, 

Much time was allowed for questions 
and discussion on the part of the group 
members, and discussion was both facilitat- 
ed and encouraged by the group leaders, 


After the meeting (which lasted for an 
hour) adjourned, the group leaders con- 
ferred about how to be most helpful to the 
group members and arrived at preliminary 
treatment plans for each patient and, if 
appropriate, for the relative concerned, 
Following the conference of the group 
leaders, each patient, with or without the 
relative, was seen by the psychiatrist and, 
at times, a social worker. During this in- 
dividual interview the preliminary treat- 
ment plan was revised, if needed, in ac- 
cordance with any new insights that might 
have been gained by the group leaders. 

Patients were referred to appropriate 
clinic services (to be discussed later), All 
those patients who were willing to be seen 
in a group were referred to the monthly 
group therapy meetings and were seen by 
the psychiatrist and one of the social work- 
ers at each meeting. The groups, consisting 
of five to nine members, were open-ended 
and of slowly changing composition. 
The social workers seeing the therapy 
groups remained the same, but they rotated 
at the orientation meetings. Following the 
hour-long therapy session, the members 
were seen by the psychiatrist individually 
for a brief period during which medication 
was discussed. If a patient missed a meet- 
ing, a separate appointment was arranged 
which was followed by an appointment 
for the next group meeting. Attempts were 
made to keep the group together, e.g, all 
of the patients who were seen together in 
a particular orientation group were kept 
together as a therapy group throughout 
the year. This approach differs from that 
of Cretekos and associates (1), whose 
groups did not show any constancy of 
composition. 

Data were gathered on 45 patients who 
Started in the monthly groups during the 
period from September 1963 to March 
1964. Factors noted were: age, sex, race, 
marital status, diagnosis, religion, number 
of years of education, occupation, number 
of past hospitalizations, total length of all 

hospitalizations, length of the hospitaliza- 
tion just preceding the conditional dis- 
charge, number of clinic contacts, whether 
or not the patient received medication from 
the clinic, whether or not he was employe 
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‘after one year of conditional discharge, 
whether or not an absolute discharge (re- 
ceived after completion of one year of 
‘conditional discharge) was given, length 
of time the patient stayed out of hospital 
and whether or not the patient returned to 
the hospital. 


an equal number of control patients, seen 
during the same time period, who were 
matched for age, sex, race, marital status 
and diagnosis, and who did not receive 
any group treatment. 

The characteristics of the experimental 
and control samples were as follows. 

Age. There were 45 members in each 
sample, ranging in age from 17 to 66. 
In each sample there were three members 
in the age range 10 to 20, seven between 
the ages of 21 and 30, 12 between 31 and 
40, 11 between 41 and 50, nine between 
51 and 60 and three between 61 and 70. 
This approximates a normal distribution. 
Sex. Each sample had 11 males and 34 
females. 

Race. There were 22 
whites in each sample. 
Marital status, In each sample, 12 were 
single, 18 were married, four were divorced, 
four were separated and seven were wid- 
owed. 

Diagnosis. In each sample 39 were di- 
agnosed as having schizophrenic reactions, 
three with chronic brain syndromes, two 
with involutional psychotic reactions and 
one with a psychotic depressive reaction. 


Negroes and 23 


RESULTS 


The results of our study are shown in 
Table 1. The Chi-square technique was 
used to determine significance. To de- 
termine the effectiveness of the group ap- 


"e 


Experimental and Control Gro! 


CRITERIA 


Returned to hospital 

Received absolute discharge 

Mean number of months on conditional discharge 
Employed after 12 months of conditional discharge 


a. 


These same factors were recorded for ` 


proach, we decided to use the criteria 
shown in Table 1. k 

Return to hospital. It can be seen that 
in the experimental sample, where the 
group approach was employed, nine pa- 
tients returned to the hospital. In the con- 
trol sample, which received no group treat- 
ment, 17 patients returned to the hospital. 
This difference is significant at the .05 
level of confidence. 

Receiving of absolute discharge. Table 1 
shows that 36 members of the experimental 
sample received their absolute discharges 
after a year of conditional discharge. In — 
the control sample, 23 members received 
their absolute discharges. This difference 
is significant at the .01 level. 

Mean number of months out of hospital 
during conditional discharge period. Table 
1 shows that the experimental sample stay- 
ed out a mean of 10.82 months and the 
control sample stayed out a mean of 9.73 
months. While this difference is not signifi- 
cant, a trend is indicated, and the signifi- 
cance of the difference was calculated to 
be very near the .10 level. 


er 12 months of con- 


Employment aft 
ditional discharge. Table 1 shows that 12 — 


patients in the experimental sample were 
employed, while 13 patients in the control 
sample were employed. This difference is 
not significant. In arriving at these figures, — 
housewives were not considered. When 
they were considered, their influence was 
found not to result in any difference be- 
tween the samples. 

We thought it might be fruitful to ex- 
amine certain of the variables which may 
have influenced the results, The samples 


clinic contacts, I 
ceived medication and the chronicity of 


TABLE 1 
ups Compared to Determine Effectiveness of Group Therapy 
— 
CHI-SQUARE 
EXPERIMENTAL CONTROL SIGNIFICANCE 
9 17 05 5 
` 36 23 01 
10.82 9.73 Trend 
12 13 Not significant 
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marital status and diagnosis. Both samples 
vere seen sit ee 
= period of time, The experimental sample 
was treated by the group approach, while 
the control sample received no group treat- 
ment. The groups were compared as to a 
number of variables which included: re- 
- turn to the hospital, receiving of absolute 
_ discharge, mean number of months during 
the conditional discharge period that they 
remained out of the hospital, whether or 
not employed after 12 months, number of 
clinic contacts, chronicity of illness (i.e., 
total number of months of all hospital- 
izations, for each patient) and whether or 
not the patients received drugs. 


The patients from which the experiment- 
al sample of 45 was selected were referred 
to the team alphabetically, in a random 
= fashion, by an administrative clerk. They 
had been referred to the Mental Health 
_ Center for follow-up during their period 
of conditional discharge by several state 
hospitals. The patients and the people to 
whom they were released were given ap- 
_ pointments for an initial group orientation 
_ and diagnostic meeting to be held at 9:00 

a.m, on a Wednesday. Appointment notices 
were sent to eight to 13 patients, but not 
_ all of the patients responded, The sizes of 
_ the groups varied, ranging from four to 19. 
_ The patients and their relatives or guardians 
_ Were seen together in the group meetings. 

They did not expect a group setting, Lead- 
f pi: the ne sit ne psychiatrist, 
psy! and one of the three socia 

workers, ! 


The orientation meeting was used in a 
variety of ways. It served to inform the 
group of the services the clinic had avail- 
able. It also served to give fairly lengthy 
d samples of the behavior of the group mem- 

bers, from which inferences could be made 
as to the functional capacity of the patient, 
with relatives and areas of 
functioning which the clinic might be 
helpful in maintaining or improving. 
Much time was allowed for questions 
and discussion on the part of the group 
i members, and discussion was both facilitat- 


i ed and encouraged by the group leaders. 
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After the meeting (which lasted for an 
hour) adjourned, the group leaders con- 
ferred about how to be most helpful to the 
group members and arrived at preliminary 
treatment plans for each patient and, if 
appropriate, for the relative concerned, 
Following the conference of the group 
leaders, each patient, with or without the 
relative, was seen by the psychiatrist and, 
at times, a social worker. During this in- 
dividual interview the preliminary treat- 
ment plan was revised, if needed, in ac- 
cordance with any new insights that might 
have been gained by the group leaders. 

Patients were referred to appropriate 
clinic services (to be discussed later). All 
those patients who were willing to be seen 
in a group were referred to the monthly 
group therapy meetings and were seen by 
the psychiatrist and one of the social work- 
ers at each meeting. The groups, consisting 
of five to nine members, were open-ended 
and of slowly changing composition. 
The social workers seeing the therapy 
groups remained the same, but they rotated 
at the orientation meetings. Following the 
hour-long therapy session, the members 
were seen by the psychiatrist individually 
for a brief period during which medication 
was discussed. If a patient missed a meet- 
ing, a separate appointment was arranged 
which was followed by an appointment 
for the next group meeting. Attempts were 
made to keep the group together, e.g., all 
of the patients who were seen together in 
a particular orientation group were kept 
together as a therapy group throughout 
the year. This approach differs from that 
of Cretekos and associates (1), whose 
groups did not show any constancy of 
composition. 

Data were gathered on 45 patients who 
started in the monthly groups during the 
period from September 1963 to March 
1964. Factors noted were: age, sex, race, 
marital status, diagnosis, religion, number 
of years of education, occupation, number 
of past hospitalizations, total length of all 


hospitalizations, length of the hospitaliza- 


tion just preceding the conditional dis- 
charge, number of clinic contacts, whether 
or not the patient received medication from 
the clinic, whether or not he was employed 


one year of conditional discharge, 
er or not an absolute discharge (re- 
eived after completion of one year of 

tional discharge) was given, length 
time the patient stayed out of hospital 
whether or not the patient returned to 
e hospital. 


‘an equal number of control patients, seen 
during the same time period, who were 
atched for age, sex, race, marital status 
nd diagnosis, and who did not receive 
y group treatment. 
The characteristics of the experimental 
and control samples were as follows. 
Age. There were 45 members in each 
ample, ranging in age from 17 to 66. 
"In each sample there were three members 
“in the age range 10 to 20, seven between 
"the ages of 21 and 30, 12 between 31 and 
40, 11 between 41 and 50, nine between 
51 and 60 and three between 61 and 70. 
_ This approximates a normal distribution. 
Sex, Each sample had 11 males and 34 
females. 
© Race. There were 22 Negroes and 23 
whites in each sample. 
Marital status. In each sample, 12 were 
= Single, 18 were married, four were divorced, 
_ four were separated and seven were wid- 
owed, 
= Diagnosis. In each sample 39 were di- 
~ agnosed as having schizophrenic reactions, 
three with chronic brain syndromes, two 
with involutional psychotic reactions and 
_ one with a psychotic depressive reaction, 


_ RESULTS 


The results of our study are shown in 
_ Table 1, The Chi-square technique was 
used to determine significance. To de- 
_ termine the effectiveness of the group ap- 
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These same factors were recorded for ` 


proach, we decided to use the criteria 


shown in Table 1. 
Return to hospital. It can be seen that 


in the experimental sample, where the | 


group approach was employed, nine pa- 


tients returned to the hospital. In the con- J 


trol sample, which received no group treat- 
ment, 17 patients returned to the hospital. 
This difference is significant at the .05 
level of confidence. 

Receiving of absolute discharge. Table 1 
shows that 36 members of the experimental 
sample received their absolute discharges 


after a year of conditional discharge. In — 


the control sample, 23 members received 
their absolute discharges. This difference 
is significant at the .01 level. 

Mean number of months out of hospital 
during conditional discharge period. Table 
1 shows that the experimental sample stay- 
ed out a mean of 10.82 months and the 
control sample stayed out a mean of 9.73 
months, While this difference is not signifi- 


cant, a trend is indicated, and the signifi- ~ 
cance of the difference was calculated to — 


be very near the .10 level. 

Employment after 12 months of con- 
ditional discharge. Table 1 shows that 12 
patients in the experimental sample were 


employed, while 13 patients in the control — 


sample were employed. This difference is 
not significant. In arriving at these figures, 
housewives were not considered. When 
they were considered, their influence was 
found not to result in any difference be- 
tween the samples. 

We thought it might be fruitful to ex- 
amine certain of the variables which may 
have influenced the results. The samples 
were therefore compared as to number of 
clinie contacts, whether or not they re- 
ceived medication and the chronicity of 


TABLE 1 
Experimental and Control Groups Compared to Determine Effectiveness of Group Therapy 
TES 
CRITERIA EXPERIMENTAL CONTROL IONIFICARDE 

to hospital a 9 17 05 

absolute discharge 36 23 ol 
number of months on conditional discharge 10.82 9.73 Trend 
oyed after 12 months of conditional discharge 12 13 Not significant 

discharge extended 5 
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their illness (total number of months of all 
hospitalizations). E R ; 
Number of clinic contacts. The experi- 
mental sample showed a mean of 11.33 
clinic contacts, while the control sample 
showed a mean of 6.58 clinic contacts. This 
- difference is significant at the .01 level. 

Use of medication. The experimental 
sample had 41 members who received med- 
ication. In the control sample 37 members 
received medication. This difference proved 
not to be significant. 

Chronicity. In characterizing our sam- 
ples on the basis of total months of all 
hospitalizations, it was found that 13 of 
_ the experimental sample had been hospital- 

_ ized less than 12 months. The same was true 
_ for 21 of the control sample. In the experi- 
mental sample 21 patients were hospitalized 
_ for a period that varied between 12 and 35 


g 


_ months in length, while there were 15 such 
patients in the control sample. Ten of the 
_ patients in the experimental sample had 
been hospitalized for 36 months or longer, 
as had eight of the controls. Thus 31 pa- 
_ tients of the experimental sample had a 
_ total hospital experience of 12 months or 
longer, while this was true for 23 patients 
of the control sample. While not statistical- 
__ ly significant, this does indicate a tendency 
_ for the experimental sample to have a long- 
er history of chronicity than the controls. 


DISCUSSION 


The results indicate that where the group 
approach was used, a significantly higher 


_ number of the patients in the experimental 


~ sample stayed out of the hospital and re- 
~ ceived their absolute discharges as com- 
_ pared to the control sample. In additi 
_ there was’a tendency for the experimental 
= sample to stay out of the hospital longer 
_ than the control sample. Our primary ob- 
jective in contacts with conditionally dis- 
_ charged patients was to facilitate their 
_ remaining in the community for the entire 
year of their conditional discharge so that 
they could obtain their absolute discharges 
It would seem from these results that the 
group approach, for this population, was 
superior in accomplishing our objective to 
a cae in which no group treatment was 
used. 


In an attempt to arrive at some under- 
standing as to what extent the group ap- 
proach in itself was the determining fac- 
tor in the results, we compared the groups 
on a number of variables that might have 
influenced the outcome. We found signifi- 
cantly more clinic contacts in the experi- 

*mental sample. This result seemed to be 
inherent in the general outcome of ow 
approach. If the experimental sample re- 
ceived more absolute discharges, returned 
to hospital less and stayed out longer, 
then it can follow that they attended the 
clinic more than the contro] sample. It can 
also be argued that it was the greater 
number of contacts rather than the group 
approach that contributed to the success 
of the experimental sample. Further argu- 
ments can be given on both sides. In any 
case, it can be said that, for whatever rea- 
son, a geater number of clinic contacts was 
associated with a larger number of ab- 
solute discharges, a lower number of re- 
turns to the hospital and more months of 
residence in the community in the sample 
of patients with whom the group approach 
was employed. 

When the samples were compared for 
receipt of medication from the clinic, no 
significant difference was found. This 
would tend to rule out the receipt of med- 
ication as being associated with any differ- 
ences in outcome between samples. 

When the samples were compared for 
length of illness, more patients in the ex- 
perimental sample had a total hospital 
experience of over one year than did the 
patients in the control sample. The experi- 
mental sample can thus be assumed to be 
the more chronically ill of the two. Despite 
this, the previously described results were 
obtained, 

It would appear, then, that even though 
there wa no significant difference between 
samples in receipt of medication, and even 
though the experimental sample had more 
members in it with a longer experience of 
hospitalization than did the control sample, 

the experimental sample, with whom the 
group approach was used, had significantly 
more clinic contacts, got significantly more 
absolute discharges, had significantly fewer 
returns to the hospital and tended to remain 
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in the community longer than did the con- 
trol sample. 

Our group approach to the treatment of 
conditionally discharged patients evolved 
out of a dissatisfaction with the brief, stere- 
otyped individual interviews that usually 
constituted patient aftercare. We felt that 
we did not get to know our patients well 
enough in the limited time we had available 
to see them. Considering the large number 
of patients we had to see, there was too 
little time available for each patient. We 
also felt that the patients did not get to 
know the clinic well enough so that they 
could resolve any suspicions or anxieties 
they might have about us and thus become 
able to avail themselves more fully of the 
services the clinic had to offer. These serv- 
ices include: medication supervision and 
supply, individual psychotherapy, more in- 
tensive group psychotherapy, monthly 
group treatment, group therapy for rela- 
tives, activity and recreational therapy, vo- 
cational counseling and referrals to other 
community facilities. 

Since we were looking for a better way 
to give more adequate care to the large 
number of conditionally discharged patients 
within the limitations of time available to 
see them, we decided to try the group 
method as a more efficient means of provid- 
ing service. We were able to see eight pa- 
tients in the time it previously took to see 
five. In addition, the patients were seen for 
a longer period than the usual individual 
interview. 

Aside from time considerations, we felt 
the group approach would be more approp- 
riate for our patients in terms of meeting 
their needs. The group setting provided a 
situation in which the patient could partici- 
pate or not as he wished, It fostered identi- 
fication with and interest in the other pa- 
tients in the group, and a diminution in re- 
luctance to use the clinic. Thus group mem- 


bers gained support from each other and’ 


were willing to maintain contacts with the 
clinic, 

The supportive nature of the group was 
fostered by the therapists, who tended to 
be warm, active and giving, rather than 
silent, neutral and analytic. The therapists 
served as identification models and were 


responsive as “people” rather than as “ther- 
apists.” The therapists tried to establish an 
aura of hopefulness and good feeling rather 
than to concentrate on the illness of the 
various group members. We did not ignore 
illness, however. When illness appeared, 
we helped patients to deal with it in a 
more realistic manner. 

The presence of more than one therapist 
in the orientation and the monthly groups 
made for more complete observation, con- 
sensually validated clinical appraisals and 
more considered referral and disposition — 
decisions. Enthusiasm and improved com- 
munication among team members was a 
result. This enthusiasm had a favorable ef- 
fect on the patients. In the groups, the 
therapists supported each other, enabling 
them to be more consistently giving. 

The usual course of a patient’s experience 
in the group program was characterized 
initially by shyness and reticence in both 
the orientation’ meeting and the first few 
monthly group meetings. Later on, an easi- 
er, warmer relationship developed. Some 
patients and their relatives used the orien- 
tation group meetings to act out their hos- 
tile relationships to each ‘other, airing their 
grievances against each other and tending 
to employ the group as a judicial body. In 
the monthly groups, the patients engaged 
in interpersonal interaction with the other 
group members. Some group members es- 
tablished extra-group contacts with other 
members of their group and other people 
in the community. Some patients elected to _ 
continue with the groups after the termina- 
tion of their conditional discharge periods, 
when they had received their absolute dis- 
charges. 

Our philosophy differed in several par- 
ticulars from that of Cretekos and associ- 
ates(1). Our patients came to regular group — 
meetings in which the group composition 
was fairly constant. We felt that this fos- — 
tered the development of a sense of stabil- — 
ity, identification and mutual interest. This _ 
helped to reduce anxieties in relating to the — 
clinic, which encouraged regular clinic con- | 
tacts and thereby the eventual achievement — 
of an absolute discharge status (called by — 
more than one patient, “my freedom”). We 
do not see any demarcation, as Cretekos 


Ag 


GROUP TREAT 


and associates(1) apparently do, between 


psychiatric and social welfare problems. 
Prescriptions were written by the psychia- 
trist during a brief individual interview 
following the group meeting rather than 
during the group meeting. We felt that 
prescription writing should be on an in- 
dividualized basis and that its accomplish- 
ment during the meeting would detract 


from the doctor's attention to the group 


proceedings, 
Our experience with the group treatment 


9 oprosoh yielded significantly positive re- 
i in k 


eeping these patients out of the 


hospital. This approach is both effective 
_ and efficient and merits wider application 
_ in improving outpatient programs for an 


ing population of ex-hospital 
patients, 


SUMMARY 


Current literature has explored the pos- 
sibilities of the use of the group approach 
to the treatment of state hospital patients 
who have been discharged to a mental 
health clinic for outpatient care. This pa- 
method employed by a 
psychiatric team in the management of such 
patients, The rationale for the use of the 
group approach took a number of factors 


to acquire strength b; 
tion with ha mop: 3) Patients in 

groups are seen for a longer period of 
time than would poly be allotted to 


team used pproach em- 
ploying an initial orientation meni T 


for the patients. This experimen! 
was compared with a control sample of 45 


mi January 


patients who did not receive group treat- 
ment, seen during the same time period and 
matched for age, sex, race, marital status 
and diagnosis. 

The results of our study were obtained 
by comparing these two groups of patients 
for the following variables: return to hos- 
pital, significant at .05 level; receiving of 
absolute discharge, significant at .01 level ; 
number of clinic contacts, significant at .01 
level; mean number of months out of hos- 
pital, trend ; chronicity, trend ; employment 
after a year, not significant ; receipt of med- 
ication, not significant. 

We feel, therefore, that the findings of 
this study show that the group approach 
bears wider application in improving out- 
patient programs for an ever-increasing 
population of ex-hospital patients. 

REFERENCES 

1. Cretekos, C. J. G., Halperin, D. A., and 
Fidler, J. W. : Group Communication with 
Chronic “Rehabilitate”. Psychiatric Pa- 
tients, read at the 120th annual meeting 
of the American Psychiatric Association, 
Los Angeles, Calif., May 4-8, 1964. 
Frank, J.: “Group Methods in Psycho- 
therapy,” in Rose, A., ed. : Mental Health 
and Mental Disorder. New York: W. W. 
Norton and Co., 1955. 
Johnson, J.: Group Therapy. New York : 
McGraw-Hill Book Co., 1963. 
. Pinney, E. L., Jr.: Reactions of Outpa- 

tient Schizophrenics to Group Psychother- 

o Int. J. Group Psychother, 6:147-151, 


fo 


A o 


5. Scher, S, C., and Davis, H. R. : The Out- 
patient Treatment of Schizophrenia. New 
York : Grune and Stratton, 1960. 

. Slavson, S. : A Textbook in Analytic Group 

Psychotherapy. New York: International 

Universities Press, 1964. 

Spotnitz, H.: The Borderline Schizophre- 

nic in Group Psychotherapy : The Impor- 

tance of Individualization, Int. J. Group 

Psychother. 7:155-174, 1957. 

Standish, C., and Semrad, E.: Social 

Work 22:143, 1951, 

fi Talmadge, M.: Values of Group Inter- 
action for Discharged Mental Patients, 
Int. J. Group Psychother, 9:338-344, 1959. 

10. Wolman, B. B.: Group Psychotherapy 

_ with Latent Schizophrenics, Int. J. Group 
Psychother, 10:301-312, 1960. 

- Zubin, J.: Evaluation of Therapeutic 

tcome in Mental Disorders, J. Nerv. 
Ment, Dis. 117:95-111, 1953. 


D 


s 


o o 


1 


= 


~~ 19661. 


re 


Sauk H. Fısner, M.D. (New York, N. Y.).— 
Dr, Shattan and his associates have directed 
their attention and efforts to the compelling 
problem of the aftercare of discharged psy- 
chiatric hospital patients. Because of their dis- 
satisfaction with the brief, stereotyped, indi- 
vidual contact that usually constitutes pa- 
tient aftercare, they have employed the group 
approach as described in their paper, with ob- 
vious benefit not only to the patients but to 
the professional staff as well. 

In this discussion, I would like to direct 
attention to two questions. First, the authors 
themselves have questioned the significance of 
the increased number of clinic contacts in the 
experimental sample compared with the con- 
trols, and suggested that perhaps the increased 
contacts rather than the group approach in- 
fluenced rehospitalization rate and rate of ab- 
solute discharge. They have also described the 
enthusiasm which the group project aroused 
in the staff, and I wonder if this, too, might 
have played a positive role. After all, we do 
have the historical precedent of the effect of 
“total push therapy” on deteriorated back ward 
patients, so that we know that interest, effort 
and enthusiasm can affect patients. The point 
I wish to raise is whether the control group was 
seen by the same personnel as the experi- 
mental, whether the criteria used in rehos- 
pitalization of controls were the same as the 
experimentals and whether there is perhaps a 
built-in bias in this kind of study. 

My second point has to do with aftercare 
programs in general. The problem is so over- 
whelming and important that we must be 
grateful for any and all efforts in this field. 
Yet it must be said that despite the varied 
individual types of programs, the results are 
far from impressive. A recent study from Hill- 
side Hospital(1) impresses one, as it did the 
authors, with its unsatisfactory results in the 
two-year follow-up despite good psychiatric 
care, especially in those schizophrenics who 
developed their illness in childhood and ran 
a chronic course, One of the authors’ con- 
clusions was that “we still requffe a more 
imaginative structure of posthospital services 
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designed to restore and maintain social func- — 
tioning in those patients whose symptoms have 
been minimized, but who are still unable to — 
be integrated into the general community.” 

I am sure Dr. Shattan and his associates 
would agree. Certainly their view is in line 
with our experience at Fountain House, where, 
for the past ten years, a complex and com- 
prehensive program designed to fit the many 
needs of posthospital patients, as well as the 
idiosyncratic needs of particular individuals, 
has evolved. Social, recreational, pre-vocation- 
al, transitional vocational, vocational, apart- 
ment facilities, individual and group meetings, 
psychiatric consultation—all of these and more 
have been developed, and it is our conviction 
that this kind of comprehensive program is ~ 
desirable and effective. A 

It may be of interest that in a two-year 
follow-up study at Fountain House, with an — 
experimental group of 251 who received our — 
services, and a control group of 81 who did 
not, 44.2 percent of the experimentals were 
rehospitalized in the two years following ad- 4 
mission to the study, while 60.5 percent of the — 
controls were hospitalized—a significance of 
0.02, The experimental group was divided 
further into three groups, one of which re- 
ceived all the services with an all-out effort on 
the part of staff, and this group showed a 
rehospitalization rate of 37.5 percent, a signi- — 
ficance of better than 0.01. Vocationally, the — 
same number of experimentals and controls 
got jobs, but the experimental group had more 
quarters of employment—25 percent, in fact. & 

I trust that the approach employed by Dr. 
Shattan and associates will be continued and 
extended. 4 
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COMBINED PSYCHIATRIC 


Psychoanalytic training in the United 
_ States is usually a prolonged postresidency 
~ program(4). Customarily it is conducted at 
__ institutes which are separate from residency 
"training centers for candidates who have 

completed their residencies. In certain med- 
ical school centers, although the programs 
$ side by side they are essentially un- 

ited, 
At New York Medical College, psychiat- 
€ residency and psychoanalytic training 


dency program, which was flexible enough 
to allow any modification that might be 


loanalytic division 
anding—the Comprehensive Course in 
sychoanalysis—with a 
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RESIDENCY AND PSYCHOANALYTIC 
TRAINING 


tradition and which was experimentally 
oriented in its approach to psychoanalytic 
as well as psychiatric education. 


DESCRIPTION OF COMBINED PROGRAM 


The general psychiatric residency pro- 
gram at New York Medical College is a 
three-year course of study and training 
conducted at its teaching hospital. The de- 
partment's training orientation is academic, 
multidisciplinary and eclectic. 

During the first year of psychiatric resi- 
dency training, a resident is assigned to the 
acute inpatient general psychiatric service. 
Residents handle total diagnosis and man- 
agement of a broad spectrum of psychiat- 
tic patients, over 90 percent of whom are 
discharged to the community after an aver- 
age of 25 days of hospitalization. 

During the next years of residency, res- 
idents rotate through a variety of services. 
In the second year residents serve three 
months each on neurology, psychopharma- 
cology and general hospital consultations, 
and the psychosomatic and psychiatric 
teaching service, Two months are spent on 
the narcotic addiction service, and one 
month is devoted to the state hospital af- 
filiation. In the third year, a resident has 
six months of child psychiatry, a three- 
month elective and three months of walk- 
in emergency clinic service, 

Outpatient experience in individual long- 
term psychotherapy with psychoneurotic 
patients extends throughout the three years 
of the resident's training. Group psycho- 
therapy experience is also provided. Dur- 
ing the entire period of their training, resi- 

ents undergo several hours of individual 
supervision weekly. In the second and third 
years of their training, they are supervised 
solely by certified psychoanalysts who are, 


for the most part, members of the psycho- 
analytic faculty. 
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small group teaching sessions covering 
clinical psychiatry through psychoanalytic 
theory and therapy. Much of the latter ma- 
terial is presented on the level of a psycho- 
analytic institute. All residents must, in 
addition, attend certain courses in the eve- 
ning psychoanalytic school as part of their 
basic residency training. However, matric- 
ulation in the analytic school is on a vol- 
untary basis. 

The formal psychoanalytic program at 
New York Medical College is eclectic, al- 
lowing for the presentation of the various 
schools of psychoanalytic theory and ther- 
apy. Didactic course work, personal anal- 
ysis and control analysis are ‘offered dur- 
ing a three- to four-year evening program. 
All members of the psychoanalytic faculty 
are members of the Department of Psy- 
chiatry, and all participate in supervising 
and teaching in the residency program as 
well as in the psychoanalytic division. 

The residency and analytic programs 
have been integrated so that a resident may 
participate in both concurrently, with the 
proviso that formal analytic training may 
start only after the first year of residency 
has been completed. Residents who apply 
to the analytic division are interviewed by 
the analytic faculty, and their clinical per- 
formance is carefully evaluated by mem- 
bers of the psychiatric faculty under whom 
they have been working. These applications 
are processed in the same manner as those 
of other applicants except that every- 
thing else being equal, preference for ad- 
mission to the analytic division is given to 
New York Medical College psychiatric resi- 
dents. 

Residents who are accepted by the an- 
alytic school start personal analysis at the 
beginning of the second year of residency 
at a reduced fee of $15 per session. They 
also commence the first year of analytic 
course work tuition-free. At the beginning 
of the third year of residency, the resident 
may take on as many as three control cases, 
with control supervision being provided 
without fee for each case. Cases are sup- 
plied by the department’s analytic clinic 
and the regular outpatient division of the 
hospital. 

By the time the resident in the combined 


program has finished the basic three years” 
of residency training, he will have complet- 
ed two-thirds of this psychoanalytic course 
work, two years of personal analysis and 
one year of supervised work with up to 
three analytic cases. aa 
It was originally anticipated that these — 
benefits would cease at the end of the third _ 
year of residency, with the young psychia- — 
trist paying for the last year or two of his — 
own analytic training. We are now exper- — 
imenting with “extended benefits.” In se- q 
lected cases where a resident is judged to — 
have academic potential, is planning a 
teaching career in psychiatry and wishes 
to join the faculty of New York Medical ~ 
College full-time, he may continue to re- EE 
ceive all the aforementioned training bene- — 
fits into the postresidency period, so that ~ 
he may finish his analytic training under — 
departmental auspices. Because of the © 
diminution of financial pressures, it is be- 
lieved that such individuals will be en- 
couraged to seek academic careers which — 
heretofore would not have been possible. 
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RESULTS OF COMBINED PROGRAM 


The residency program at New York — 
Medical College began in July 1961 with — 
14 residents, none of whom attended the 
analytic school. By 1962, the department ~ 
had 25 residents in training, two of whom 
were matriculated in the analytic division. 
By September 1965, we anticipate that we — 
shall have 50 psychiatric residents and fel- 
lows at our medical center and that 20 of — 
them will be in the combined residency- 
analytic program. The percentage of our ~ 
residents in the combined program has in- ~ 
creased in four years from eight percent to — 
40 percent. The fact that the number of — 
applicants to our residency program has in- — 
creased considerably during the last four — 
years(for 1965, we had approximately 100 — 
applicants for 16 first-year positions) may | 
be ascribed partially to the appeal anc 
practicality of this combined program. a 

The benefits derived from the combini ; 
psychiatric-psychoanalytic program ha’ 
been reciprocal; both the residency pro 
gram and the analytic school have been 
greatly enhanced by this cooperative effort. ” 
For example, this program has provided 
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psychoanalytic faculty with a number of 
very able candidates who clearly would 
not have been able to avail themselves of 
analytic training during their residencies 
had it not been for this opportunity. In ad- 
_. dition, the analytic student body has taken 
= on a national and international character 
that it did not previously have. 
It is noteworthy that the residency train- 
= ing program has benefited from the psy- 
= choanalytic faculty’s active and valuable 
participation. Several of the analytic fac- 
ulty’s most distinguished members have 
now assumed significant academic roles in 
_ the department and have made major com- 
' mitments of their time. This mutual inter- 
= action has thus brought training analysts 
out of the parochial confines of the tradi- 
tional psychoanalytic training program. 


IMPLICATIONS AND CONCLUSIONS 


The implications of this experiment 
combining psychiatric and psychoanalytic 
training are many. From a technical view- 
point, since the analytic program at New 
__ York Medical College meets in the evening, 
= analytic courses do not conflict with the 
_ daytime residency training but serve to 
j enrich and complement it.! Another ad- 
_ vantage to combined residency and psy- 
_ choanalytic training is this: the residency 
years are the ones when the young resident 
is naturally concentrating on his studies 
= and is most formative and malleable. 
_ These are the years that are optimal for 
_ psychoanalytic training and when such an 
experience is pedagogically most sound. 

By combining the two trainings and hav- 
__ ing them run concurrently, there is an ab- 
solute saving in time. Upon matriculation 
in the psychoanalytic program the resident 

_ receives credit for psychoanalytic courses 
= taken prior to matriculation. We are also 
_ exploring the feasibility of eliminating ac- 
tual duplication in the two programs to 
avoid having the resident repeat the same 
courses. For example, similar courses in 


1The only part of the daytime residency hours 
devoted to the analytic program are three hours of 
~ control supervision weekly—which is conducted at 
our hospital—and several hours of outpatient time 
to see analytic patients. Some of the analytic con- 
trol cases are seen in a special evening psycho- 
analytic clinic. 


psychosomatic medicine, as well as in group 
psychoanalysis, are now given in both our 
residency and analytic programs. By elimi- 
nating such duplication, a saving of valua- 
ble training time would be effected. 

It cannot be emphasized strongly enough 
that the great length of time now required 
for separate residency and analytic train- 
ing must be shortened. That the average 
age of graduates of certain institutes is 39 
years testifies to the inadequacy of the pres- 
ent psychoanalytic educational structure. 

Another very important advantage of the 
combined residency-analytic program is 
that the costs of analytic training are dras- 
tically reduced. The cost to the resident in 
the combined program is approximately 
25 percent of the cost to the analytic candi- 
date in the traditional program. Thus we 
have the opportunity to study residents not 
being charged inordinately high fees for 
analysis and supervision, as happens in 
many institutes. It has been suggested that 
the resentment the high cost of traditional 
analytic training generates, which often 
cannot be expressed to the all-powerful 
training analyst(3), may be minimized 
through the combined program. Further- 
more, residents are not forced into “moon- 
lighting” to pay for personal analysis, as 
has happened in innumerable residency 
programs. They are also not economically 
pressured to enter exclusively into private 
practice upon completing residency but 
may seek additional training and enter 
academic psychiatry. As educators, we feel 
the inducement that this combined program 
offers for an academic career is one of its 
unique advantages. 

Finally, it is our belief that through this 
program, psychoanalysis is being brought 
into the realm of medical education, to the 
medical school, the university hospital and 
the residexcy program—where in our opin- 
ion it belongs. It is felt by many that the 
independent psychoanalytic institute is 
structurally and in many cases educational- 
ly an anachronism and that such institutes 
must enter the mainstream of psychiatric 
education. Psychoanalysis should retain, to 
be sure, the unique theoretical and thera- 
peutic position it deserves, but it should al- 
so stand amidst the other theories of psy- 
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objectivity. 

Most important, if psychoanalytic train- 
ing could be integrated into residency 
training as has been done at New York 
Medical College, Tulane University(2) and 
the New York School of Psychiatry, on a 
broader scale and on a national level, cer- 
tain positive effects are predictable. Not 
only would psychoanalytic education be 
integrated with an enriched residency pro- 
gram, achieving higher levels than hereto- 
fore attained, but also new standards could 
be set through the cooperation and sharing 
of experience among the major training cen- 
ters in the United States. 

Although we have approached this prob- 
lem with a degree of optimism, we do not 
wish to minimize the fact that in imple- 
menting the aforementioned program, many 
problems have been encountered and 
solved while others remain to be resolved. 
For the resident, such a combined program 
is personally demanding, requiring the ex- 
penditure of much extra time and effort. 
The resident must meet all the usual 
standards and requirements of a high qual- 
ity of residency training and at the same 
time combine these with a full evening psy- 
choanalytic training schedule. Many resi- 
dents elect not to follow this extremely tax- 
ing schedule and others are not permitted 
to do so. Divided loyalty between resi- 
dency program and psychoanalytic institute 
both on the part of the student and on 
the teacher is minimized because all faculty, 
regardless of discipline, are members of 
one department and often function in in- 
terchangeable roles. 

Because of the multifaceted and unique 
aspects of this program, no definitive eval- 
uations can now be made. However, the 
combined psychiatric residency-psychoan- 
alytic training program experinfent repre- 
sents a serious attempt to solve many of 


the problems encountered in the process 0 
training psychoanalysts. We believe thai 
only through such active experimentation 
can further advances be made in the field ~ 
of psychiatric and psychoanalytic educa- — 
tion. i 


SUMMARY 


A combined psychiatric-psychoanalytic ~ 
training program has been instituted at 
New York Medical College. Through this 
program, a resident in training may com- a 
mence psychoanalytic training in the eve- — 
ning institute of the Department of Psychia- 
try at the end of his first year of residency. 
He may then receive two years of psycho- 4 
analytic training concurrent with his last — 
two years of residency, which afford him 
the following benefits: didactic analysis at — 
a reduced fee of $15 per session, free psy-» 
choanalytic institute tuition and free con- g 
trol analysis. If he is appointed to the full- 
time psychiatric staff after completion of — 
his residency, he may continue to receive — 
these benefits. This program has been well 
received by the residents in training at New 
York Medical College. Its many practical — 
and theoretical advantages are discussed as 
well as its ultimate implications. > 


REFERENCES 


1. Gralnick, A. : Postgraduate Psychoanalytic — 
Training Program ; Its Evolution, Principles, 
and Operation at New York Medical Col- ~ 
lege, Amer. J. Psychiat. 106:841-844, 1950. 

2. Heath, R. G., Monroe, R. R., and Lief, 
H. I.: The Integration of Psychiatric and 
Psychoanalytic Training at Tulane: A Ten — 
Year Overview ; 1950-1960, J. Med. Educ, — 
36:857-874, 1961. - 

3. Kubie, L. S. : Changing Economics of Psy- — 
chotherapeutic Practice, J. Nerv. Ment. 
Dis, 139:311-312, 1964. a 

4. Lewin, D., and Ross, H.: Psychoanalytic — 
Education in the United States. New York : 
W. W. Norton and Co., 1960. 3 


EDITOR'S 
NOTEBOOK 


DRUG DEPENDENCE : 
NO LONGER CAN WE “LET GEORGE DO IT” 


m E E The ultimate concern of medicine as a profession is the proper treatment 


and rehabilitation of sick persons and the prevention of disease, That these ends 
are not, and cannot be, achieved without the collaboration of other professions, 
and of the public, is self-evident. Indeed, medicine is not the central profession in 


many matters of health. Consider the areas of water supply, malaria control, 
environmental sanitation, urban renewal and cultural attitudes, to mention but a 
few. 

The field of drug dependence presents problems in (at least) medicine, 
sociology,’ psychology, cultural anthropology, law enforcement, vocational and 
other rehabilitation, education, economics and international relations. At a given 
time and place, one profession may be central to certain aspects or phases of a 

` total program and another profession central in other situations, but each has a 
contribution to make in most phases. Certainly, economics and international 
relations are concerned in the production of dependency-inducing products such 
as opium, alcohol, sedatives and stimulants. Law enforcement and medicine are 
concerned with the distribution and availability of the products. 

The question is not, as it has all too often been narrowly phrased and argued in 
the past, whether “drug addiction” is a medical or enforcement problem. Or, is 
the “addict” a sick man or a criminal? He is almost always the former, and very 
often he has been involved in unlawful activity. Rather, the question is how all the 
disciplines concerned may most fruitfully collaborate in the prevention of the 
many types of drug dependence and the treatment and rehabilitation of drug- 
dependent persons. 

Such collaboration will, in the view of this writer, be facilitated by looking at 

_ the problem in terms of drug dependence rather than drug addiction. The World 
Health Organization, among official bodies, led the way in this regard in 1964, 
a lead that was followed by the National Academy of Science-National Research 
Council when it changed the name of its committee in this field from the Com- 
mittee on Drug Addiction and Narcotics to the Committee on the Problems of 
Drug Dependence. 

In discussing this issue, Eddy and associates! note that “drug dependence is 
a general term that has been selected for its applicability to all types of drug 
abuse and thus carries no connotation of the degree of risk to public health or 
need for any or a particular type of drug control. . . Drug dependence is a state 
of psychic or physical dependence, or both, on a drug, arising in a person following 
administration of that drug on a periodic or continuous basis. The characteristics 
of such a state will vary with the agent involved, and these characteristics must 
always be made clear by designating the particular type of drug dependence in, 
each specific case; for example, drug dependence of morphine type, of barbiturate 
type, of amphetamine type, etc. . . the description of drug dependence as a state 
is a concept for clarification and not, in any sense, a specific definition.” Depen- 
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810 ` f 


PEE RPA 


1966] ` Bnet Sr Ons NOTEBOOK 


. 


dence may occur with or without demonstrable tolerance to the particular drug 
involved, 

We can approach more meaningfully the problems of prevention and treatment 
in relation to particular types of drug dependence than we can those of “addicts” 
or “addiction”—terms that tend to imply single solutions despite the fact that they 
subsume many types of persons and a variety of drugs with vastly differing 
pharmacodynamics, and carry many attitudinal stereotypes. Different forms of 
dependence vary in magnitude and possible solutions. 

The principal types of drug dependence are : morphine type (heroin, dilaudid, 
meperidine, methadone, etc.); barbiturate type (pentobarbital, secobarbital, 
meprobamate, chlordiazepoxide, glutethimide, etc.); alcohol type (there is sub- 
stantial cross tolerance with the barbiturate type); cocaine type ; cannabis (mari- 
huana) type; amphetamine type (amphetamines and desoxyephedrines)’; khat 
type (Middle Eastern plant); and hallucinogen type (LSD, psilocybin, mescaline 
and certain morning glory seeds). 

It is gratifying to note the markedly increasing attention this difficult field has 
been receiving in the last few years—a White House Conference, commissions at 
federal and state levels, new and pending federal and state legislation, publication 
of statements and positions by professional organizations (APA on alcoholism, 
AMA/National Academy of Science—National Research Council on narcotics, 
AMA on barbiturates and other sedatives, etc. ), increased research, new treatment 
approaches and a marked increase in articles in scientific journals. This issue of the 
Journal carries important contributions in a variety of aspects of the field. 

It is significant that several of these articles deal with areas of mutual concern 
to medicine and the law. Increasingly, we may anticipate statutes and judicial 
policies and decisions that look to the medical profession to increase its attention 
to persons dependent on alcohol, narcotics and other dependeney-inducing agents. 
And when we contemplate alcohol, the number of abusers is enormous ! 

Medicine does not have an enviable record in the field of drug dependence. 
Most physicians believe that the majority of persons, if not all, exhibiting depen- 
dency of at least the morphine, barbiturate, alcohol and cocaine types are ill. But 
do they treat them? Some physicians, yes. However, the majority would rather 
“let George do it.” Do hospitals admit them ? Yes, a few, openly. More, if George 
applies another diagnosis. Many, not at all, if they know it! “We haven't the 
necessary facilities.” Do the hospitals seek to provide the “necessary facilities” 
as readily as they do surgical suites or recovery rooms ? “Addicts and alcoholics 
disrupt the hospital.” Is the hospital disrupted if there is a nearby plane crash, an 
outbreak of food poisoning in the community, a patient with a toxic delirium ? 
Is the hospital organized and run primarily for the benefit of its staff—or of sick 
patients ? s 

A less often openly expressed, but nevertheless frequently held, attitude is that 
“He is just a no-good drunk.” We treat him as an emergency if injured, but too 
often we ignore his fundamental difficulty. 

Unfortunately, physicians and hospitals haye been remiss as a profession and 
a public service industry in meeting the treatment needs of drug-dependent 
persons, particularly in relation to those who abuse alcohol; their numbers are 
legion. We may well have to develop additional or new types of facilities, pro- 
grams and methods of treatment to deal with these problems. If so, it is our re- 
sponsibility, with the collaboration of others, to do so as rapidly as possible. In the 
meanwhile, we must utilize existing resources as fully and imaginatively as pos- — 
sible, and personally assume treatment responsibility for at least some of these 
patients. No longer can we “let George do it.” 
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MEMO FROM THE EDITOR 


m E E This, the January issue of the Journal, marks its seventh month of pub- 
lication under the auspices of the new regime, as well as the advent of the year 
1966. As we extend the season’s greetings to all of our readers, we would like 
to add a special note of appreciation to those of our colleagues who answered 
when we called on them for help. 

The individuals listed below responded generously when our group of neo- 
phytes asked for assistance over the past six months. All of them busy individuals, 
all of them experts in one or more aspects of psychiatry or related fields, they 
took the time to give us thoughtful, well-considered opinions and comments on 
manuscripts we sent to them for review. They thus lightened the work load of 
the Associate Editors, all of whom have also put in many hours reviewing 
manuscripts, and broadened the base of expertise which any scientific journal 
worthy of the name must seek. 

To all these individuals we extend our most gracious thanks. This is the only 
way we have of rewarding them for helping with the work of the American 
Journal of Psychiatry. If anyone’s name was missed, the omission was inadvertent 
and we will try to rectify the error later. 

A final word of appreciation goes to the editorial staff of Hospital & Community 
Psychiatry (formerly Mental Hospitals) for advice and assistance during these 
busy first months, and to Mrs. Marion H, Hildebrand, a volunteer who has assisted 
the Journal editorial staff with the onerous yet important task of proofreading. 

F.J.B. 
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Psychiatry, so far as it is a specialty, is closely allied to general medicine ; it finds 
etiology in all bodily diseases. There has been a mistaken tendency on the part of our- 
selves and others to include psychiatry wholly in the new science of neurology. The 
alienist, it is true, has to do directly with mental symptoms, disorders of brain function, 
and therefore of the nervous system, and this goes to all parts of the body, but the 
general physician deals commonly with mental symptoms in all forms of delirium, for 
example, and is more or less of a practical psychologist. j 


Epwarp Cow es, M.D. 
APA President 1894-1895. 


BRIEF COMMUNICATIONS 


This section includes articles which are less lengthy than the preceding scientific and 
scholarly articles. Included are clinical notes (for whose validity the Journal assumes 
no responsibility), case reports, historical notes and other material selected by the Editor, 


In general, articles submitted 
spaced typed pages. 


for this section should be no longer than eight double 


ACUTE BRAIN SYNDROME WITH FLORID PSYCHOSIS 
FROM COMBINED DESIPRAMINE-IMIPRAMINE THERAPY 


SHELDON H. KARDENER, M.D. 


The rationale for using combined desi- 
pramine-imipramine therapy has been 
based on claims made for more rapid onset 
of desipramine effect(1, 7). Theoretically, 
the patient would experience mood ele. 
vation relatively promptly while the si- 
multaneously administered imipramine 
gradually reached an effective level, This 
claim for more rapid onset of desipramine 
action has been disputed in a well-con- 
trolled study(9) which showed no differ- 
ence in antidepressive effect between the 
two drugs. 

Reports of the toxic side effects of imi- 
pramine have been recently reviewed (6) 
and visual hallucinations reported. Other 
papers(3, 4) comment on the Occasional 
but slight delirium which may be associ- 
ated. One(5) mentions symptoms of delir- 
ium and visual hallucinations when an 
antiparkinsonian drug (phenglutarimide) 
was also given. Another(8) reports an 
acute brain syndrome in a patient on an 
MAO inhibitor (pargyline) given a single 
dose of imipramine (25 mgm.), 

This is a case report of the Occurrence 
of classic(2) severe acute brain syndrome 
associated with florid psychotic disturb- 
ances following combined therapy of desi- 
pramine and imipramine in the dosage of 
25 mgm. four times a day and 25 mgm. 
three times a day respectively. The patient 
was also receiving an antiparkinsonian drug 
(trihexyphenidy1). 


Dr. Kardener is Assistant Resident in Psychiatry, 
the Neuropsychiatric Institute, UCLA Center for 
the Health Sciences, Los Angeles, Calif. 

Drs. Wayne Jacobson and J. Thomas Unger- 
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G.S., a 60-year-old housewife, had previously 
been admitted to this hospital (9/64) for neu- 
rological evaluation of parkinsonian symptoms 
of recent onset and for the concomitant treat- 
ment of a mild reactive depression associated 
with the onset of the neurological deficit. Sig- 
nificant findings in the complete evaluation 
consisted of a rather classical parkinsonian 
clinical picture, psychometrics which revealed 
generalized mild brain damage with a strong 
overlay of depression, an EEG interpreted as 
mildly abnormal on the basis of scattered non- 
focal 5-7 cycles per second and mild paroxys- 
mal response to hyperventilation. Past history 
was entirely negative for any psychological or 
neurological disorder. She was discharged after 
two weeks with the diagnosis of mild chronic 
brain syndrome with moderate parkinsonian 
features and a mild associated reactive depres- 
sion. She left the hospital on antiparkinsonian 
medication only. 


Six months later (2/65) the patient was 
readmitted exhibiting marked agitation and 
pression. Repeated neurological evaluation 
revealed parkinson’s disease with no evidence 
of any focal or diffuse brain damage. EEG 
was entirely normal. Psychometrics revealed 
an agitated depression. The following chronol- 


ogy is presented to describe th i ini 
erip e ensuing clinical 


Day 1 Imipramine-desipramine therapy 
< gun in the dosage mentioned. 
Da 2 » peel of names. 
nereased preoccupation, “upset.” 
Day 5 | think this media is teal 
I feel better but I never stuttered 
so much.” Began religious preoc- 
D cupation. 
ay 7 Sleep disturbance, Angry, swear- 
ie ing. 
ay 8 Anxious, confused, agitation in- 
creased, 
Day 9 


Up at night, thought famil 
dead, thought a baby was Are: 
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born on the ward—heard it crying. 
Disoriented. Medication stopped. 


Day 10  Disoriented in all three spheres. 
Suicidal ideations. 
Day 11 Agitated, swearing, combative. 


Throwing bed clothes and milk 
cartons at patients. Striking out at 
staff. Chlorpromazine 50 mgm. in- 
tramuscularly required to calm. 

Days 12-14 Religious delusions, illusions. Visu- 
al and auditory hallucinations 
(“light from God”). 


Day 15 Olfactory hallucinations of ether. 
Visual and auditory hallucina- 
tions, delusions, illusions con- 
tinued, 

Day 16 Incontinent of urine. Playing with 


feces. Openly masturbating. 

Days 18-25 Requiring less direction. Caring 
for personal needs. Beginning 
meaningful interactions but ex- 
hibiting residual psychotic mani- 
festations. 

Essentially recovered from the 
toxic symptoms. Oriented. Stated 
“It’s like awakening from a bad 
dream.” Primary affect again one 
of depression. 

The initial mood elevation noted on Day 5 
was not sustained. By Day 26, she was again 
as severely depressed as she was prior to 
chemotherapy. A course of 12 electroconyulsive 
treatments was given, spaced twice per week, 
with good response. There was minimal con- 
fusion and disorientation, but moderate acute 
memory loss, all of which resolved within one 
month post ECT. 


Day 26 


It is suggested that the combined use 
of desipramine-imipramine resulted in ini- 
tial mood elevation by the fifth day, but 
that early signs of acute CNS involvement 
were also occurring, which later became 
floridly evident. Toxicologic urine study on 
the second day after discontinuation of 
medication revealed a significant level of 
desipramine-imipramine phenolic metabo- 
lites (1.6 mgm. percent). Desmethylimipra- 
mine level was 0.4 mgm. percent while 
that of imipramine itself was less than 0.1 
mgm. percent. 


In conclusion, it is to be emphasized 
that the imipramine and imipramine-like 
drugs have potentially severe toxic side 
effects. The risk of producing an acute 
brain syndrome is increased further when 
these drugs are given in combination with 
certain other medications, particularly the 
antiparkinsonian agents. Patients with pre- 
existing chronic brain syndrome may also 
be considered poor risks. 
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MARY TODD LINCOLN: A CASE HISTORY 
JOHN M. SUAREZ, M.D. 


Abraham Lincoln is easily the most writ- 
en-about figure in American history. This 
is not surprising, since not only his deeds 
but also his personality merit a great deal 
of attention. A fair amount has been writ- 
ten about Mary Todd Lincoln as well, for 
she too was a fascinating and controver- 
sial character. Unfortunately, biographers, 
more often than not, turn novelist and 
present, withhold, distort and exaggerate 
data in order to support their preconceived, 
subjective points of view. One author, for 
example, depicts her as a happy wife and 
an excellent First Lady(4), others portray 
her as a poor and wretched victim of 
unfortunate circumstances(2, 7) and still 
‘others as an immature and paranoid woman 
‘who made life difficult for those around 
her(1, 5). It is likely that the truth lies 
somewhere between the polarized ex- 
tremes, but after so much time it may be 
impossible to unravel it completely. 

This paper strives, first, to set down a 
factual framework of the key periods in her 
life by accepting only those accounts which 
are generally agreed upon and reported 

by different historians. On this basis, an 
attempt is made to review her life, her 
deeds and her personality from a psychi- 
atric point of view, something that, at least 
to the authors knowledge, has not been 
done before. 
= Mary Todd was born in Lexington, Ky., 
in 1818 to a well-to-do, quasi-aristocratic 
home. She was the fourth of seven chil- 
_ dren(1). Relatively little is known about 
her parents, but her mother is described as 
having a “placid and sunny disposition” 
while the father was “impetuous, high- 
strung and sensitive”(3). More important, 
the father was aloof and distant, with little 
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time or interest for the family(2). Her 
mother died suddenly after the birth of the 
seventh child, when Mary was six, and the 
household was cared for by an aunt. 

Shortly afterwards the father remarried, 
but any chances that may have existed for 
the child to establish some rapport with 
the stepmother were effectively under- 
mined by the maternal grandmother, who 
objected vigorously to the remarriage. The 
ensuing years brought several more babies 
to the already overcrowded home. There 
is little doubt that the growing child was 
unhappy, as she herself regarded this peri- 
od as “desolate” and her home as “truly a 
boarding school”(5). Her main sources of 
emotional satisfaction and gratification be- 
came her friends and her toys(2). 

She received a good education, at least 
by the standards of her day. At age eight 
she attended the Ward Academy in Lex- 
ington and at 14 a select boarding school 
in Richmond for the sake of learning 
“graces, manners and domesticity.” She 
welcomed the chance to get away from 
home. She was a good and quick student, 
an avid reader and generally ambitious. 
However, it is agreed that she lacked a 
sense of humor and that she preferred 
specific, concrete ideas rather than abstract 
or aesthetic propositions. In the words of 
a contemporary, “her soul inhabited the 
obvious”(1). 

The studious and well-mannered child 
who experienced temper tantrums and 
night terrors gave way to an emotionally 
labile adolescent(3). She was always quick 
in her movements, “wanted what she 
wanted when she wanted it and no substi- 
tute” and, “in some ways never grew 
up”(5). Despite her introverted personali- 
ty, there was much drive and force(3). 
These are some of the features that helped 
and hindered in her eventual marriage and 
position as First Lady. 


RELATIONSHIP WITH LINCOLN 


Her involvement with Lincoln is in many 
ways hard to understand. She was showy 
and popular, and had her choice among a 
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number of prospective suitors. Their per- 
sonalities were diametric opposites, as her 
ambition, drive and eagerness for success 
were sharply contrasted by his brooding, 
chaos, sadness, dreaminess, boorishness, 
disorganization and asocial trends(1). Why, 
then, were they drawn toward one anoth- 
er? Some say that she was challenged by 
his reluctance and hard-to-reach attitude, 
others that she was impressed by his depth 
and complexity and still others that she 
recognized early his eventual success. 
Whether the latter would have been pos- 
sible without her is also controversial. It 
-may very well be that his wisdom and 
talent needed an integrating catalyst, 
namely, her drive and her ability to or- 
ganize. 

At the White House she was graceful 
and socially attractive, but distant, cold 
and humorless. She was admired more 
than liked. She was impulsive and had 
difficulty hiding her feelings and controlling 
her tongue, so that on repeated occasions 
she would be critical, mimicking or sar- 
castic to government officials or military 
leaders, much to Lincoln's embarrassment. 
Her volatile temper outbursts would be 
followed by apologies and promises but 
often after the harm had been done. At 
times, relations would be so strained that 
Lincoln would choose to work late or seek 
other activities in order to avoid coming 
home. 

After the death of her son Willie in 1862, 
her second of four losses, she became 
severely depressed, and the depression was 
so prolonged that on one occasion Lincoln 
threatened her with commitment unless she 
snapped out of it. As she recovered slowly, 
there occurred the historic assassination in 
1865. She took this even harder and could 
not attend the funeral. She became a sui- 
cidal threat and required continued nursing 
and care by her son Tad, who became her 
only comfort(8). Robert, her other son, 
had by this time his own family, and for 
some time previously the bonds between 
them had lessened. Her agitated depres- 
sion was further aggravated by the more 
overt voicing of certain criticisms that had 
been entertained for some time. These had 
to do with her emotional instability, her 


relationship to Lincoln and her alleged 
Southern sympathies during the war. 

Tad, the youngest son, is described as 
rather backward and having a speech im- 
pediment. He is said to have resembled his 
father in appearance and traits. There is ~ 


retarded seems unlikely. From the begin- — 
ning there was a pathological attachment ~ 
to his mother, and the overprotection on ~ 
her part increased after the death of Lin- 

coln(3). She explained it on the basis that ` 
he was the only person who truly under- 

stood her(2). ! 

Tragedy struck again in 1871. Tad be- 
eame sick, possibly with pulmonary tuber- 
culosis, and died shortly afterwards, This 
was the final blow and she collapsed physi- 
cally and psychically. “One by one I have 
consigned to their resting place my idolized ` 
ones and now in this world there is nothing — 
left me, but the deepest anguish and des- ` 
olation’(5). She neither sought nor re- 
ceived any support from Robert or his 
family. She became very distracted and ` 
traveled aimlessly from place to place. By 
this time she was a pitiful and frightened — 
woman. Her decompensation progressed — 
and resulted in a full-blown paranoid ps 
chosis. She experienced auditory and visual 
hallucinations and had delusions of pover- 
ty and persecution. 

In 1875 while in Florida, and witho 
any apparent basis in fact, she became 
obsessed with the notion that Robert was 
seriously ill. Letters from Robert and his 
doctors could not persuade her, and she 
traveled to Chicago to see him. By this 
time she was a difficult management prol 
lem. She was overwhelmed with fears ani 
delusions at night, refused to move to 
Robert’s home and on one occasion accused 
him of wanting to murder her. During the” 
day she would go on extravagant shoppin 
sprees, carrying large amounts of money 
and buying inordinate numbers of watche: 
perfumes and jewelry. 


LEGAL COMMITMENT 


With the aid of relatives, family friends” 
and doctors, Robert arranged a commit 
ment hearing. It was his contention tha 
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y 
she was in need of rest, protection and 
care, and that she would not accept it vol- 
untarily(6). Upon learning of this, she re- 
_ fused to go along with such a “monstrous 
plot,” denied the need for any such meas- 
ures and accused Robert and the others of 
base motives. The court found her “legally 
_ insane,” committed her to a private hospital 
and named Robert conservator of her es- 
te. $ 
Some historians regard this event as a 
ross and callous example of railroading 
d have ascribed either selfish or politi- 
motives. It is true that the entire affair 
conducted rather hastily and that she 
given no time to prepare a defense(7). 
defense of Robert it is said that the 
situation was completely out of hand and 
t he had to act swiftly. 
‘ollowing the hearing she made a sui- 
cidal attempt by drinking poison, which 
as foiled only by the alertness of a 
druggist(6). After the commitment, she 
anipulated repeatedly to get out and 
wrote extensive denunciations of Robert. 
he settled down after a few weeks and was 
ventually transferred to a private home 
for convalescence. 
A second trial was held a year later, 
sed on the testimony by the family with 
om she stayed that she was functioning 
ell, she was restored her full rights(8). 
obert returned the books on the estate in 
impeccable order, She seemed more sub- 
dued but still quite disturbed. Unwilling 
and ashamed to face her old friends she 
again took to traveling. She spent four 
years in Europe. In 1879 she fell and 
suffered a spinal injury with partial leg 
“paralysis. In addition, she was becoming 
_ progressively blind and suffered from count- 
ss other somatic complaints, which may 
have been psychogenic(6, 8). Later that 
ear she returned to New York, then to 
Springfield where she went through the 
‘motions of patching up her differences with 
Robert. Afterwards, she retired into com- 
plete isolation and withdrawal until her 
death in 1882. 
__ There is not enough evidence to support 
] the hypothesis that there was serious, overt 
, psychopathology at least up until her time 


at the White House. Historians seem to 
strain to come up with childhood symp- 


toms, usually with the purpose either of 
apologizing for her later difficulties or 
showing that she was unstable all along. 
Psychiatrically, the early and basic themes 
of deprivation and desolation manifested 
themselves in the expected insecurity, im- 
maturity and emotional lability. She had 
some typical hypomanic and paranoid 
traits. She was aggressive, ambitious and 
at times, cruel. She skillfully avoided close- 
ness in relationships. Her stress tolerance 
was poor and she could not delay gratifica- 
tion. 

Her relationship with Lincoln presents 
many interesting facets. A number of ex- 
planations have been offered but they are 
all rather naive psychologically. It is ob- 
vious that he fulfilled certain needs within 
her. The most tempting interpretation is 
that he fitted into her unresolved Oedipal 
conflicts. She had never achieved the de- 
sired love and acceptance by her own 
father and had fled the home mostly be- 
cause of the clash with her stepmother, 
There were many paternal analogies in Lin- 
coln and she encouraged his reference to 
her as his “child wife.” Further, his poten- 
tial was apparent, and she may have had 
visions of sharing his success without 
(partly as a result of his own pathology) 
needing to get very close or having to give 
or take very much. Finally, we are faced 
with the fully unexplained and still rather 
common observation of perhaps another 
example of that strange affinity between 
depressive and paranoid personalities. 

The depressive reactions to the deaths of 
her son Willie and her husband were clear- 
ly pathological in severity and duration. 
This is not surprising when one considers 
her early loss experiences and their un- 
toward consequences. 

Her complete decompensation following 
the death of Tad could also have been 
predicted. In the first place, this was the 
loss of her last source of emotional support, 
which would lead to inevitable loneliness. 
Secondly, there is his similarity to Lincoln, 
and perhaps his presence had helped to 
postpone some of the mourning following 
the assassination. Lastly, there is the prob- 
able overwhelming guilt stemming from 
the negative half of the ambivalence. There 
must have been some feelings of rejection 
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because of his subnormality, which she 
handled by reaction formation. There must 
have also been some awareness, conscious 
and unconscious, that she was preventing 
his maturation and independence to satis- 
fy her own selfish needs. 

Robert had always remained more dis- 
tant, and there was not even a half-hearted 
attempt for him to replace Tad. Her great 
anger toward him for abandoning her, 
which became so apparent during and 
after the commitment, was hinted earlier 
in her obsessive concern for his health 
despite lack of evidence and in the face of 
bona fide reassurances. 

Although the commitment hearing poses 
many interesting and controversial legal 
and motivational questions, there is little 
doubt that she would be committed by any 
court today, She was clearly a danger to 
herself and others. The period of hospitali- 
zation was definitely salutary, and although 
she was in only partial remission, her be- 
havior a year later was subdued and with- 
drawn enough to permit her to return to 
society. She avoided conflicts and embar- 
rassment by going to Europe, returning 
for an unsuccessful attempt at drawing 
nearer to Robert, and finally withdrawing 
to a situation quite different from the 
glamor and busyness of her earlier life. 


DIAGNOSIS 
This brings us to the final and usually 
unrewarding task of diagnosis. Descrip- 


_ ATTITUDE CHANGES IN MEDICAL STUDENTS 
DURING THEIR TRAINING 


LISBETH J. SACHS, M.D. 


« 

In a recent symposium titled “The 
Teaching of Dynamic Psychiatry” in the 
Beth Israel Hospital in Boston, Dr. Joseph 
Michaels stated that most students are mo- 
tivated to become efficient and devoted 
doctors but that the medical school often 
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tively, her early difficulties are best labele 
as a personality disorder, perhaps with | 
schizoid and cyclothymic traits. The ful 
blown paranoid psychosis that develope 
as a result of the decompensation followin; 
the repeated stresses had manic, schizo- 
phrenic and involutional features. Though 
an organic etiology has been entertaine 
by previous diagnosticians, there is no ev: 
dence whatsoever to support it. In fact, the ~ 
intactness of her memory, orientation and | 
intellectual faculties until the very end — 
strongly dictates against this possibility. 
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makes skeptics of them. Dr. Bernard Band 
ler cited a report originating from Kansas 
Medical School, Boys in White(1), de- 
lineating the initial idealism and enthusi 
asm of medical students who, before ma 
months have passed, develop the desire” 
learn only what is expected of them 
examination purposes, so that their 
for knowledge begins to wane. Dr. 
ler stated that he had observed the sa 
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phenomenon at his own school (Boston 
University Medical School). Many years 
ago, when this author told her path- 
ology professor of her intention to special- 
ize in psychiatry, he tried to dissuade her 
and finally gave up by saying, “Well, if 
you have to go into psychiatry, find out 
_ for me why we have so many idealistic 
young men who later turn into such callous 
doctors.” 
_ Thus it seems that there is general rec- 
ognition of the fact that many or at least 
a certain number of medical students dis- 
play untoward changes in their attitude and 
diminishing dedication to the medical 
__ profession. 


_ THE TEACHER AS A MODEL 


Where does the cause of these undesired 
= changes lie? Dr, Bandler feels that one 
of the most important factors that produce 
_ these changes is “the immense work over- 
_ load” under which the student operates, 

_ He then points out that the school creates 
_ certain attitudes in the student because 
_ the student will regard his teacher as a 
_ model and shape his own professional 
image after him. The basic science teacher 
often is not psychologically minded. Long, 
intense contact with him will lead the stu- 
_ dent to pattern his own personality after 
him. Not only a particular teacher but 
_ the faculty as a whole will influence the 
student, for some schools have as their 
_ goal the creation of academicians and re- 
searchers rather than physicians and clin- 
icians. These observations seem valid not 
only for Boston University Medical School 
but for many other medical schools in the 
United States. How can these undesirable 
influences on the student be remedied or 
counteracted? How can we prevent the 
medical students’ loss of idealism, enthu- 
siasm and empathy with the patient? 
Should the workload be lowered, the quan- 
tity of factual material reduced, or the 
training time lengthened? These are cur- 
riculum questions for the educational ad- 
ministrator to answer, 

In this paper we shall limit ourselves to 
the psychological aspects of the teaching 
of students. If Dr. Bandler’s statement 
holds true—and we feel strongly that it 
does—teachers should be selected not 
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only for their scientific qualifications, but 
for their personalities as well. A sadistic 
teacher—brilliant as he may be—should 
be eliminated from consideration for a 
teaching position and directed into re- 

search. The sadism of the teacher toward 

the student will arouse hostility in the 

student which he will, to a considerable 

degree, direct toward (displace onto) the 

patient. Or he will keep his anger in, brood 

over the teacher's attitude toward him, and 

thus be unable to concentrate on his 

studies. If the student has sadistic tenden- 

cies, he will even more easily fall into the 

teacher’s pattern of behavior toward the 

patient. The teachers sadistic attitude 

toward the patient will be regarded by 

the student as “the normal way” of hand- 

ling the patient. He will accept it easily 

since he does not yet have a frame of 

reference. He is inexperienced at the bed- 

side and feels insecure in his new role as a 

doctor, and this attitude makes him “the 

winner” in relation to the patient. Winning, 

in our school system of frequent examina- 

tions and “marks,” is a basic value for the 

student. 

Medical students regard their teachers’ 
attitudes as crucial. A student in a large 
group of physicians making grand rounds 
heard a dying patient calling out and 
begging that somebody come to his 
bedside. Her first impulse, she states, was 
to run over to him. But when she saw 
that none of the doctors paid any atten- 
tion to the dying man’s plea, she too did 
not respond, out of fear of being labeled 
sentimental or even unprofessional by her 
superiors. On the other hand, a group of 
students watched a professor conducting 
an interview with the mother of a chron- 
ically sick child. The professor expressed 
empathy and understanding for the hard- 
ships that -the mother had endured. After 
classes, a delegation of students visited the 
teacher. The spokesman reported the 
students’ admiration of this interview, not 
because it showed high professional skill 
but because it produced in them the feeling 
that the doctor need not don a 
“professional” mask but can be human. 

Both of these anecdotes illustrate how 
the changes in the student might come 
about and how in the process of changing 
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there is first an unwillingness to “wear the 
mask.” Later, under outside pressures, the 
“mask” becomes the standard equipment 
of many physicians. 

Although it might be possible by initial 


screening of the individual teacher's per- , 


sonality to appoint mature and emotionally 
well-adjusted individuals to teaching 
chairs, we cannot realistically expect every 
teacher to be a model of personality per- 
fection. How then can we counteract the 
cool and detached or even cold and 
sadistic attitudes that are presented by 
some teachers and are imitated by their 
students P 


EARLY INTRODUCTION OF THE 
LIVING PATIENT 


Students might, perhaps, be better able 
to retain their idealistic and enthusiastic 
preschool attitudes if they could be intro- 
duced to the living patient at the bedside 
before they are introduced to the cadaver 
in anatomy and pathology, for some of 
the changes of attitudes probably are con- 
nected with the students’ need for emotion- 
al detachment to overcome destructive or 
even cannibalistic impulses at the autopsy 
table. Their introduction to the patients at 
a very early stage of their medical career 
would have the additional advantage of 


reducing their need to struggle with diag- 
nostic or therapeutic problems because they 
do not yet possess knowledge of them. 

With the patients as living human beings 
only, their sole role in meeting with the ~ 
patients would be to become comfortable ` 
with them, to learn the doctor-patient re- 
lationship without consideration of di- 
agnosis, therapy or prognosis, If they could 
meet with the patients in small groups, — 
guided by a psychiatrist, they could learn 
to understand the patients’ emotional re- 
actions, their anxieties, their fears of pain 
and death, of separation, etc. They could 
learn, with the help of the psychiatrist 
teacher, to examine their own feelings and 
emotional reactions to the patients without _ 
worry about “doing well in the course.” 

In such an encounter with the patient, 
the student could feel like a doctor and — 
could permit himself the emotions of ` 
empathy and understanding of the | 
suffering patient. These are attitudes with 
which he initially entered the medical 
school and which so often are lost in the 
process of training. 
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IDENTITY AND CHARACTER FORMATION 


HELEN B. CARLSON, M.D. 


Man’s search for knowledge concerning 
the individual as a person has been recog- 
nized since ancient times. This was ex- 
pressed by the inscription on the Temple of 
Apollo ; “Know thyself.” To know who one 
is and what one is, is to know one’s identity. 
In this paper I would like to discuss the 
correlation between identity formation and 
character (or ego) development in health 
and disease, with particular reference to 
the college students in the Chicago area 


Read at the 40th anniversary of the Pan Ameri- 
can Medical Association Congress, Miami Beach, 
Fla., April 29-May 2, 1965. 

Dr. Carlson’s address is 1580 Sherman Avenue, 
Evanston, Il. 


whom we have studied over the past 15 ~ 
years. t: 
Psychologists tell us that the child 
develops an identification with the loved ~ 
parents through incorporation into the per- 
sonality of the parental attributes he values, 
and that the child’s own identity develops — 
from a composite of such identifications. — 
Normally, as the child’s character grows, a 
fusion takes place between recent identifi- 
cations and elements of the previo 
identity. This results in a new identity — 
which tends to be more mature and more 
suitable to the new reality. Thus we see tha 
character development is a continuously 
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integrating and disintegrating process as 
old identities give way to new ones. 
Our work indicates that there is a normal 
confusion which exists during the transi- 
tional periods between identities. For 
example, a psychology professor once told 
_ me that he did not feel that his students 
were learning anything in his class if they 
= Were not somewhat confused. Pathological 
nfusion, however, is found where there is 
ilure in the development of an adequate 
ew identity, 
Our study suggests that the basic char- 
acter structure of the individual is formed 
the sixth year of life and that it is 
“composed of three successive stages of 
entity formation: 1) existence identity, 
_ individuality identity and 3) gender 
identity. They are briefly described as 
‘ollows : 
Existence identity develops normally 
uring the first year or so of life through 
entification with the loving, nurturing 
other. Without consistent, warm mother. 
g the child grows to feel that he is a 
- “nothing,” that he is not a human being, or 
“maybe that he is not alive at all. Such an 
individual is poorly equipped to make his 
n way in life, and he may become 
everely confused at any of the normal 
_ challenges of life during the maturational 
_ process at any age. 
__ Individuality identity develops around 
the age of two or so when the child is well 
_ along in mastery of sphincter control, loco- 
- motion and speech. He seeks to explore the 
big wide world and to find out for himself 
ow things are. If the parents allow cautious 
exploration on the part of the child, there is 
a slow but sure development of a sense of 
_ reality, with normal feelings of imdepen- 
dence and responsibility, However, when 
the parents are fearful for the child’s safety, 
possessive or controlling, this kind of 
healthy mastery is stifled, The child then 
feels constrained and often feels as though 
he were a stick, a machine or an appendage 
of his parents, to be forever used and ex- 
ploited by them. 

Such an individual is not prepared later 
in life to break away from the parental 
home to master either campus life or a 

home of his own. He is often blocked in 


self-expression in many areas, while excel- 
ling only in the direction in which he has 
been of use as a narcissistic extension of 
his parents. Where this kind of emotional 
defect is found, we see a conforming, de- 
_ pendent college student who cannot make 
up his mind about anything. He works 
only for the pat on the back from parental 
figures, and his peace of mind is directly 
proportional to the amount of approval he 
receives. Left to his own devices on the 
college campus, he often becomes severely 
confused. 

Gender identity develops normally 
around the age of five or six. When the 
little girl is loved for her femininity and 
the little boy is encouraged in his mas- 
culinity, there develops a sureness by the 
child that he is psychologically, as well 
as physically, either a girl or a boy. The 
sexual identity is of vital importance when 
the child reaches the dating age of high 
school or college, and it is a prerequisite 
for mature love. However, where the par- 
ents have had a girl but wanted a boy, 
or vice versa, a confusion develops with- 
in the individual as to what gender he 
really is that blocks him in his attempt 
to find a marriage partner in young adult- 
hood. 

College students who have developed a 
sound basic character structure through 
mastery of these three Stages of identity 
formation tend to have an uneventful 
childhood and an adolescence which even- 
tuates in graduation from college, finding 
a marriage partner and establishing a 
career, unless, of course, there has been 
some severe trauma in the meantime, 


' IDENTITY-CONFUSION SYNDROME 


On the other hand, students who have 
been retarded in their basic character 
structure through failure to master one or 
another of the stages of identity develop 
a syndrome which we call identity-con- 
fusion. This syndrome has the following 
specific clinical features : 

In the family background there is a 
history of accident, illness or death in- 
volving significant members of the family 
or there is severe disharmony within the 
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family, sometimes resulting in separation 
or divorce of the parents. 

The presenting complaints are confusion, 
inability to concentrate and a desperate 
seeking of help. 

Other symptoms usually found are rage, 
agitation, depression and suspiciousness. 
The intellectual impairment, represented 
by confusion and inability to concentrate, 
results in an inability to study which 
often is recognized by a sudden drop in 
grades. 

The precipitating events in college stu- 
dents are usually insignificant, being mag- 
nified way out of proportion because of 
misjudgment of reality or because of fear. 
Franklin Roosevelts famous remark, “The 
only thing we have to fear is fear itself,” 
applies to these unstable students. Many 
challenges that might be considered nor- 
mal to college life are experienced as 
traumatic assaults. Examples of such nor- 
mal events are fear of examinations, a 
lovers quarrel or a critical letter from 
home. (Incidentally, in clinical studies of 
other groups the same symptoms are re- 
ported in actual traumatic situations, such 
as combat fatigue, cultural shock, brain- 
washing and isolation.) In general, it may 
be said that the greater the character 
defect, the less current trauma is required 
to precipitate identity-confusion. 

The onset of this condition is recognized 
by an initial rage reaction to some minor 
frustration. The rage may be circumscribed 
and directed to a particular individual, or 
it may be extended with fantasies of an- 
nihilation of all mankind, as in an atomic 
bomb explosion. 

The course of identity-confusion is one 
of disintegration followed by reintegration. 
Confusion as to gender, individuality and 
even existence occurs. There are terrifying 
feelings of isolation, dread, doom and dis- 
pair, associated with a withdrawal from 


PSYCHOLOGY 


Psychology is something like a ship drifting in a storm. It needs to anchor to a solid 
base. Psychological theory might be anchored to the physical world, to physiological 
processes, to the sociocultural environment, to individual conscious experience. Perhaps 
the ship would be more secure with several anchors. * 


customary activities. There usually devel- 

ops simultaneously a desperate seeking of 
help and thoughts of suicide, both aimed — 
at resolving this painful and helpless con- 
dition. i 

As to outcome, after a brief period— 
hours, days or weeks—character reintegra- — 
tion begins and equilibrium is eventually 
reestablished. Under favorable conditions 
it usually occurs through the student's — 
finding additional props to lean on. Under — 
unfavorable circumstances, however, the 
depression may continue and the suspi 
ciousness may be augmented to a para 
noid degree. 

Preventive measures would include the © 
avoidance of the early family traumata — 
which retard the identity formations. In — 
the current college situation the alleviation — 
of irrational fears and undue social and 
academic pressures is of great help. As for 
therapeutic measures, early recognition of — 
identity-confusion is of utmost urgency 
for a favorable outcome. In this regard in- 
structors, counsellors, relatives and friends 
can all be of great help in detection 
and referral of individuals with this 
condition. With respect to psychiatric — 
therapy, reassurance, as well as active — 
measures to alleviate the immediate stress, — 
help to establish a trusting doctor-patient — 
relationship. This not only allows for early ~ 
resolution of the acute situation but also 
lays a basis for establishment of a parent- 
child type of rapport which favors char- ~ 
acter growth through strengthening the 
basic identity formations. 

It is gratifying to see the beneficial ef- 
fect of therapy in patients with identity- 
confusion, through which they not 
only avoid the pitfalls of psychosis and 
suicide but actually rise out of their state 
of identity-confusion with greater maturity, 
creativity and strength of character than — 
they had ever before experienced. 


—PauL Tuomas Youne, Pu. 


AMERICAN BOARD OF PSYCHIATRY 

; AND NEUROLOGY 
The following are those who successfully 
_ completed the Board examinations given in 
- Chicago, Ill., October 11 and 12, 1965: 


_ PSYCHIATRY 


_ Androes, LeRoy, M.D., Topeka, Kans. 

_ Baekeland, Frederick, M.D., Brooklyn, N. Y. 

 Barchiesi, Alessandro, M.D., Mount Prospect, Ill. 

_ Barton, Howard R., M.D., Tiffin, Ohio 

| Bashkin, Edmund A., M.D., New York, N. Y. 
Berkowitz, Morton Irwin, M.D., Pittsburgh, Pa. 

Boyce, Lancy L., Jr., M.D., Fresno, Calif. 

_ Bragg, Robert Lloyd, M.D., Boston, Mass. 

_ Briggs, Kenneth R., M.D., Twin Falls, Idaho 

Brownsberger, Carl N., M.D., Seattle, Wash. 

_ Brush, Richard Walter, M.D., Columbus, Ohio 

_ Burke, Edward A., M.D., Des Plaines, Ill. 

~ Cassell, Wilfred Alwyn, M.D., Syracuse, N. Y. 

pais, Kanellos Demetrios, M.D., Houston, 

ex. 

Cohen, Gary N., M.D., Snyder, N. Y. 

_ Coons, Frederick William, M.D., Bloomington, Ind. 

_ Cornish, Frank L., II, M.D., Kalamazoo, Mich. 

- Crandell, DeWitt Leslie, M.D., Teaneck, N. J, 
Daniels, David N., M.D., Palo Alto, Calif. 

_ Delaplaine, Richard P., M.D., Wilmington, Del. 

= Doyle, Larry Nelson, M.D., Concord, N. H. 

= Ecklund, LeRoy Alfred, M.D., Madison, Wis. 

f Srednia, Ernest Harvey, M.D., East Cleveland, 

; io 

4 Gendzel Ivan B., M.D., Palo Alto, Calif. 

Gil, Manuel, M.D., Worcester, Mass. 

Glover, Samuel I., M.D., Battle Creek, Mich. 

_ Goin, Marcia Kraft, M.D., Los Angeles, Calif, 

_ Gomez, Evaristo, M.D., Chicago, Ill. 

- Graham, Roger A., M.D., Norwich, Conn. 

k Gregor, Bozidar, M.D., Waukesha, Wis, 

k 

4 


Guehl, John J., M.D., Mt. Lebanon, Pa. 
Harris, Donald Paul, M.D., Montreal, Quebec, 
Canada 
_ Haworth, Kenneth W., M.D., Imola, Calif, 
Hawthorne, Jimmie D., M.D., Lexington, Ky. 
_ Herrick, Howard Duane, M.D., Auburn, Calif, 
Hess, John H., M.D., Ann Arbor, Mich. 
Hitchcock, John, M.D., Pittsburgh, Pa. 
Johnson, Frank Arvid, M.D., Syracuse, N. Y. 
Johnson, Kenn H., M.D., Sacramento, Calif. 
Kantor, Martin, M.D., Boston, Mass, 
Karamanos, John C., M.D., Howard, R. I. 
Katz, Evan, M.D., Miami, Fla. 
Katz, Max, M.D., Philadelphia, Pa. 
Kern, Thomas G., M.D., Encino, Calif. 
Kisley, Anthony J., M.D., Denver, Colo. 
Kliever, John H., M.D., Brooklyn, N. Y. 
Kostrubala, Thaddeus, M.D., Chicago, Ill. 
Kowalski, Anthony M., M.D., Topeka, Kans. 
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Krupp, Neal E., M.D., Rochester, Minn. 

Larson, James William, M.D., Rochester, Minn. 

LeBaron, George I., Jr., M.D., Sacramento, Calif. 

Lefstin, Allen H., M.D., Beverly Hills, Calif. 

Lewin, Walter, M.D., Newton, Kans. 

Lewis, Wade H., M.D., San Antonio, Tex. 

Lingl, F. A., M.D., Northfield, Ohio 

Loomis, S. Dale, M.D., Chicago, Ill. 

Lyons, W. A., M.D., Sellersville, Pa. 

McClure, James N., Jr., M.D., St. Louis, Mo. 

Murphy, Thomas C., M.D., Chicago, Ill. 

Novick, Sheldon, M.D., Brooklyn, N. Y. 

Olivier, J. Edward, M.D., Eureka, Calif. 

Olivos, Guillermo, M.D., Topeka, Kans. 

Outlaw, Robert J., M.D., Oklahoma City, Okla. 

Pandelidis, P. Kirk, M.D., York, Pa. 

Perry, Carlos J. G., M.D., Brooks Air Force Base, 
Tex. 

Pyle, Richard Lee, M.D., Waupun, Wis. 

Ramsaran, James Paraman, M.D., San Bernadino, 
Calif. 

Reiss, Harold G., M.D., Worcester, Mass. 

Shearer, Marshall L., Jr., M.D., Ann Arbor, Mich. 

Skigen, Jack, M.D., Miami, Fla. 

Spalding, Robert T., M.D., Chattanooga, Tenn. 

Sudak, Howard S., M.D., Cleveland, Ohio 

Sykes, Wilbert R., M.D., New York, N. Y. 

Thompson, Leonti H., M.D., Napa, Calif. 

Treffert, Darold Allen, M.D., Fond du Lac, Wis. 

Vanderbosch, James E., M.D., Evanston, Ill. 

Vyroubal, Vlasta, M.D., Cleveland, Ohio 

Ward, Lewis Burt, M.D., Rochester, N. Y. 

Williams, Frank S., M.D., Los Angeles, Calif. 

Willrich, Karl L., M.D., Chicago, Ill. 

Wilson, Norman Jay, M.D., Houston, Tex. 

Windt, Arnold, M.D., Denver, Colo. 

Winkelmayer, Richard, M.D., Marlboro, N. J. 

Winston, Lindley Murray, M.D., Philadelphia, Pa. 

Wolfe, Stuart, M.D., Philadelphia, Pa. 

Wood, Benjamin S., Jr., M.D., Englewood, Colo. 

Zee, Hugo J., M.D., Topeka, Kans. 


SUPPLEMENTARY PSYCHIATRY 
Hauser, Harris Milton, M.D., Houston, Tex. 
NEUROLOGY 


Berry, Kenneth, M.D., Vancouver, British Colum- 
bia, Canada 

Booker, Harold Edward, M.D., Madison, Wis. 

Bravo-Fernandez, Enrique J., M.D., Wood, Wis. 

Burns, Rosalie A., M.D., Philadelphia, Pa. 

Ellis, William Gene, M.D., Hines, Ill. 

Feldman, Robert George, M.D., Braintree, Mass. 

Feringa, Earl Robert, M.D., Ann Arbor, Mich. 

French, Joseph H., M.D., Bronx, N. Y. 

Grabow, Jack David, M.D., Madison, Wis. 

Gunderson, Carl Harmon, M.D., Ft. Sam Houston, 
Tex. 
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Malek, John Cyril, M.D., Lexington, Ky. 
Mayman, Chiam Isaac, M.D., Boston, Mass. 
McQuillen, Michael Paul, M.D., Lexington, Ky. 
Olinger, Sheff D., Jr., M.D., Dallas, Tex, 

Payne, Charles A., M.D. 
Pettee, Daniel S., M. 
Reuben, Richard N., 
Rovner, Richard Nyles, M.D., Hines, Ill. 

Sawyer, Glen Thomas, M.D., Minneapolis, Minn. 
Schain, Richard J., M.D., Omaha, Neb. 

Schneck, L.; M.D., Brooklyn, N. Y. 

Schutta, Henry S., M.D., Philadelphia, Pa. 

Siedler, Howard D., M.D., San Francisco, Calif. 
Silberberg, Donald H., M.D., Philadelphia, Pa. 
Wallace, Thomas W., M.D., Cleveland, Ohio 
Wiener, Lewis Martin, M.D., Brooklyn, N. Y. 
Wright, Allan William, M.D., Syracuse, N. Y. 
Young I. James, M.D., Ph.D., Rolling Meadows, 


6998, Chicago, Illinois 60680. 
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HOFHEIMER PRIZE APPLICATIONS INVITED 


The American Psychiatric Association invites applications for its annual 
Hofheimer Prize Award ($1,500) for outstandng research accomplishment 
in psychiatry and mental hygiene. Applicants must be U. S. or Canadian 
citizens not older than 50. If a group of co-workers is involved, the majority 
must meet the citizenship requirement, and their median age must not 
exceed 50. Any professional person who has done creative research relevant 
to the general field of psychiatry and mental hygiene is eligible. The work 
must have been published within the past three years. ; 

To apply, submit six copies of published work and data concerning age, 
citizenship, ete. by March 1, 1966 to : Melvin Sabshin, M.D., Chairman, Hof- 
heimer Prize Board, University of Illinois College of Medicine, P. O. Box 


COMMITTEE ON CERTIFICATION OF 
MENTAL HOSPITAL ADMINISTRATORS 
The following are those who successfully 
completed the examination conducted by the 
APA Committee on Certification of Mental 
Hospital Administrators in San Francisco, Calif., _ 
September 26, 1965: È 
Seawright Wilbur Anderson, M.D., D.A.B.P.N., 

Los Angeles, Calif. 
A. L. Halpern, M.D., Syracuse, N. Y. 
Donald William Martin, B.A., M.D., Pontiac, Mich. 
Charles Eymard Meredith, B.A. M.D., C.M., — 
Pueblo, Colo. 
Thomas Benton Stage, M.D., Sheridan, Wyo. 
The next examination by the committee will 
be held in Atlantic City, N. J., on May 8, 1966. ~ 
Applications will be accepted until March 15, — 
1966. 


Over 700 vanguard-minded medical men 
nd allied professionals gathered in Wash- 
- ington, D.C., for the White House Con- 
_ ference on Health November 3-4, President 
_ Johnson had called the conference “to bring 
_ together the best minds and the boldest 
_ ideas to deal with the pressing health needs 
of this nation. Let us raise our sights and 
unlimber our imaginations,” he charged the 
conferees, 

Douglass Cater, a key White House as- 


ranch of Government, welcomed the dele- 
ates for the President and embellished 
is charge by adding that LBJ would not 
Settle for “nibbles at the issues.” He wanted 
he conferees to take “barracuda bites.” 
“Let's give the President something bet- 
er than a tired old gall bladder,” quipped 
ater. And never, it seemed to us, was the 
ealth establishment more eager to charge 
nto rough waters, while the President him- 
elf held his own more narrowly focused 
ealth conference on the banks of the calm- 
er waters of the Pedernales. 
_ At the opening plenary sessions, the new 
faces of medical and public health leader- 
ship in the nation’s capital were properly 
introduced for the first time, as it were, and 
the collective image sparkled in reflection 
of the youthful charm, boldness and clarity 
of diction of Surgeon General William 
Stewart and the new Assistant Secretary 
of the Department of Health, Education, 
and Welfare for Health and Scientific Af. 
fairs, Dr. Philip Lee. These were strongly 
_ backed by an equally charming and saga- 
cious scholar, Dr. John R. Gardner, new 
_HEW Secretary. All of them suggested 
the very embodiment of novalescence—Dan 
Blain’s neologism for a capacity for self- 


Mr. Robinson is Public Information Officer of the 
American Psychiatric Association, A condensed 
version of this report appeared in the APA News- 
letter for November. 
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SOME IMPRESSIONS OF THE WHITE HOUSE CONFERENCE 
ON HEALTH 


ROBERT L. ROBINSON, M.A. 


istant and author of the brilliant Fourth ` 


renewal, the opposite of obsolescence. 

The 89th Congress had marked a turn- 
ing point in the health history of America, 
they said. The way was paved to transform 
our future. But Dr. Gardner quoted Walter 
Lippman as saying that the health achieve- 
ments of the Congress were really tant- 
amount to a series of promissory notes. 
The tough job of honoring them is ahead. 
Dr. Lee exposed a major theme throughout, 
to wit, that every citizen who needs it must 
have access to good health care—the poor, 
the segregated, the illiterate, the Mexicans, 
the Indians, the works. He singled out 
meeting the needs of the mentally ill as a 
key priority and projected mental health as 
a vital component of the Great Society. 

It seemed to us that Dr. Stewart in his 
opening statement to the conference posed 
several issues which are of the most vital 
current concern to psychiatry. If we are to 
give the best care to all who need it, it is 
time for us, he said, to focus sharply on the 
nature of the training we provide. The 
question is, education for what? Not that 
the battle for adequate numbers of health 
professionals is won by a long shot; but 
the more ominous question ahead is how 
to utilize our manpower to achieve our 
goals. 

Take the medical profession. Does the 
answer lie in group practice? In the con- 
scious development of a new family phy- 
sicianP A new generalist? And what 
about the distribution of manpower? We 
have a medical culture that has been de- 
scribed as harboring “islands of excellence 
in a sea of mediocrity.” Is this fair? Are 
we in our schools so preoccupied with 
the purity of clinical excellence in the 
super-staffed teaching hospitals that there is 
nothing left over for Appalachia and Har- 
lem, not to mention Southeast Asia? 

How long can a highly trained profession 
hang on to such simple functions as filling 
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a tooth, or performing easily automated 
steps in a medical examination? Can we 
devise career ladders that will permit the 
highly capable practical nurse to move up 
to professional nursing? The hygienist 
into dentistry? Moreover, he observed, 
while the health professions may provide 
leadership, the ultimate design of health 
care will be determined by the people 
themselves. 

AMA President James Z. Appel, in a 
major luncheon address to the delegates, 
made it crystal-clear that his association 
was ready to move ahead boldly with the 
rest. He dwelt at some length on AMA’s 
forward-looking programs to encourage new 
medical schools, to make Medicare work, 
to further graduate medical education, to 
combat venereal disease, alcoholism and 
drug addiction, to improve nursing homes 
and, of course, to advance mental health. 
(He had occasion to mention, incidentally, 
that he anticipates that the Joint Commis- 
sion on Accreditation of Hospitals will ex- 
tend its coverage to mental health centers 
and rehabilitation facilities.) 

There were many other major presenta- 
tions of papers at the plenary sessions, in- 
cluding an especially incisive one on “The 
Disadvantaged” by Dr. Alonzo Yerby, New 
York State Commissioner of Hospitals. 
It appears (as Dr. Yerby humorously 
pointed out) that professional people have 
pretty much decided that they will use 
the word “disadvantaged” to refer to poor 
people. Well, just so long as we know what 
we are talking about! At any rate, the 
speaker really let the audience have it by 
citing from some case histories . . . the 
woman eight-and-one-half months preg- 
nant who was turned away without see- 
ing a doctor because the hospital did not 
serve the district in which she lived . . . the 
patient shunted from one clinic fo another, 
and who’s to pay the bus fare ? 

Senator Lister Hill, in a stirring appeal 
to find more answers to the health prob- 
lems of the nation, noted again that there 
are altogether too few services and facilities 
available to the mentally ill. Congress- 
man John Fogarty dwelt on environmental 
health needs and, as his point of depar- 
ture, quoted a national leader in mental 
health as saying: “If there is a single 


theme that runs throughout research in 
mental health, it is the essential unity of 
man’s nature ; an absolute composite of b 
logical, social and cultural factors of huma: 
behavior.” He then went on to some chill. 
ing facts... . In New York City some ` 
60 tdns of soot settle on every square 
mile every month . . . every major water. 
way is now polluted . . . chemical pesti 
cides are being put into our environment — 
to the tune of 900 million pounds a year. 
In short, the Congressman firmly cemented 
the inter-relationships of environmenta 
and mental health. 

Aside from about a dozen major — 
speeches, there were approximately 80 
papers presented in 18 panel sessions, 
This was where the real action took place, — 
and mental health had a good piece of — 
it. The panels really covered the water- 
front on Manpower Needs, Basic Profes- 
sional Education, Continuing Education, 
Teaching and Research, Allied Health 
Professions, Economics of Education, New ~ 
Knowledge and its Application, Delivery, 
Economies, Quality, and Planning of Health ~ 
Care, Special Needs, Consumer Protec- 
tion, Accident Prevention, Environmental — 
Health, Mental Health, Family Planning 
and Health Promotion. Each panel allowed 
for about four brief formal presentations 
and a couple of hours for free discussion 
from the floor. (a 

We couldn't begin to cover all the panels 


start to collect decent wages. . . . It is to 
the national economic interest (said Rashi ~ 
Fein) to find more effective means of finan- _ 
cing health care. In 1963 22.5 billion do! 
lars were directly spent on health care 
certain diagnostic categories; but the in 
direct costs in losses caused by morbi 
and mortality were $23.8 billion. Thus, if 
there had been no deaths and no morbid. 
ity, the gross national product might h 

been significantly higher. More effectiv 
financing would enable us to cut these in 
direct losses and make the nation ri 
.. - It is perfectly feasible to cut at least 
three years out of the 12-year pattern of 
medical education. Some of the basic n 


ori 


ES 


[January 


terial taught in"medical school could well 

_ be taught in high school. ... A massive 
` federal program of financial assistance is 
_ needed to renovate urban hospitals. . . . 
= Our hospital system must be regional- 
ized; it is ridiculous for every community 
hospital to offer a complete range of ser- 
vices. . . . The big problem is how to cope 
with the information explosion . . . 300- 
600 beds is the optimal size for a hospital. 
... We need to reexamine our professional 
roles and train a new class of “hospital 
corpsmen.” The professional guild approach 
will no longer work. Already we have about 
38 auxiliary occupational groups in the 
health care field. . . . Public relations 
rather than the public need often deter- 
mines the kind of care that is given. 
: . . Medicine is about the last stronghold 
in which the consumer has no say; this 
will change: the poor are becoming in- 
olved in decision making. . . . 


THE MENTAL HEALTH PANEL 


APA President Howard Rome headed 
the mental health panel, supported by 
= Drs. Leonard Duhl, Chief of the NIMH 
Office of Planning, Joseph English of the 
Peace Corps, Gerald Caplan of Harvard, 
and Alexander Leighton of Cornell. Dr. 
B. W. Hogan, APA Deputy Medical Di- 
_ Tector, served as secretary for the panel. 
_ Dr. Rome spoke of the new community 
modalities. He said they mark the 


beginnings of a growing move beyond the 
pale of traditional clinical boundaries defined 
_ by diagnosed mental illness . . . a move in 
__ the direction of mental health by collaborative 
efforts to get at known social causes of mental 
illness in the high-risk populations. The thrust 
_ of prevention must be at the source of a prob- 
lem, not at its consequences. Community men- 
tal health center plans anticipate extensions 
_ into many channels and social institutions of 
the community ordinarily considered far Te- 
moved from clinical medicine, There is no 
other or better way of getting at the social 
roots of mental illness. In doing this, psychi- 
atry moves into the broad new field of environ- 
mental medicine. The elements of psychological 
and social forces are as potentially lethal or 
meliorative as are the physical energy elements 
in the human ecosystem. 


Dr. Duhl reinforced these concepts with 
his judgment that the forces of urbaniza- 


tion conspire to crush man’s wholeness, 
not just his health. Prevention is not 
enough. The more ambitious goal is the 
promotion of mental health or the whole- 
ness of man—i.e., his capacity to live pro- 
ductively and creatively, freely and with 
joy, realizing his innate potential. 

The great future contribution of psychia- 
try, he averred, will go beyond specific 
psychiatric services to the incorporation of 
its findings about human developmental 
needs into the process of social planning 
and change. The place to start, he said. 
is with the man in need of help. We are 
moving towards an institution of some sort 
that really offers every citizen a place to 
take his problem, whatever it may be. 

Dr. English spoke in glowing terms 
about the contributions of psychiatry to 
the Peace Corps, especially by way of pre- 
paring Peace Corps trainees for adjust- 
ment to new cultural settings. Fewer than 
0.7 percent of Peace Corps Volunteers have 
failed to complete their overseas service 
because of psychiatric reasons. Five thou- 
sand Volunteers have already returned 
and more than 50,000 will be back by 1970. 
The Peace Corps and the developing 
VISTA program offer us a magnificent 
manpower resource to help deal with men- 
tal illness and emotional deprivation. 

Dr. Caplan focused on mental health as 
being dependent upon the capacity to 
master life’s problems in a realistic and 
socially acceptable way. A person is more 
likely to avoid mental disorder if he learns 
how to handle himself effectively in un- 
expected stress situations. The problem, 
then, is to provide the educational experi- 
ence to improve this capacity! People 
should also be assisted when they are 
grappling with crises, Collaborative experi- 
mentation between educators and mental 
health spétialists can develop the mech- 
anisms to provide young people with these 
learning experiences. 

Dr. Leighton put in a plea for sounder 
epidemiological research, The main prob- 
lem is one of methodology, he said. Our 
existing knowledge appears to confirm the 
fact that about 20 percent of all adults 
have some sort of psychiatric disorder, 
and the great bulk of the disorders are of 
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a psychoneurotic nature—anxieties, depres- 
sions, apathies, hostilities, psychosomatic 
disturbances, ete. The most distressing fact, 
however, is that the disadvantaged have 
the greatest proportion of these disorders, 
and they are the ones who get the least 
attention. But to assess our total problem 
with more satisfying validity we must 
develop a more precise and standardized 
linking of terms with phenomena, estab- 
lish comparable methods of keeping hos- 
pital records, expand case registries, achieve 
greater reliability in survey methods, speed 
statistical analysis with computers. Never- 
theless, our already developed survey tech- 
niques in spite of their limitations provide 
usable information of substantial value. 
These presentations were followed by 
some lively floor discussion. Our notes re- 
veal that the following was said: .. . In 
certain states the Medical Committee for 
Human Rights has done more than all the 
mental health professions combined. . . . 
Why not start a mental illness detection 
center in disadvantaged areas as a pre- 
ventive approach, and make its services 
available at night so we can keep people 
on their jobs? . . . We need a national 
commission to recommend a legislative 
program to support the financing and ad- 
ministration of services that will bring poor 
people into the mainstream of medicine. 
... I am appalled by the inability of recent 
graduates of medical schools and psychiat- 
ric residency programs to deal with the 
psychoses, . . . The morbid characteris- 
tics of deprived populations—apathy, hos- 
tility, lack of confidence in remedial ef- 
fortsadd up to a cultural breakdown 
syndrome. Provision of multiple services is 
a sensible way to attack the problem. . . . 
We need to train our residents to cope 
with people in the poverty groups—through 
group therapy techniques, for example... . 
Our problem at this meeting seems to be 
how to communicate with the disadvan- 
taged, and the people here don’t know 
much about it. . . . There is too much talk 
here about “take me to your leader,” i.e. 
the federal government. The federal gov- 
ernment should take its cues from the 
local community as the word filters up— 


not the other way around... . 
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FINALE AT THE WHITE HOUSE 


The conference drew to a close with — 
a cogent address by Secretary of State 
Dean Rusk, who pointed out that since no 


human anywhere was against health, here — 


was a field which gave us great leverage 
in relating to other nations of the world. 
He offered his help in getting a passport 
for any doctor who wished to serve any 
other country in the health field, including 
Red China. There are no Communist or 
capitalist viruses, he quipped. i 
President Johnson was “very pleased,” 
he said in a telegram read by the chair- 
man at the closing session, with the con- 
cern that the members had shown for the 
great unsolved health needs of the nation, — 
He pledged his support in translating their 
bold programs into action. Thereupon, 
after hearing summaries of the panel dis- 


cussion, the members adjourned to the N 


White House to shake hands with Vice- 4 


President and Mrs. Hubert Humphrey and 
partake of punch and snacks, 
All in all, it was a great show. We would 


sum up our impressions of its implications — 


this way: The federal government is pre- 
sently fully committed to the proposition 
that good quality medical care shall be 
provided to all who need it, where they 
need it. The Administration will exercise 
vigorous leadership in urging the develop- 
ment of all purposeful mechanisms, per- 
sonnel and practices that will serve this end. 
It will look to the health professions for 
leadership and beyond them to a broad 
spectrum of the body politic for support. 
It will underwrite most of the financing of 
these new programs. It is fully sensitive of 
Walter Lippman’s dubbing the legislation 
of the 89th Congress a series of “promis- 
sory notes” and it proposes to make good 
on them. 

Psychiatry is firmly fixed as a star in the 


constellation of current health concerns. 
The new milieu is replete with potential 


controversy about approaches to the health 
component of the Great Society. How 
controversy will be resolved over the next 
decade will be most stimulating from any 
number of points of view, and most espe- 


cially so from our editorial stance. The ~ 


conference was a springboard to the legis- 
lative action of the coming decade. 4 
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A CONSIDERATION OF 
PSYCHOANALYSIS IN RELATION 
TO PSYCHIATRY 

d. Note: The following exchange of corre- 
spondence substantially exceeds our usual limits 
as to length. However, in view of its unusual 

interest we have decided to publish the 
exchange in its entirety. Dr. Van Buren O. 
lammett is Professor and Chairman, Depart- 
ent of Psychiatry, Hahnemann Medical Col- 
ge and Hospital, Philadelphia, and Dr. Mar- 
_ tin H. Stein of New York City is Chairman of 
the Board on Professional Standards of the 
American Psychoanalytic Association, 


Dear Dr. HAMMETT : ; 

___ I was very much impressed with your article 
_ “A Consideration of Psychoanalysis in Relation 
| to Psychiatry Generally, Circa 1965,” in the 
_ July issue of the American Journal of Psychia- 
try, Tt struck me as one of the most balanced 
_ and perceptive evaluations of the problem, in 
_ sharp contrast to the polemics which have 
muddied the field. 

I do differ with you on a number of points 
which may have been useful as foci, but which 
_ I feel should be qualified. For example, your 
discussion of the factor ‘of affect would have 
_ applied to analytic technique as it was under- 
stood 20 or 30 years ago. No doubt it is still 
true of some analysts whose education ended 
then and failed to Progress. It is, however, no 
longer true of the best psychoanalytic teaching, 
< nor of the best of the experienced analysts. 
Emotional experience is considered to be at 
_ least as important as intellectual insight; the 
tendency to overemphasize the latter is con- 
3 sidered a serious defect in an analyst, student 
or otherwise, 

I should also be inclined to qualify your 
statement: “Contemporary training in the 
technique of psychoanalytic therapy places 
heavy emphasis on the maxim of neutrality on 
the part of the therapist.” I should say that 
the recommendations you make in your suc- 
ceeding paragraphs are very close to the point 
of view of much of the best contemporary 
teaching of psychoanalytic therapy. (Leo 
Stone’s monograph “The Psychoanalytic Situa- 
tion” represents a point of view widely held 
by psychoanalytic teachers, although not by 
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CORRESPONDENCE 


Letters to the Editor are welcomed and will be published, if found suitable, as 
space permits. Please submit two copies (typewritten, double spaced), 
if possible, not to exceed 500 words. Letters will be subject to the usual 


the length, 
editing. 


all. And Ralph Greenson’s recent paper on the 
“working alliance,” as well as his lecture to the 
plenary session of the American Psychoanaly- 
tic Association in May 1965, is pertinent. ) 

That there is much rigid, even archaic teach- 
ing is not to be denied, but it is deplored; it is 
not by any means representative of the internal 
ideals of psychoanalytic education at the pres- 
ent time. 

The candidate now is encouraged not to be 
neutral but rather to serve as the model of a 
highly interested, sympathetic observer and 
participant in the search for that objectivity 
which will reveal psychic reality with a mini- 
mum of distortion, and thus allow the more 
efficient recognition of “external” reality in the 
broadest sense. The “neutral,” noncommitted 
analyst is no analyst at all. He is at best a tech- 
nician, too paralyzed by anxiety to be involved 
with his patient—and at worst, a destructive 
bungler who may be quite exploiting under 
the cover of neutrality. 

Your statements on the dangers of the mis- 
application of psychoanalytic ideas on “cure” 
and “normality” are very apt, and I am afraid 
that you are correct in saying that they are the 
result of distortions not only by patients but 
also by a number of colleagues. But modern 
psychoanalytic training does attempt to incul- 
cate a more questioning and truly scientific 
attitude toward these matters. 

I do not follow your implication that the 
concept of psychic determinism must lead to 
therapeutic pessimism. You are right, of course, 
if one interprets psychic determinism in a crude 
and absolute sense, as a matter of simple cause 
and effect. But this is not only clinically irrele- 
vant; it is scientifically absurd in our field. 
Psychic determinism must be dealt with in a 
much more’ sophisticated way (e.g., R. Waelder 
in the Psychoanalytic Quarterly 32:15-43, 
1963). I wish I could say it was now being 
taught on that level, but alas, I don’t know 
that it is—and you are correct after all about 
the misuse of the concept by many analysts 
(and other psychotherapists). Properly used, 
it is still an axiom of the greatest value and 
even a necessary one, I believe, for any reason- 
able interpretation of human behavior. 
bout the restrictive effect of 
psychoanalytic training are to the point. It — 


does indeed make adequate acquaintance with 
sociology, anthropology, the biological disci- 
plines, even general psychology, very difficult, 
This is certainly undesirable. 

But should not this training be shifted to 
an earlier phase in the psychiatrist's develop- 
ment ? All too often we in the psychoanalytic 
institutes have found that our candidates who 
have finished excellent residencies are very 
familiar with the theoretical papers of Freud 
but have massive gaps in their knowledge of 
general descriptive psychiatry—and know little 
or nothing of the other fields you list. 

Should not the knowledge of biological and 
behavioral science be taught by the university, 
the medical school and perhaps in some phase 
of residency training (although there are many 
reasons why the latter should be primarily 
clinical) ? 

Your statements about the popularity of 
psychoanalysis in the profession of psychiatry 
should probably be stated as interest in psycho- 
analytic training; I think you are correct in 
this, as well as in your statement that it is not 
increasingly popular with the public. 

I wonder whether it should be more popular. 
It was oversold as a kind of panacea in the 
early ’50s, and many lost sight of its true 
position as an intensely interesting study (a 
point you make beautifully), a very difficult 
but fascinating profession and a mode of treat- 
ment which is of great value for a small, al- 
though very important, segment of the popula- 
tion. The present-day reaction may be a healthy 
one, although it has some distressing features 
of the current anti-intellectual and anti-scientif- 
ic trend, the activist doctrine of our times. 

Reading your paper was a highly stimulat- 
ing and valuable experience; I hope it re- 
ceives wide attention among our colleagues in 


i chiatry and related fields. 
psychoarki ae MD. 


Dear Dr, STEIN: EN d 

Many thanks for your letter, which is a 
good one filled with thoughtful comments, and 
I appreciate them very much. I am writing to 
respond to some of these comments and hope 
that I can achieve something of the truly 
thoughtful quality which characterizes your 
letter. 

Regarding the factor of affect and your 
statement that, while strict neutrality still 
characterizes the technique of some analysts 
whose education ended 20 or 30 years ago, itis 
no longer true of the best psychoanalytic teach- 
ing nor of the best analysts : this is undoubted- 
ly correct. My good friend Herman Belmont 
made the same observation upon reading my 


paper prior to its publication. However, i 
seems to be also a fact that the teaching of 
the best and most experienced analysts in re- 
spect to the role of affect has not yet had 
enough impact upon the younger analysts and 
students. The old, affectless model seems to — 
me to persist, as well as I can judge from my 
contacts with younger analysts and also the — 
occasional opportunities for examining and — 
talking with patients who have been treated 
by them. Many of the younger analysts still 
exhibit an affectless model to the patient in 
the treatment setting, and from the same source 
of information I gain an impression that some 
of the older analysts do likewise. It is my im- 
pression that only a proportion of analysts de- 
velop the capacity for releasing affect into the — 
treatment relationship, and as one might ex- 
pect, these seem to be the ones who obtain the 
most satisfactory therapeutic results (admitted- 
ly only a clinical impression, not scientifically _ 
validated). 

With respect to neutrality : again, what you 
say is no doubt true for the best contemporary — 
psychoanalytic teaching and also for the in- 
ternal ideals of psychoanalytic education. But — 
my own observations have forced me to the 
conclusion that a posture of rigid neutrality 
is still very much in evidence in psychoanalysis 
as it is practiced and taught. I guess that what 
I am saying adds up to this: there is a dis- 
crepancy or a lag between the internal ideals 
of psychoanalytic education and the best prac- 
tice of psychoanalysis, on the one hand, and 
the everyday practice and teaching of psycho- 
analysis, on the other hand. 

Of course I can only speak from my own 
knowledge and impressions, and recognize their 
limitations. In preparing this paper I gave 
much thought to the fact that, ideally, I should - 
visit psychoanalytic institutes across the country 
and sit in on seminars and preceptorial teaching 
sessions. This was obviously impossible, how- 
ever, and I went ahead with the paper upon — 
the basis of such information as was available 
to me. I do realize that there are probably 
significant differences in various localities and 
milieus. 


ters, as you say. But much of the older attitu 
characterized by an anxious intolerance of un- 
certainty, is still extant. I would cite a ver 


tion : visiting in another large city and atten 
ing a meeting of prominent psychiatrists, many 
of whom were psychoanalysts, I spoke inform: 
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ally of these matters, and received as a prompt 
rejoinder an innuendo to the effect that I was 
“ambivalent” and “uncertain.” I am sure that 
you are also familiar with this type of emotion- 
al reaction coming down on the head of one 
who questions. To be sure, the best analysts 
are not guilty of this, but there are many who 
are. 

About the restrictive effect of psychoanalytic 
training upon the acquisition of knowledge, 
relevant to an understanding of human nature, 
from other disciplines such as sociology, an- 
throlopology and the like : I agree completely 
with your suggestion that this knowledge should 
be taught in the university or medical school 
and perhaps during some phase of the resi- 
dency training. Unfortunately, though, the fact 
is that for the most part it is not taught any- 
where adequately, so that most of today’s psy- 
chiatrists and psychoanalysts are without what- 
ever insights it might have given them, I am 
not blaming psychoanalysis for this state of 
affairs, as that would of course be unfair; I 
_ simply intended to call attention to it and 

_ emphasize it as an undesirable hiatus in our 
present scheme of training. I do not see much 
in the way of encouraging signs that the medi- 
cal schools intend to do much about this. It 
probably will have to be picked up during the 
basic residency training for psychiatry. 

Van Buren O. Hammett, M.D. 


Dear Dr. HAMMETT : 

-You raise another interesting point, How 
does one measure constriction of affect in the 
analyst? It does occur, of course, partly for 
characterological reasons, partly out of in- 
adequate training. 

But we have learned to distrust the usual 
sources of information. Patients who complain 
that their analysts are cold and distant may in 
_ fact be correct—sometimes the analyst is 

anxious or hostile with this particular patient, 
or all. But very often the patient is expressing 
the sense of frustration of quite archaic wishes 
—his disappointment that he cannot seduce 
the analyst into an erotic relationship or an ag- 
gressive act. With neurotic patients, proper 
transference interpretation is generally suffi- 
cient to clarify the situation ; but when we are 
dealing with primitive or borderline psychotic 
or perverse characters, nothing short of erotic 
seduction or aggressive punishment will “satis- 
fy” the patient. So at least some of the com- 
plaints of coldness (which we have all evoked 
at times) are built into the neurosis itself. We 
cannot very well countenance the actual gratifi- 
cation of such archaic desires (which so often 
consist of sadomasochistic, even cannibalistic 
elements) ; yet the frustration of them leads 


to discomfort and complaint. It is not a soluble 
dilemma in this world. 

Nevertheless, your point is a good one ; the 
analyst must be sure he is detached and even 
frustrating only out of the need to help the 
patient, and not to protect his own narcissism— 
out of regard for the patient, and not out of 
fear or hostility. 

That would be a fine subject for investiga- 
tion—delicate, but not impossible. We have a 
mass of information about it from analytic 
supervisions. Perhaps some day it can be done. 

As for the accusation that criticism of psy- 
choanalysis means “ambivalence” or “uncer- 
tainty’—this might even be taken as a compli- 
ment, although meant pejoratively. We are all 
uncertain and ambivalent to some degree. How 
can one be “certain” about the details of the 
theory of such an encompassing, growing and 
changing body of data and hypotheses? We 
do need some sense of conviction about the 
basic tenets of the psychoanalytic approach to 
human behavior, but we must also be careful 
to retain a good deal of freshness and recep- 
tivity to new data. We should try to be as 
flexible as Freud was, anyway ! 

Martin H. Stein, M.D. 


Dear Dr. Stew: 

I am in complete agreement with the ideas 
in your last letter except for your use of the 
word “detached” in the third paragraph. A 
detached manner is what I think the analyst 
should not have. (Upon looking it up in my 
dictionary I see that it depends, perhaps, upon 
which connotation one attaches to the word. If 
it means unconnected, disconnected, remote or 
unconcerned—all of which are given as mean- 
ings in my dictionary—then I think that a de- 
tached manner would be inadequate for the 
needs of therapy. If, however, it means “unin- 
fluenced by personal considerations’—which is 
also given as a meaning—then I would quite 
agree that this describes what should be the 
analyst’s attitude). 

Continuing a bit with the thought expressed 
in your letter: I believe that you were right 
in delineating two quite different motives which 
may operate within the analyst as he refuses 
to act out with the patient; the one motive 
is to protect his own narcissism, the other is his 
wish to do what will be most helpful to the 
patient. I think that the patient will divine 
which motive is operating in the analyst, even 
when this is on an unconscious level and is not 
expressed between them in any detectable 
way, and furthermore that according to which 
it is the therapy will progress or tend to fail. 
This would be a hard point to prove at the 
Present time, but as you suggest it would cer- 
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tainly make a fine subject for 
tion. $ 
Van Buren O. Hammett, M.D. 


Dear Dr. HAMMETT: P 

In answer to your most recent letter, I 
meant “detachment” in its latter sense, of 
course: “uninfluenced by personal -considera- 


Martin H. Srem, M.D. 


ORGANIC INTEGRITY TEST 
Editor, Tue AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sm: Tien and Clark, in the September 
1964 issue of the Journal demonstrated that 
psychotics and organics can display comparable 
behavior patterns on the Organic Integrity 
Test. Table 4 of their study indicates that the 
OIT cannot effectively differentiate between 
these two populations. To therefore assume 
that psychosis is a consquence of a CNS dis- 
ease, or associated with a CNS disease is at 
best a questionable conclusion in the light of 
other evidence that would suggest that there 
are measures on which these two populations 


do differ. F 
Gronce Lassen, PH.D. 
Towson, Md. 


er investiga- 


DR. TIEN’S REPLY 
Editor, Tue AMERICAN JOURNAL OF Psycrt- 
ATRY : ` 
Sır: Dr. George Lassen’s observation on the 
Organic Integrity Test (OIT) is valuable in 
answering two questions about this color-form 
perception test : 


system function disturbances. On the other 
hand, neurosis (due to inconsistent program- 
ming) and mea (due to poor af oe 
uate programming) are y 
aiton AEN to use the lMnguage of 
communication en; . The aatras 
the brain’s physical integrity as an intact com- 
munication pA Astrom, a Swedish clinical 
psychologist, was able to show in 1963 that 
the OIT as a test for compared 
favorably with Wechsler’s performance tests, 
Koh’s blocks and Benton's Visual Retention 
Test. Astrom found that the OIT can reveal 
organicity in patients whose known brain 
undetected by the traditional 


2. Is psychosis necessarily an organic brain ~ 
disease as shown by the low OIT score? Yes, ~ 
if we accept the OIT as an organicity test as — 
defined above. Patients with psychosis scoring — 
poorly on the OIT (below 50) are likely to — 
suffer from some type of organic brain disease. 
For example, alcoholic psychosis, vitamin defi- 
ciency psychoses and psychosis with CNS 
syphilis are unquestionably organic brain dis- _ 
eases. And these patients score low on the OIT. — 
How about schizophrenic psychosis? Engels- 
mann, another clinical psychologist, showed ~ 
in 1964 that both chronic and acute schizo- 
phrenic patients, but not neurotic patients, 
score low on the OIT. These facts seem to — 
indicate that schizophrenic brain dysfunction 
is akin to organic brain syndrome. 4 
However, Dr, Lassen is right in taking the 
opportunity to point out to users of the OIT ` 
that this test cannot separate organic brain — 
damage from organic brain dysfunction, sin 
the difference is often subtle. The OIT is — 
designed as a quick screening test and it is — 
therefore wise to use it as part of a psycho- 
logical test battery in conjunction with a clin- 
ical work-up to arrive at the final medical 
diagnosis of any patient. 
H.C. Tren, M.D. 
East Lansing, Mich. 


ENSURANCE AND INSURANCE 
Editor, THE AMERICAN JOURNAL OF Psycut 
ATRY : A 
Sım; With reference to your Memo from the — 
Editor on page 452 of the October issue, in — 
which you state “To insure both diversity and | 
quality, an attempt is being made to achieve ` 
a balance in each issue . . .” could you please 
assure me that you will ensure that the word — 
“insure” is not allowed to continue its invasive 
incursion into our journal ? 

A minor point and best wishes to the new 
Journal leadership which seems to be doing a — 
good job already. a 

A small practical point, which would be of — 
use to some of us who keep our journals un- 
bound on the shelves for considerable periods 
of time, would be the greater convenience if 
the advertisements were on perforated pages 
so that they could be easily torn out before the 
Journal is put on the shelves, thereby sa 
much valuable space. 


P. D. L. Roper, M.D, 

Montreal, Canadi 

Ed. Note: Webster's Seventh New Co 
Dictionary says: “Insure stresses the t 
of necessary measures beforehand to make 
result certain or provide for any possible co: 
tingency ; ensure implies a making certain al 
inevitable.” pae 


BOOK REVIEWS 


Inprvinuat Dirrerences. By Anne Anastasi, 
Ph.D. (New York: John Wiley and Sons, 
1965, pp. xiii +301. Hard cover $5.00, 
paper $2.95.) 


Dr. Anastasi’s book of readings is one in the 
series Perspectives in Psychology—a series char- 
acterized by the editors as “concerned with the 
history of ideas in psychology.” It samples a 
variety of material published in the period 
_ 1869 to 1962, graphically reflecting man’s 
__ efforts at the assessment and understanding of 
the differences between individuals. Explana- 
tory comments by the author, interspersed 
throughout the text, provide continuity and a 
historical frame of reference. 

Dr. Anastasi traces the first systematic col- 
lection of data on individual differences to the 
“personal equations” derived by Bessel in 1816 
for pairs of astronomical observers. Selections 
from significant work by subsequent investiga- 
tors are then presented. These selections are 
organized around five broad areas of differen- 
tial psychology: measurement of individual 
differences, the nature of intelligence, behavior 
genetics, cultural deprivation and the nature 
of genius. According to Dr. Anastasi, an area 
was included because it seemed to contribute 
basic and far-reaching concepts to the field 
and was also particularly important for current 
research endeavors. 

It is obvious that Dr. Anastasi has exercised 
considerable care in her choice of passages. 
The result is some very stimulating reading. 
Fascinating are the accounts by Galton, Cattell 
and Binet of their attempts to develop stan- 
dardized measures of mental functioning. A 
questionnaire devised by Galton to appraise 
mental imagery is reproduced in the book and 
is so thoughtfully constructed that it could 
easily serve as a model for present-day ques- 
tionnaire designers. Spearman's deliberations 
about a g (general factor) in intelligence, the 
factor analytic approaches of Thurstone and 
Burt to an understanding of the structure of 
the mind and Garrettť’s theories on changing 
mental organization are among the interesting 
presentations subsumed under the nature of 
intelligence area, 

In the sphere of behavior genetics, statistical 
studies of inheritance are reported by Pearson 
and Thorndyke. Dr. Anastasi herself contrib- 
utes a very cogent discussion of what directions 
research might take for more meaningful ex- 
ploration of how heredity and environment 


834 


operate and interact. Tryon’s meticulous work 
with “maze-dull” and “maze-bright” rats points 
up the efficacy of selective breeding experi- 
ments in evaluating genetic influences on in- 
dividual differences. 

Studies representative of both cross-sectional 
and longitudinal approaches to cultural depri- 
vation are described in the book. The methodo- 
logical difficulties in conducting research in 
this particular area, as well as some common- 
place errors in the interpretation of data, are 
critically examined. Succinctly reflective of con- 
temporary thinking is Sherman and Kay's con- 
clusion that “children develop only as the en- 
vironment demands development.” 

Perhaps the most intriguing line of research 
on individual differences pertains to genius and 
creativity. Galton’s and Terman’s monumental 
investigations in this sphere are of course well 
known. One can additionally have nothing but 
admiration for the “creative thinking” demon- 
strated by Guilford and Torrance in the designs 
of their current projects on creativity. Of inter- 
est is Torrance’s differentiation between the 
highly creative and highly intelligent child. 

Because of the relative brevity of some of 
the selections, their full moment may not 
always be recognized by the reader, although 
Dr. Anastasi’s skillful interpolations help im- 
measurably in this regard. For those who wish 
to pursue an interest in individual differences 
more vigorously, Dr. Anastasi’s definitive vol- 
ume Differential Psychology (1958), providing 
no readings but an amazingly comprehensive 
coverage of the field, is most strongly recom- 
mended. 

Marvin Reznixorr, Pu.D. 
Hartford, Conn. 


GROWING UP IN THE KIBBUTZ. By A. I. Rabin, 
Ph.D. (New York: Springer Publishing 
Co., 1965, pp. 230. Hard cover $5.00, 
soft coyer, $2.95.) 


This very stimulating and provocative book 
attempts to compare the personalities of chil- 
dren brought up in the Kibbutz with those 
reared in the standard family setting in Israel. 
The Kibbutz is a unique sociopolitical and 
economic organization composed of individuals 
representing a “minority subculture within a 
larger majority culture.” The members of this 
democratic, voluntary, planned society are pri- 
marily of European descent and expound the 
philosophy of “economic collectivism and social 
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equality.” Life is goal-directed and group- 
oriented. 

The book is divided into three parts: a) a 
description of the Kibbutz with specific empha- 
sis on child development; b) the methods of 
assessing the control (family-reared) and ex- 
perimental (Kibbutz-reared) groups; and c) 
an integration of these findings, utilizing psy- 
chodynamic inferences and statistical tech- 
niques. 

The Kibbutz-reared child is subjected to a 
number of unique developmental experiences. 
These include multiple mothering, subjugation 
of personal needs for group needs and periodic 
shifts in living quarters. The author studied 
four groups (infants, pre-adolescents, late ado- 
lescents and early adults) in order to obtain a 
cross-sectional evaluation of the Kibbutz-reared 
individual. Using the Griffiths Mental Develop- 
ment Scale and the Vineland Social Maturity 
Scale, it was found that the Kibbutz-reared 
infants (0-15 mos.), as compared to the con- 
trol group, manifested a greater withdrawal 
from interpersonal relationships and reflected 
a lower achievement in the personal social 
scale. 

The pre-adolescents (age 10) were given a 
battery of psychological tests consisting of the 
Goodenough, Draw-a-Person, the Rorschach, 
the Blacky pictures and the Incomplete Sen- 
tence Test. The experimental group manifested 
less oedipal intensity (in boys), less guilt feel- 
ings towards parents, reduced sibling rivalry 
and a greater diffusion of love objects. 

The late adolescent (17-18) Kibbutz group 
was given the TAT, Rorschach and Sentence 
Completion Test. This group tended to repress 
sexuality, and showed greater control and sub- 
limination of primitive drives as compared to 
the family-reared group. z 

The pa sane Gas and female 18%-21) 
were fulfilling their military obligation in the 
Army at the time of testing. They manifested 
less impulse control and experienced a high 
concern with heterosexuality with increased 
promiscuity and a reduced rebelliousness 
against society. Although the Kibbutz-reared 
child apparently manifests an early geyalop- 
mental lag, he more than compensates for 
these deficiencies at a later stage; in fact he 
surpasses the family-reared child in many as- 
pects. The author refers to the works of 
Spitz (hospitalism), Bowlby (maternal depriva- 
tion), Bettelheim, Anna Freud jena aoa 
recognizes that comparison between 3 
pa studied and the Kibbutz-reared child 
group cannot be made directly, as these studies 
represent different cultures and settings (in- 


stitutions, etc.). 


This is a carefully planned study, written 
in a clear manner. The author is able to gener- 
ate the enthusiastic spirit of the Kibbutz while 
maintaining a reasonable scientific objectivity 
with regard to its members. 

This book is highly recommended to all in- 
dividuals interested in comparative child de- 
velopment. 

Barrie S. Greirr, M.D. 
Bethesda, Md. 


Mysterrous PHENOMENA OF THE HUMAN 
Psycue, By Leonid L. Vasiliev, translated 
by Sonia Volochova. (New York: Univer- 
sity Books, 1965, pp. 204. $6.00.) 


This book is a translation of a Russian work 
first published in 1962 which has since ap- 
peared in a second edition. Its author is the 
venerable Professor L. L. Vasiliev, a physiol- 
ogist trained in pre-revolutionary Petrograd 
who was formerly head of the physiology lab- 
oratory at the Bekhterev Institute and later 
active in a so-called parapsychology laboratory 
at the University of Leningrad. 

In this book, he has directed his attention 
to three main areas: 1) the scientific exami- 
nation of many popular superstitious beliefs 
involving dreams, hypnosis, etc., and the ex- 
planation of their real scientific basis; 2) the 
preparation of the theoretical ground for ac- 
ceptance of other similar apparently occult 
phenomena ; and 3) the experimental explora- 
tion of parapsychological phenomena such as 
thought transference and extrasensory percep- 
tion. 

The book is written for a popular audience. 
The chapters on sleep and dreams, hypno- 
tism, survival after death, etc., quite adequately 
support a sensible scientific attitude towards 
these matters and, no doubt, serve a useful 
educational purpose. The section on extrasen- 
sory perception is less satisfactory, especially 
when the author suggests the existence of new 
and special clairvoyant faculties: this chapter 
is fragmentary and superficial, with unvalidated 
anecdotes, tenuous data and scientific name- 
dropping. “Further patient research is neces- 
sary,” he concludes. 


The treatment of telekinesis is soundly skep- 


tical, and the author says that materialist para- 
psychologists are repelled by the unconvine- 
ing character of the experimental findings. 
The chapter on thought transference also ends 
on a skeptical note, although the author in- 
sists that mental telepathy on some electromag- 
netic or similar basis should be regarded as 
a theoretical possibility. 

The book gives the general impression of 
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having been written by an individual funda- 
mentally sympathetic to the phenomena he de- 
scribes, constrained to doubt by the necessities 
of scientific discipline. Since Soviet science is 
noted for its hard-headed materialism, parapsy- 
chologists can either feel comforted by Professor 
Vasiliev’s sympathetic interest or discouraged 
by his skepticism. 
__. The book is published as one of a series 
in a “Library of Mystic Arts” which includes 
books on postmortem survival, reincarnation, 
the human aura and psychedelic experience. 
The publisher in a prefatory note asserts 
that the appearance of this book in Russia 
; ee fresh evidence that the Soviet popu- 
lation is now being permitted “to join the 
uman race.” But students of Soviet science 
_ will recognize that there is more variety of 
' scientific opinion in the Soviet Union than is 
generally realized; a book by a professor in 
Leningrad may not only meet criticism in 


= terest in parapsychology is still probably more 
widespread in the general population of the 
USSR than in its scientific community. 
Josers Wortis, M.D. 
Brooklyn, N. Y. 


NeuroLocicaL Anp NeurosurcIcaL NuRsING. 
By C. G. deGutierrez-Mahoney, M.D., and 
Esta Carini, R.N., Ph.D. Fourth Edition. 
(St. Louis: C. V. Mosby Co., 1965, pp. 
449. $7.85.) 


Since first published in 1949, Neurological 
and Neurosurgical Nursing has been a valuable 
source book for those concerned with providing 
effective patient care in these specialized areas. 

_ The fourth edition increases its value by pre- 
_ senting current medical advances. Knowledge 

_ of current practices and procedures is urgently 
~ needed by nurse practitioners, and this book is 

_ well designed for imparting that knowledge 

and its practical application. 

The role of the nurse and her innumerable 
responsibilities is clearly defined. The presenta- 
tion of neuroanatomy and physiology, essential 
for understanding neurological conditions and 
diagnostic studies, is exceptionally well done. 
The manner in which the authors have de- 
scribed, explained and integrated the many 
and various neurological anomalies with medi- 
cal therapy, surgical treatment and nursing 
care facilitates the learning process, leading to 
improvements in patient care, 

Emphasis has been placed on the importance 
of considering the patient's background and 
past experiences in planning his nursing care. 
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A chapter of specific help is “Overactive, Un- 
deractive and Maladjusted Patients.” 

The usefulness of the book has been en- 
hanced by the addition of such diagnostic pro- 
cedures as echoencephalography and palen- 
cephalography and by the inclusion of the use 
of hypothermia and pelvic traction. 

This book continues to be a major resource 
for nursing personnel which should result in 
the improvement of nursing care of neuro- 
logical and neurosurgical patients. 

Mune P. Harvey, R.N 
Boston, Mass. 


Tue PSYCHOLOGY or EXCEPTIONAL CHILDREN. 
By K. C. Garrison and D. G. Force, Jr. 
Fourth Edition. (New York : Ronald Press, 
1965, pp. 571. $7.00.) 


This book, originally written as “a source of 
reference for teachers in service” to be used by 
departments of education and psychology, has 
become much more than that since its first 
publication in 1940. It offers much of value to 
all students of child growth and development— 
including those in child psychiatry and pediat- 
rics. The authors have made a major effort at 
revision; almost half of the references date 
since the last previous revision (1959). 

Perhaps they try to be too encyclopedic 
(“school lighting standards” to “mortality tables 
for rheumatic fever and rheumatic heart 
disease”) at the expense of more emphasis on 
some topics of current concern such as primary 
reading disability and programs of school in- 
tervention in the development of educational 
retardation and social defect. 

Admittedly, this reviewer is biased by his 
child psychiatric orientation. In Part 1 a chapter 
is added on the special education of exception- 
al children, The authors have defined as excep- 
tional “those who deviate sufficiently from the 
average that they need special attention and 
consideration if they are to be able to develop 
their potentials.” They include the “gifted” 
child to make it clear that “exceptional” is not 
a euphemism for “handicapped.” Exceptional 
children “have the same psychological needs of 
all children, but their disabilities and differ- 
ences emphasize certain needs, or create spe- 
cial needs of which schools and society must - 
be aware in planning appropriate educational . 
experiences.” 

Their statement “The challenge to the teach- 
er is to see that each child is given the oppor- 
tunity to develop in harmony with his poten- 
tialities for growth,” reminds one of Bower's 
challenge “The school, as a preventive force, 
is realized to the extent to which it is able to 
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make the educational experience a successful 
learning experience for all children.” (Ameri- 
can Journal of Orthopsychiatry 33:845, 1963). 
Unfortunately, the authors confuse educational 
with clinical goals in their ten-level “organiza- 
tional framework of special educational pro- 
grams”: 1) “most problems handled in regular 
classroom” and 10) “hospitals and treatment 
centers.” They develop many basic concepts 
of child growth and development, and offer a 
sub-chapter on educational retardation, but 
they have not presented the school’s unique 
opportunity for intervention at all levels of pri- 
mary, secondary and tertiary prevention of 
educational and social defect. Their organiza- 
tional framework does not indicate programs to 
intervene with early recognized underachieve- 
ment, efforts to eradicate the severe ego dam- 
age of school failure, or recognition of the 
school’s deficiency in meeting disciplinary 
problems reactive to learning frustration. 

The authors see the child as an individual 
and not as a special condition or disability, 
recognize that there can be multiple factors 
involved and recommend that school placement 
should be selective and temporary. While one 
might wish for more to be said in respect to 
the special needs of parents (for counseling) 
and teachers (for consultation) of these chil- 
dren, we can thank the authors for some 
shocking survey results. Over 12 percent of 
the school population needs special educational 
programs even before the discouragement of 
school drop-out. In 1958, only one-fourth of 
those with special a ped ae in 
special school programs (Mackie, ` 

Major e of this book include updated 
classifications, e.g., “intellectual deviations” in- 
stead of “mental deviates ;” additional chap- 
ters, e.g., “Oral and Aural Handicaps’ previous- 
ly included under “physical disability ; and 
additions such as the last chapter Educating 
Disturbed and/or Maladjusted Children. In 
this last chapter, however, and in some other 
areas such as the classification of childhood 
psychoneuroses as “neurasthenia, psychasthenia 
and hysteria,” there is apparent need for more 
recent collaboration with child psychiatry. 
There is inclusion of recent literature, such as 
reference to the individuality of primary be- 
havior reactions (Chess, Birch and associates), 
but there are lacunae such as the designation 
of “school phobia” as a fear of some threat 
imposed by the school without reference to 
the significance of separation anxiety. And I 
wish something had been said about preparing 
teachers for talking with defensive parents. 

Despite these deficiencies, there is much to 
be learned from this book. For example, it is 


stated that about one percent of the school 
population, considered “gifted” (I.Q. over 
130), continue to show physical as well as f 
scholastic superiority but may develop prob- 
lems from expectations beyond their chrono- 
logical age ; and that the epileptic child, with 
no such thing as an “epileptic personality,” is 
likely to suffer most from the social handicap 
created by his teacher's and classmates’ irra- 
tional fears, 

While some sections of this book need fur- 
ther revision, it deserves a place in every 
medical school library and a position on re- 
quired reading lists in the training of child 
psychiatrists and pediatricians. 

CuirFrorp C. Bracken, M.D, 
Philadelphia, Pa. 


ANNALES Moreau DE Tours. Volume II. Actu- 
alités de Thérapeutique Psychiatrique et de 
Psychopharmacologie. (Present Day Psy- 
chiatric Therapy and Psychopharmacol- 
ogy). Edited by Henri Baruk and Jacques 
Launay. (Paris: Presses Universitaires de 
France, 1965, pp. 520.) 


This volume of the Moreau de Tours Society, 
which was organized in France in 1958 for the 
study of modern drug therapy in psychiatry, 
begins with an excellent chapter on the history 
of psychopharmacology by Baruk, the re- 
nowned French psychiatrist. Any historian in- 
terested in this phase of psychiatric history will 
save much time by consulting the 223 refer- 
ences to this chapter. 

This is followed by a review by Coirault deal- 
ing with the results obtained with drug therapy. 
Generally speaking, psychotropic drugs are — 
effective in only about 50 to 60 percent of the 
cases. He raises the question as to why there — 
are no more patients who show improvement. 
One of the reasons is that only symptoms are 
treated, not the disease itself. This thought, 
applied to general paralysis (syphilitic men- 
ingoencephalitis), would be like this: The use ` 
of psychotropic drugs improves the symptoms, 
leaving the underlying disease unaffected, but 
malaria therapy or penicillin cures the basic 
process. 

Another reason is the varied frequency of 
spontaneous remissions in mental illnesses. The 4 
reviewer of this book made a study in 1943 ~ 
of the discharge rate of the cases of schizo- 
phrenia which were admitted to Central State 7 
Hospital, Indianapolis, between 1927 and 1937. — 
This represented a ten-year period during 
which the patients were given only routine 
state hospital care. The patients were diag- 1 
nosed by Dr. M. A. Bahr, late professor of psy- 
chiatry of Indiana University School of Medi- 
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cine. Of this group of schizophrenic patients, 
= Al percent were out of the hospital as im- 
__ proved or recovered in 1943. It was somewhat 
_ dismaying that despite the intensive use of the 
shock therapies (insulin, metrazol and electro- 
shock), the discharge rate of 41 percent re- 
mained materially unchanged. 

Section II of the volume is devoted to the 
drug treatment of depressive states. There is 
a classification on the subtypes of this disorder. 
Section III deals with hallucination-producing 
drugs; and Section IV takes up the biochemis- 
try of psychopharmacology. 

The volume comprises the papers presented 
t several symposia in 1962 and 1963. It 
ould be impossible to review the individual 
contributions to the various sections. For those 
who are working in this field, particularly in 
rug evaluation, there is a great deal of worth- 
while information, 
i Watter L. Bruersca, M.D. 
Indianapolis, Ind. 


BRIEF REVIEWS 

By F.J.B. 
t DURRENT ACHIEVEMENTS IN Gertataics. Edit- 
ed by W. Ferguson Anderson and Bernard 
Isaacs. Baltimore; Williams and Wilkins 
Co., 1965, pp. 268. $7.75. 
__ Papers read at Conference on Medical and 
urgical Aspects of Aging held in Glasgow, 
cotland, in 1963. Sessions on (1) Epidemi- 
ology and Gerontology, (2) Cerebrovascular 
Disease, (3) Urology in the Elderly, (4) Psy- 
chiatry and Clinical Topics. Psychiatry ses- 
Sion consisted of five papers, one of the most 
important of which was Professor Martin Roth’s 
“Prophylaxis and Early Diagnosis and Treat- 
= ment of Mental Illness in Late Life.” 


COMMUNICATION AND Community. Edited by 
Jules H. Masserman, M.D. New York : 
Grune and Stratton, 1965, pp. 309. $10.75. 

This is Volume VIII of the well-known Sci- 
= ence and Psychoanalysis Series. Once again the 

_ editor has assembled an outstanding group 

to consider various aspects of what certainly 
is a most important problem, 

The book is divided into three parts, the 
first concerned with the Dynamics of Com- 
munication and the Dynamics of Creativity. 
The second, headed The Community, also has 
two parts, Psychoanalysis and the Community 
and Techniques and Services. The third part is 
concerned with the Training of Psychoanalysts 

` in Community Mental Health Programs. 

The high caliber of the presentations is 
guaranteed by the high caliber of the partici- 
pants. Like all such compendia, however, there 
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is a bit of irregularity in the offerings. Part 1 
is particularly well done, and Part 2 has an 
extra ‘appeal because of present-day concern 
with community psychiatry and the noticeable 
move toward eclecticism. 

It would be unfair to single out any presen- 
tation in this stellar offering; suffice it to say 
all are quite worthwhile. The late Dr. Paul 
Hoch discusses the responsibility of psychoan- 
alysts in community mental health programs, 
while Drs. Heath and Millet discuss various as- 
pects of training. The role of psychoanalysis in 
community mental health is discussed by Dr, 
Maxwell N. Weisman. Taken altogether, this is 
a first-class and timely volume. 


An INTRODUCTION TO PSYCHIATRY (Third Edi- 
tion). By Max Valentine, M.D., D.P.M. 
Baltimore: Williams and Wilkins Co., 
1965, pp. 320. $6.75. 

Fifteen chapters, last three on clinical psy- 
chology, mental subnormality and forensic 
psychiatry ; other chapters are what would be 
found in any introductory clinical psychiatry 
work. First edition published in 1955, second 
in 1962. Author sees indications on both sides 
of Atlantic that psychiatry “is evolving toward 
a unified and potent medical force with far- 
reaching implications for the health of the 
individual and the well being of society.” 


CLINICAL Conrerences, ToprcaL anp Diac- 
Nostic (Vol. 2, No. 3). Edited by Marc H. 
Hollender, M.D., and Eugene A. Kaplan, 
M.D. Boston : Little Brown and Co., 1965. 

This compendium is part of the publisher's 
International Psychiatry Clinics series and the 
conferences which make it up were held at 
the State University of New York Upstate 
Medical Center, Syracuse. 

In the preface the editors note that while 
psychiatry shares with philosophy and psy- 
chology the study of man, it also shares with 
medicine the clinical responsibility for his care 
when he suffers or is disabled. This is a good 
start, and the topical conferences then begin 
with “the patient at the center of the stage.” 

There are eight conferences, and all of them 
concern problems which psychiatrists encoun- 
ter in private practice and in hospitals. Some 
of the problems seem to be mundane—com- 
pensation problems, problems associated with 

irsutism, urinary retention, etc. ; common as 
they are, they are ubiquitous. The conferences 
upon the various subjects were tape recorded 
and the informality of the meetings is preserved. 

The authors hope that the report of the 

conferences will stimulate readers to further 

thought and discussion of these problems, for _ 


. directly related to 
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enrich itself.” 


Lone-Term Resutts or Psycutarric OuT- 
PATIENT TREATMENT, By B. E. McLaugh- 
lin, M.D. Springfield, Ill.: Charles C. 
Thomas, 1965, pp. 80. $4.75. 

A review of some of the failures in psychi- 
atric care. An altogether unusual book detail- 
ing treatment in OPD eight years before 
advent of drugs and eight years after ; one hun- 
dred cases were picked from the more than 
16-year period by staff of psychiatric clinic 
of Woman's Medical College. Cases analyzed 
statistically and ten are elaborated upon as pro- 
totypes of the series. 

The first section of the work describes the 
clinic setting and methods of therapy and at- 
tempts to analyze the series of therapeutic 
failures as a group. The second section at- 
tempts to give scientific explanations and some 
philosophic conclusions. The heart of the book 
is the case reports. 

Remarkably interesting. We read of Edward 
who had “three strikes against him,” yet with 
supportive care has carried on. By all dynamic 
criteria, however, he is a complete therapeu- 
tic failure. There is Catherine, “a used up 
prostitute,” and John, a downtrodden, com- 
pulsive, delusional, aging Negro who “has 
nothing.” The psychiatrists worked with these 
people and in this report examine themselves 
philosophically and try to evaluate their results 
in broad spectrum. A humane document. 


Psycurc Dynamics. By Berthold Eric Schwarz, 
M.D. New York: Pageant Press, 1965, 
. 159. $3.95. 

The author, a practicing psychiatrist, had 
the opportunity to study “the uncanny abilities 
of an amazing nonagenarian telepathist for 
several years and thus became interested in 
the study of the lives of several psychically 
gifted individuals. Noting that Freud once 
wrote to Carrington, a psychic researcher: “If I 
had my life to live over again, I should devote 
myself to psychical research rather thin psycho- 
analysis,” Dr. Schwarz interested himself in 
several interesting individuals. id 

The work consists of three psychiatric case 
reports on the lives of “very talented psychic 
individuals.” There is Mrs. Krystal, who dis- 
covered her psychic talents early in her mar- 
riage ; Dr, Conrad Campbell, a brilliant surgeon, 
whose serious emotional problems seemed 
experiences with his 
psychic mother; an wonderful, modest, 
friendly old game warden from Maine, who 
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“would dowse for oil and for water successfull 


Apparently a remarkable and interesting mai 
he was discovered by Kenneth Roberts, the we! 
known novelist. All are well studied by Dr. 
Schwarz and all raise many questions which 
cannot be ignored. A most interesting work. 


Tue Ricuts or Inrants (Second Edition). By 
Margaret A. Ribble. New York: Columbia 
University Press, 1965, pp. 148, $4.95. 

The first edition of this work, published in 
1943, attracted wide attention. The author, a 
well known psychiatrist and psychoanalyst, 
has been able to verify the conclusions set 
forth in the intervening 22 years, The worl 
treats of all of the important things that par- — 
ents should know, and the author has added 
emphasis in the basic areas of the role of the 
father in the home and the recognition without 
alarm or condemnaton of early erotic impulses 
in the baby. 

The chapters include The Right to a Mother, — 
Sucking, Sleep, Some Suggestions about Toilet — 
Training, and Early Emotional Development. ~ 
The author, whose pediatric training stands 
her in good stead, notes that many mother. 
with a passion for standardization hope “thai 
once the baby gets going on a good schedule 
he will be as dependable as train service and 
give his mother a chance to have some life of — 
her own.” She notes, however, the discrepan 
between the baby’s biologic clock and the ar! 
ficial schedule which is imposed upon him. 

This is an excellent work and can be well 
recommended to parents, particularly those 
who are worrisome. Understanding gleane 
from it might well help prevent some friction — 
between child and parents in later years, : 
Questions AND ANSWERS ON STUTTERING. By 

Dominick A. Barbara, M.D. F.A.P.. 
Springfield, Ill. : Charles C. Thomas, 1965, — 

pp. 102. $5.50. i 

As the title implies, this work by a prac- 
ticing psychoanalyst, particularly well versed 
in the fields of communication and stuttering, — 
answers the questions the physician may | 
asked in regard to this problem, which dis- 
tresses parents and child alike. He begins at 
the beginning by asking ; “What is stuttering?” 
and proceeds through its treatment, including 
a few paragraphs on how the family physician 
can be of help to the parents of stutterers, 

The incidence of the problem is placed : 
about one percent of the population, al 
one-half of whom are children, Males f 
to eight times as frequently affected as 
males. One reason for this, the author b 
lieves, is that early environmental stress 


never as hard on girls as à 


problem, such as the ambivalent feelings which 
-a child stutterer has toward his parents. He 
tends to see his mother as the domineering and 
controlling parent. The author examines some 
of the possible psychological sources that lead 
to stuttering in the young child, and all in all 
he presents a definitive work and a very in- 

teresting volume. 


‘Guwance ror Youtu. By Bruce Grant, George 
D. Demos and Willard Edwards. Spring- 
~ field, Ill.: Charles C. Thomas, 1965, pp. 
113. $4.50. 
The authors, a counseling psychologist, a 
: of students and a dean of educational 
services, offer this volume as “an aid to teach- 
counselors, parents, physicians, psycholo- 
gists and other professionals dedicated to 
helping youth.” Essentially it is a text in educa- 
tional and vocational guidance, primarily for 
igh school students. 
; r are three parts to the work. The in- 
‘troduction interprets and defines guidance and 
gives the meaning of educational and vo- 
ational guidance. It also interprets counseling. 
2 has to do with educational guidance and 
3 with vocational guidance. The authors 
ite they understand that “this is the only 
dance text prepared for use by youth, in 
i hich an attempt is made to interpret guid- 
“ance to those individuals for whom it primar- 
ly exists, i.e., the students.” Although this 
_ Statement is a bit involved, this is a good book 
with a rather good chapter on how to learn, 
“which includes procedures for increasing read- 
‘ing speed and for improving reading compre- 
hension. 
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BOOKS RECEIVED 


~ _ The following books have been received ; 
‘the courtesy of the sender is acknowledged by 
this listing. Books of particular interest to the 
readers of this journal will be reviewed as 
space permits, Readers desiring additional in- 
formation on any book listed are invited to 
communicate with the Editor. 


Paviovian Psycuratry: A New Synrtuesis. 
By Christian Astrup, M.D. Springfield 
Ill.: Charles C. Thomas, 1965, pp. 171. 
$6.75. 


Sex AND Benavior. Edited by Frank A. Beach. 
New York: John Wiley and Sons, 1965, 
pp. 592. $9.75. 


There are many interesting aspects of the 
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“ADOLESCENTS Our or STEP. By Peter GS. 


Beckett, M.D. Detroit: Wayne State Uni- 
versity Press, 1965, pp. 170. $6.95. 


EMERGENCY PsyCHOTHERAPY AND Brier Psy- 
cuotHerary. By Leopold Bellak, M.D., 
and Leonard Small, Ph.D. New York: 
Grune and Stratton, 1965, pp. 253. $9.75. 


HANDBOOK or Community PSYCHIATRY AND 
Community Mentat Hearta. Edited by 
Leopold Bellak, M.D. New York: Grune 
and Stratton, 1964, pp. 465. $14.50. 


Tue Givep Cace. By István Benedek. Buda- 
pest : Corvina Press, 1965, pp. 352. 


Movern PsycuotHerarevutic Practice. Edit- 
ed by Arthur Burton. Palo Alto: Science 
and Behavior Books, 1965, pp. 399. $8.95. 


Your Caup Is 4 Person: A PSYCHOLOGICAL 
APPROACH TO PARENTHOOD WITHOUT GUILT. 
By Stella Chess, M.D., Alexander Thomas, 
M.D., and Herbert G. Birch, M.D. New 
York: Viking Press, 1965, pp. 207. $4.75. 


Anima Drives. Edited by George A. Cicala, 
Ph.D. Princeton, N. J.: D. Van Nostrand 
Co., 1965, pp. 265, $1.95. 


An Invitation TO PHENOMENOLOGY : STUDIES 
IN THE PutLosopny or Experience, Edited 
by James M. Edie. Chicago: Quadrangle 
Books, 1965, pp. 286. $6.50, cloth. $2.25, 
paper. 


Concentration Camp Survivors IN NORWAY 
AnD IsraEL. By Leo Eitinger, M.D. New 
York: Humanities Press, 1965, pp. 199. 
$6.50. 
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‘THE 


INTRODUCTION 


In several recent studies of mental 
health, a higher proportion of single’ men 
than of single women have shown indica- 
tions of maladjustment. In accordance with 
the popular view of marriage as a triumph 
for women and a defeat for men, according 
to the role-prescriptions that women long 
for marriage while men long for freedom, 
we would expect to find those men who 
have escaped marriage to be much better 
adjusted than those women who have 
failed to marry. That their data suggest the 
opposite has been greeted by the authors 
of the studies concerned with varying de- 
grees of surprise and disbelief. The authors 
of the Midtown study of a section of Man- 
hattan, for instance, speculated that the 
result might haye been produced as an 
artifact of some factor of selective migra- 
tion into their study population(9, p. 181). 

The result has by now been replicated 
on at least five separate populations, so 
that the likelihood of its being explained 
by conditions peculiar to a particular local- 
ity seems remote. In this paper our aim 
will be not only to establish the greater 
proportion of maladjusted single men than 
single women, but also to report and assess 
some constituent dimensions of that mal- 
adjustment and attempt an explanation of 
the differences we find, Throughout these 
discussions, findings on married men and 


Read at the 12lst annual meeting of the 
American Psychiatric Association, New York, N. Y., 
May 3-7, 1965. 5 

Dr. Knupfer is Project Director of ie Longi- 
tudinal Study of Changes in Drinking Practices, 
Mental Research Institute, 2223 Shattuck Avenue, 
Berkeley, Calif. Messrs. Clark and Room are 
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iThroughout this paper, “single” and “unmar- 

Leese ed interchangeably, always in the sense 


of “never married. 
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women will be used for purposes of com- — 
parison. an 

Our data are drawn from the 1964 rein- 
terviewing of an area-probability sample — 
of San Francisco first interviewed in 1962 3 
(N = 1268 in 1962, representing 92 percent — 
completion) (7). The 1964 sample, designed — 
for a longitudinal study of drinking prac- 
tices, consisted of all heavy drinkers in the 
1962 sample, one-half of all other 19 
respondents and the spouses of those, 196 
respondents included in this reinterview ~ 
sample.* Nearly every member of the sami 
ples was at least 23 years old in 1964. The 
completion rate (N=979) was about 75 
percent. The reinterview sample is, of 
course, biased by the overrepresentati 
of heavy drinkers, but this bias is not su 
ficiently great to render the sample app 
ciably different from San Francisco as @ 
whole in its distribution on any of the 
common demographic variables. F 

The interview consisted of many precod- 
ed questions and also a considerable num: 
ber of open-ended questions, running 
average length of three and one-ha 
hours ; the data on mental health and 
sonality used in this paper were gath 
to test hypotheses about problem drinkin 
In addition to the interview, respond 
were asked to mail in a self-administe) 
questionnaire consisting primarily of ps 
chological items, from which data in 
paper will also be drawn. 4 


THE ADJUSTMENT OF SINGLE MEN AND WOMEN 

The prime indicator of maladjustment 
available from earlier surveys of general 
populations is answers to a questionnaire 
item on the respondent's assessment of his 
over-all happiness. In each of the f 
samples in Table 1 which used this indie 
tor, the percentage “unhappy” is 


2More detailed information on the 1964 si 
is available on request from the authors. 
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group and-the differences between groups 

vary a good deal from one study to another. 
_ The replication of this result in four 
parate general samples makes it ex- 


TABLE 1 
Mental Adjustment as Determined by Self-Evaluation or Psychiatric Judgment, 
by Sex and Marital Status 


single men is greater in each sample than 
the difference between martied and single 
women suggests that it is not simply a 
differential willingness of the two sexes to 
admit unhappiness that produces the dif- 
ferences. It can be legitimately argued that 
to use this item as a sole indicator of mal- 
adjustment is to base a heavy conclusion 
on a rather slender reed: after all, people 


MARRIED 
MEN WOMEN 


SINGLE 
WOMEN 


ALADJUSTMENT 

Gurin (1957): Nationwide 
Percent “not too happy” 

Bradburn (1962): Four rural Illinois communities 
Percent “not too happy” 


Percent “not too happy” 
_ Khupfer (1962): San Francisco (urban) 
Percent “not too happy” 
V. Srole (1954) ; Manhattan 

Percent rated “impaired” 


-Gurin (1957) : Nationwide 


13 11 8 7 


19 14 9 7 


21 12 7 10 


Percent “very happy” 11 26 36 43 
radburn (1962) : Four rural Illinois communities 
2 Percent “very happy” 12 27 27 27 
Bradburn (1963) : Five urban and suburban samples 
Percent “very happy” 18 18 35 38 
V. Knupfer (1962) : San Francisco (urban) 
Percent “very happy” 16 24 39 39 
ES FOR THE PERCENTAGES ABOVE 
l. Gurin (1957) 82 76 908 963 
l. Bradburn (1962) 42 33 794 824 
Il. Bradburn (1963) 150 79 1009 1171 
M. Kupfer (1962) 101 109 374375 
Srole (1954) 182 256 450 537 


MPLES AND INDICATORS USED 


‘things together, how would you say things are these day: 
happy these days ?" Cross-section of those over 21. 


by Gurin et al., with the last two words omitted. Sam 
nonrandom criteria for selection within household. 
JlI, Private communication, 4/9/65, from Bradburn ; 


|. From Gurin et al.(6), Table B-45. Percentages given above are 


Percents answering as indicated to the question, ‘Taking all 


'S—would you say you're very happy, pretty happy, or not too 
an Il, From Bradburn(1), Table 2.4. Percentages given above are 


percents answering as indicated on the same question asked 


ple nearly all over 21, probability sample of households with 


percentages given above are percent answering as indicated to the 


question, “Everything considered, how happy would you say you are ?—very happy, pretty happy, not too happy.” About half 


the sample is a suburban neighborhood in Maryland, near Washington ; other half is from u 
class Detroit neighborhood ; a Negro, lower-class Detroit neighborhood 


rban areas: a white, lower- 
; a transitional Chicago neighborhood; a small 


nationwide sample of ten metropolitan areas. See Caplovitz and Bradburn(2). 


IV. From the initial 1962 interview of an area-probability sample of San 


Francisco (see reference 7). Percentages given above 


are percents answering as indicated to the same question asked by Gurin et al. Cross-section of those over 21. 


V. Recalculated from Srole et al.(9), Table 10-1, 10-2. Percentage given above is percent rated 
questionnaires by psychiatric judges on a classification of “symptom formation” 
“impaired” including marked, severe, incapacitated; “impaired” is seen as 
halting, laming or crippling effects on personal performance in one or more social theaters of adult life.” Cross-section 


of those 20-59. 


“impaired” in a rating of 
: well, mild, moderate, impaired, with 
“a measure of pathology that seems to have 


—= 
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` attach different values to the idea of “being 


happy.” Some might consider it a serious 
admission of defeat to say they are not 
happy, whereas others might consider it an 
admission of insensitivity or arrogance to 
say they are happy. But the similar results 
with an entirely different type of measure 
in the Midtown study (Sample V) suggest 
that felt unhappiness is indeed a valid 
indicator of maladjustment. In. Midtown, 
the whole series of responses to a large 
number of questions was evaluated by two 
psychiatrists to arrive at a rating of “well,” 
“mild,” “moderate” or “impaired.” i 

Further confirmation of the results on 
“happiness,” and a fuller picture of what 
is involved in the differential maladjust- 
ment of the sex-marital status groups, can 
be gained from the large variety of psy- 
chological indicators used in our 1964 re- 
interview sample, Our data can be regard- 
ed as relevant to four general types of 
symptoms: subjective symptoms of dis- 
tress, such as being unhappy or depressed, 
or worried or anxious; psychotic symp- 
toms, such as severely defective perceptions 
of reality; psychopathic symptoms, such 
as inability to obey rules, or getting into 
trouble with the police or with an em- 
ployer ; and psychosomatic symptoms, such 
as hypochondriasis or nervous stomach. 

Part A of Table 2 shows the results of 
four questions relevant to the subjective 
dimension of “low spirits” or unhappiness— 
the dimension closest in content to the 
questions on happiness in Table 1. On all 
but one item, fewer single women indicate 
unhappiness than do single men. This con- 
firms the results of earlier surveys shown 
in Table 1. It is interesting to note that the 
least unhappy group of the four is, on the 
whole, the married men. 

Part B of Table 2 deals with other sub- 
jective symptoms in the area of anxieties 
and worries, Here more single women show 
symptoms than do single men. This con- 
forms to the findings in Americans View 
Their Mental Health(5, p. 32), where it was 
shown that quite consistently, groups scor- 
ing high in enjoyment of life also scored 
high in worry and that specifically, this was 
true for single women compared with single 
men in that study. 
Part C of Table 


math ¥ 


2 ale with several 


This is definitely a sex-linked reaction and 
demonstrates the importance of comparing 
the answers of, for example, single women — 
with those of married women. Thus, al 
though single women are more prone to 
fears. than single men, they are less so tha 
are married women. Whatever the underly: 
ing pathology might be, it seems that wom- 
en are more likely to confess fears and wor- — 
ries than men. The opposite is true when we 
consider a group of items which have been 
labeled “antisocial tendencies” (Part D of — 
Table 2). It would appear that men are 
more willing to confess to being “bad” than 
women. But whereas single women confess 
fears less than married women, single men 
on the other hand confess “badness” more 
than married men. This suggests that single 
men have remained less domesticated than 
married men, retaining the “masculine” 
traits of a desire for independence and free- 
dom from conventional rules, 

Although women evidently experience 
more worry and fear than men, we find 
that fewer women than men show certain | 
symptoms that we classified as e 
neurotic symptoms.” Part E, Table 2, shows 
the proportions giving symptomatic ans W 
to those questions. . 

As for psychosomatic symptoms, the re- 
sults lack uniformity as far as the com- 
parison between the four groups is con- 
cerned.” It is of some interest to note that — 
certain psychosomatic symptoms are more 
common among women, e.g., skin breaking 
out, headaches and constipation. The only 
generalization that can be made is that ~ 
married men are consistently lower than — 
married women in prevalence of psycho- 
somatic symptoms. By, 

In the foregoing section we have ex- 
amined a variety of indicators of malad- 
justment, classified by their manifest con- 
tent into certain classical dimensions 
patterns, in order to ascertain whether mo! 
single men show evidence of being malad- ~ 
justed than single women. 

The data that have been reviewed con- 
firm and specify the finding of other 
studies that more single men are malad- 
justed than single women. This more prev- 


3Table is not shown. 
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f TABLE 2 
Symptoms of Maladjustment by Sex and Marital Status, 
1964 Reinterview Sample 


PERCENT * 
SINGLE MARRIED 
MEN WOMEN MEN WOMEN 


A. Indicators of Depression-Enjoyment 
1. How often are you bothered by feelings of depression? (“Often” 


or “sometimes”’) 35 35 27 50 
2. | often feel lonely. (True) 39 29 23 34 
3. Most of the time | feel happy. (False) 19 7 10 15 
4. How do you feel about your present job? (It is “just all right” 

or “dislike it most of the time” or “hate it.”)” 38 11 20 19 


B. Indicators of Anxiety and Worry 
_ 1. How often are you bothered by feeling tense or nervous ? (“Some” 


or “a lot.”) 41 56 36 57 
2. In general, how much do you worry about things? (“Some” or 
% “a lot.”) 43 59 44 65 
3. Sometimes | feel that | am about to go to pieces. (True) 26 24 22 44 
© 4, Several times a week | feel as if something dreadful is going to 
happen. (True) 8 12 7 8 
5. | get very tense when | think other people disapprove of me. a 
k (True) 38 48 43 50 
Indicators of Phobic Reactions 
| am not at all afraid of the dark. (False) 44 39 24 53 
The thought of being in an auto accident is very frightening to 
me. (True) 78 83 74 90 
. | must admit that | feel sort of scared when | move to a strange 
place. (True) 28 44 23 44 
A windstorm terrifies me. (True) 6 24 15 34 


D. Indicators of Antisocial Tendencies 


1, Police cars should be specially marked so you can always see 


them. (True) 58 46 54 46 
2. Sometimes | enjoy going against the rules. (True) 50 35 41 32 
3. It is never right to disobey the government. (False) 45 38 36 26 
4. | have never been in trouble with the law. (False) 33 12 25 6 
5, | enjoy getting drunk once in a while. (True) 46. 7 30 14 
Indicators of Severe Neurotic Symptoms 
1. | do not worry about catching diseases, (False) 50 19 30 30 
2. | have had periods in which | carried on activities without know- 
ing later what | had been doing. (True) 29 2 15 11 
3. Sometimes, when embarrassed, | break out in a sweat which 
annoys me greatly. (True) 34 19 23 27 
| have frequently found myself, when alone, thinking about such 
problems as free will, evil, etc. (True) 41 22 29 18 
Sometimes | think of things too bad to talk about. (True) 37 20 40 30 
: . | am bothered by all sorts of pains and ailments in different parts 
E y of my body. (True) 31 10 31 17 


a Figures are the percents of each sex-marital status group giving the indicated response. Except where otherwise noted, the 
sample N’s on which percentages are based in all tables in this paper are within two or three of the following (occasional 
“No Answers” are excluded from the percentages): a) All items with a “True” or “False” response: single men: 36; 
single women: 42; married men: 245; married women: 269. b) All other items: single men: 46; single women: 53; 
married men: 337; married women: 349. 

>N's for this question: single men: 34; single women: 36; married men: 277; married women: 109, 
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alent maladjustment among single men 
shows particularly in indices of unhappi- 
ness, of severe neurotic symptoms and of 
antisocial tendencies, but does not seem 
to be reflected in a greater prevalence of 
psychosomatic symptoms and is accompa- 
nied, as in Gurin’s findings, by a lower rate 
of worries and fears. 


WHY THE DIFFERENCE : SOME HYPOTHESES 
AND DATA 


Possible explanations of the greater pro- 
portion of maladjustment among single 
men than among single women can be 
divided into two broad categories: ex- 
planations in terms of selection for the 
unmarried state, whether the selection is 
a matter of being “rejected” (i.e, not 
chosen for marriage) or of being “self- 
chosen,” to use Srole’s terms ; and explana- 
tions in terms of reaction to the unmarried 
state, as a state which is shared by only a 
small minority of those over 30. It is not 
easy to separate selective from reactive fac- 
tors in the absence of “before-and-after,” 
that is, longitudinal, data. 

Hypotheses about the effects of selectiv- 
ity center around the very different roles 
of the sexes in a courting relationship. 
In distinguishing between the “rejected 
and the “self-chosen,” Srole suggests that, 
considering the eagerness of most women 
to get married, for a man to be rejected 
“can only result from the handicap of 
physical or personality deviations (9, p. 
186). We might add that because of the ad- 
vantage men have on the marriage market, 
even the self-chosen are likely to be more 
severely handicapped, as this choice indi- 
cates a lack of initiative and/or a fear of 
responsibility and intimacy. Considering 
how many married men themselves have 
such fears, one might speculate how much 
more profound such fears must be to lead a 
man to avoid marriage altogether. The 
mere fact of having made the choice him- 
self, that he is self-chosen rather than re- 
jected, does not mean that the man is more 
adequate. Some, of course, are homosexual, 
a deviation which probably prevents mar- 
riage more in men than it does in women, 
perhaps primarily because of the necessity 
for the man to take an active role sexually. 

For the women, selective factors operate 


somewhat differently. To quote Srole again, 
Here, we hypothesize, another cultural factor 


enters, namely, that many males in their active ~ 


courting roles tend to choose a wife who en- 
hances their culturally conditioned self-image 
of masculine dominance. As a result, we sug- 
gest that women with strong, independent _ 

personalities, or with other especially gifted 

native endowments, are bypassed more often — 
than their sisters with less outstanding qualities 
(9, p. 180). i 

If a man wants to be superior to his wife, 
it would follow that given a range of 


. talents in both sexes, those left over after 


the pairing has taken place would be the 
inferior men and the superior women. — 
Comparisons of the unmarried women with 
married women on the one hand, and with 
unmarried men on the other, are then in 
order. a 
A second selective hypothesis might be 


that the unmarried women are less attrac- 


tive sexually, less feminine, less loving and 
nurturing and more selfish than the mar- 
ried women. Here the only relevant com- 
parison would be with the married women, 
A third selective hypothesis is based on ue 
fortuitous effects of deferring marriage(8), 
Given the facts that men usually marry 
women younger than themselves and that 
men have a higher death rate than women 
at all ages, it would seem possible that any 
number of accidental factors which might 
cause a delay in marriage for the young: 
woman could seal her fate as far as mar- 
riage is concerned. The conclusion here 
would be that the unmarried women are 
not very different from the married women, 
but that they are unmarried because of a 
series of accidents. 
CHILDHOOD EXPERIENCES 4 
One area of data collected in our study 
clearly bears on hypotheses about selec- ~ 
tion, rather than reaction, to the married 
state. This is the information we collected 
about childhood experiences. Among the 
questions we asked about childhood are a — 
few that can be regarded as indicative of a — 
relatively favorable or unfavorable early 
environment. These are shown in Table 3; 
clearly, single men in larger proportion than ~ 
single women have experienced stressful 
situations in childhood, according to these 
indicators. What is perhaps even more 
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TABLE 3 
Indicators of Childhood Stress by Sex and Marital Status 


PERCENT * 
SINGLE MARRIED 
MEN WOMEN MEN WOMEN | 
É: ITEMS 
1. Did not always live together with both parents to age 16. 41 20 39 36 
, Father's education ; less than a high school graduate. 56 39 65 67 
Was your family ever on relief or welfare ? (Yes) 17 6 10 12 
Parents’ marriage was not too happy. 59 38 45 47 
Before age 16 respondent lived with or was close to someone who 
had a drinking problem. 31 18 19 21 
6. When you were small, did you: feel sure of your parents’ love and 
‘devotion to you ; or feel that they admired and approved of some other 
child more than they did of you? (feel that they admired . . . 
other. . )? 19 15 10 14 
In your early childhood (at six or eight) did you: feel your parents 
were very wise people who should be obeyed; or find their authority 
irksome and escape it when possible ? (Find their authority . . .)” 23 10 20 13 


N's are for True-False items. (See footnote a to Table 2.) 


triking in the table is that single women 
end not only to have more favorable child- 
hood environments than single men, but 
tend to be the most favored group of all 
four. Perhaps this is a reflection of the 
_ saying that “happy marriages produce old 
_ maid daughters.” The figures in Table 3 
lend support to the idea that men who 
‘remain single are more apt to do so be- 
cause they are handicapped to begin with, 
whereas single women do not give evidence 
of being handicapped in these ways. 
= Here is an example of a stressful child- 
hood in a respondent who is a single man, 
41 years of age. About why he is a bachelor 
he says, “The divorce in my family was 
the main reason. What I seen of that mar- 
riage was enough for me . . . continuous 
fight, day and night. . . . All I know is that 
he was a fifth-a-day man, and she did 
pretty good herself, I was a piece of furni- 
_ ture. I wasn’t even included in the family 
_... I had to shift for myself. There wasn’t 
any meals cooked.” 

We also haye data on some other child- 
hood characteristics including behavior 
problems and sibling position (table not 
shown). More of the single men than of 
the single women had behavior problems, 
but this is not necessarily meaningful since 
women in general are so much less apt 
to show such behavior. What is more sig- 


aie 


a Figures in the table are the percents of each sex-marital status group giving the indicated response. 


nificant is that more of the single men than 
of the married men had behavior prob- 
lems. Single men are also more likely to ` 
come from small sibships and to be either 
the only or the youngest child, than are 

single women. One thinks of the spoiled 

only child overly attached to his mother, 

and on the other hand of the girl in a 7 
large family who acquired the pattern of ~ 
taking care of her brothers and sisters and | 
later of her aging parents. 

There are several examples among our 
single men of over-attachment to mother. 
One 38-year-old man who lives with his 
mother was engaged but postponed his ` 
marriage when his mother became bed- 
ridden for eight months. While he says ~ 
that her illness has not affected his plans 
for marriage, no new date for the wedding a 
had been set, almost two years after his 
mother’s injury. 

Our items on dominance as a dimension A 
of personality have some relevance to the — 
hypothesis that it is the strong, independent 
women who are “unchosen” for marriage, 
while it is the weaker or “passive” men who 
“avoid” marriage (Table 4), It is possible to 
view this as partly reactive ; women who do 
not have a man to take care of them or, per- 
haps better, to play the dominant role and 
thus permit the 


TABLE 4 
Indicators of Dominant, Self-Assertive Personality Traits, by Sex and Marital Status 


PERCENT * 


MEN MEN 


ITEMS 


If given a chance, | would make a good leader of people. (True) 


I'm usually a good leader. (True) 


| think | would enjoy having authority over other people. (True) 
| would be willing to describe myself as a pretty strong personality. 


(True) 
| like to compete with others. (True) 
l'm not usually a leader in my group. (False) 


^ Figures in the table are the percents of each sex-marital status group giving the indicated response. 


role, are forced to become more independ- 
ent.4 : i 

Men, on the other hand, might well be- 
come more dominant after marriage due 
to being pushed into the aggressive role, 
being expected to make decisions for a 
family and to fight the outside world on 
their behalf. Many people find more 
strength when they are expected to defend 
someone else or to command others than 
they would without the pressure of these 
roles. Still, the group differences seen in 
Table 4 may just as well be due to selection. 

The general line of hypotheses propos- 
ing reactive factors to explain differences 
in maladjustment between unmarried men 
and unmarried women is indicated by 
Gurin : 


Women are seen as more able to form or to 
maintain other than marital attachments ; their 
ties to the family and friends can be very 
strong. The story of the single aunt who 
assumes the role of a doting mother-figure to 
her nieces and nephews is not uncommon. 
For a single man, however, in addition to the 
stereotype stressing freedom and independence, 
there is also the picture of the lonely, anomic, 
rootless man, living out his life in sihgle rooms. 
Perhaps it is in an ability to form and main- 


tain meaningful personal attachments that we 


3I am reminded of some women I know who 
seemed to be quite able to take care eee 
selves before marriage but who became rel Eve ly 
helpless after ten or 20 years of marriage. te 
example, one patient of mine had, Sigal the 
ages of 20 and 32, taken charge ol gevecal 
extended foreign her mother ut, at 

whe: was widowed, had go ak 
o about getting a passport.—G! 


find a clue to these differences we have seen— 
that single women are less distressed than 
single men(5, p. 235). 


That women are more oriented towards — 
relationships with people than are men i 
well known, although not formally docu- 
mented, Women appear to be more inter 
ested in interacting with other people with- 
out specific instrumental goals, and they 
spend more time doing this.” p. 

Are such observations borne out by ob- 
jective data from a general sample? Not — 
all the subtleties of such interpretations — 
as those above can be tested by our 
data. We do have some indication of — 
social relationship; for actual social con- 
tacts, we have number of “persons close to 
you,” frequency of contacts with such 
persons, frequency of visiting friends; for 
attitudes towards people, we have an ex- 
troversion index and an index of distrust. 
Table 5 shows the relevant comparisons 
for questions concerning social contacts, — 
Single men are more likely than single 
women to live alone, but they visit with 


5I remember vividly my first observations along 
these lines. It was during my internship, when I 
had to spend several months at a TB hospital. 
The contrast between the women’s wards and the 
men’s wards was quite striking. Almost every 
female patient had decorated the small space 
around her bed with pictures and in some way 
made a little home of it, while the male pati 
ward was bleak and bare. women cl 
and gossiped with each other and with — 
nurses and doctors and obviously took an- ri 
in the new interns, while the men speni 
time staring into space or watching TV and ` 
taciturn and uncommunicative—GK | 
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friends more often. The differences between 
_ them in number of “persons close to you” 
and in frequency of visiting with such 
persons are slight. Single women seem more 
extroverted than single men. Note, for ex- 
ample, the answers to the questions “easy 
to get to know” and “easy to talk to.” 

The comments made by respondents in 
_ the course of our intensive interviews will 
h probably throw more light on the quality 
= of the social relationships of single men 
and women. As yet we have not analyzed 
these data, but some illustrations which 
may well prove to be fairly typical may be 
of interest here. A woman in her 60s rates 
herself as “not very happy” because of the 
= recent deaths of her sister and a friend. 
She says: “Actually I am fighting two 
_ deaths . . . [of the friend] she was such a 
f good friend. I miss her so much . . . [of 

the sister] ever since my sister passed away 
f: I am so lonesome . . . I was so used to 
a telling her everything, sharing with her.” 
__ A 60-year-old man who lives alone de- 
a 


scribed what he does when he is depressed : 
“I don't like to be alone, although I don’t 
like to burden others with my troubles 
... I usually go to the club and get into 
conversation with some of my friends 
there who happen to be around. That us- 
ually makes me feel better.” 


An extreme example of constriction is 
the 74-year-old retired laborer who, when 
asked what he does when he feels tense or 
nervous, said “I take a walk onto the back 
porch.” This man lives alone, has no rel- 
atives or friends, occasionally gets drunk 
and lands in jail. He is not too happy, but 
that is because of ill health and poverty, 
not because of loneliness: he feels it is 
much better to be alone because a family 
causes financial worries and anyway wom- 
en are too bossy. None of the women in 
their 70s seem so constricted in their per- 
sonalities, or in their “life space.” 

Such qualitative observations suggest 
that being unmarried creates “expressive 
hardships” for a man at least as important 
as a single woman's economic hardships. 
Man’s lesser ability to form and maintain 
personal relationships creates a need for 
a wife, as the expressive expert, to perform 
this function for him, just as the wife needs 
a husband, the economic expert, to func- 
tion for her in the economic sphere. An 
interesting comment on man’s need for 
marriage was made more than 65 years 
ago by Emile Durkheim, in his classic 
work on suicide. He observed that marriage 
appears to protect men from suicide to a 
more marked degree than it does women : 
when he calculated the ratio of the sui- 


TABLE 5 
Indicators of Social Isolation by Sex and Marital Status 
PERCENT * 
SINGLE MARRIED 
MEN WOMEN MEN WOMEN 
ITEMS 

1. Respondent lives alone. 70 53 1 0 

2. About how often do you get together with friends ? (Once a week or 
less often) 47 52 74 73 


3. Number of people mentioned when asked, “Who are the people you feel 
closest to—the people who are most important to you 2” (Two or less) 42 37 33 23 
4. Respondent sees no one or one person he feels close to, living out- 


side his household, as often as once a year, 24 17 27 14 
5. Can you: talk easily to almost anyone for as long as you have to; 

or find a lot to say only to certain people under certain conditions 2 

(Find a lot to say only . . .) 63 45 39 4 
6. As a guest, do you more enjoy: joining in the talk of the group or 

talking separately with people you know well ? (Talking separately . . .)» 71 53 61 60 
7. Are you: easy to get to know or hard to get to know? (Hard. . > 53 38 23 77 
8. When you have a- personal problem whom do you usually talk to about 

itor do you tend to keep it to yourself? (Keeps it to self) 64 51 39 36 


a Figures in the table are the percents of each sex-marital status group giving the indicated response. 


» N's as for True-False items. (See footnote a to Table 2.) 
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cide rate of the unmarried to the suicide 
rate of the married—which he called the 
“coefficient of preservation’—he found it 
tended to be higher for men than for wom- 
en. His interpretation is that a man 
needs the restraints of marriage to force 
him to a commitment, otherwise he “as- 
pires to everything and is satisfied with 
nothing, This morbid desire for the infinite 
... everywhere accompanies anomy.” Wom- 
an, on the other hand, does not need 
this restraint, because her desires are “na- 
turally limited.” Furthermore, the regula- 
tions imposed on the woman by marriage 
are always more stringent. Thus she loses 
more and gains less from the institution 
(4, p. 271). 

One of the implications of Durkheim's 
statements is that men need to be domes- 
ticated: some of the elements of mas- 
culinity may run riot if not subdued.® The 
This is not an implication that Durkheim 
himself would have approved. His concept of 
anomy was strongly anti-psychological; he be- 
lieved all behavior could be explained by social 
structure and without reference to the individual 
psyche. However, in explaining how social struc- 
ture influences behavior, he did refer to individual 
psychology as is obvious in the above quotation. 
See the discussion of this question in reference(3). 


figures we have shown on psychopathy are 


some confirmation of this. The desire for — 


self-assertion and nonsubmission, carrying 
with it a certain distance from people 
(who might make demands), cannot pro- 
vide a way of life in industrial society. 

The value placed by single men on being 
able to do as they please further supports 


this proposition: Part A of Table 6 shows — 


answers to a question involving value 


choices. Seventy-six percent of single men — 


place “to be free to do as I choose” above 
the two other items offered for choice, a 
proportion considerably higher than any of 
the other four groups. This is not the 
value that appears to sustain single wom- 
en, who tend to be higher than any of 


the other groups in their estimate of the — 
importance of conventional moral values. — 
In several other questions on moral values, — 


shown in Part B of Table 6, the same trend 


appears. 
In giving the distribution separately for 


each item in the clusters of data represent- — 


ed in the foregoing tables, we have desired 


to make available to the reader data as di- — 


rectly related as possible to the actual items 
our respondents were called on to answer, 


to allow the reader maximum opportunity — 


TABLE 6 
Autonomy Versus Conformity, by Sex and Marital Status 
PERCENT 
SINGLE MARRIED 
MEN WOMEN MEN WOMEN 
A. Respondents’ Ranking of Values * ý 
Which of the following is most important, next most important, and 
least important for you ? (Number them 1, 2, and 3) 
— to be free to do as | choose” 76° 44 40 35 
— to always do what is morally right” 21 53 54 61 
— to have people admire what | do R 3 8 7 h 
B. Indicators of Moral Strictness : * ; 

1. 1 frequently find it necessary to stand up for what | think 

is right. (True) WE: 75 83 78 75 
2. People with very strict moral standards. (Like) 20 56 28 40 
3. Iam in favor of very strict enforcement of all laws, no matter 

what the consequences. (True) 42 48 52 53 
4. | think | am stricter about right and wrong than most people. 

(True) 4 60 53 52 
5, It is never right to disobey the government. (True) 55 62 64 74 

22 62 47 59 


6. How important is religion in your life ? (Very) 


a Figures in this part are the percentage of each sex-marital status group giving first rank to the statement. 


b N's as for True-False items. (See footnote a to Table 2.) 


© Percents 
of the three items, 


in each column of this part sometimes do not add up to 100 percent because a few respondents ranked only one 
so that the base varies slightly from item to item. 
4 Figures in this part are the percentage of each sex-marital status group giving the indicated response. 
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TABLE 7 
Various Personality Dimensions, by Sex and Marital Status 
Persons Aged 30 or More Only (Percent Scoring High) 


Stressful childhood 


PERCENT» 
SINGLE MARRIED 

MEN WOMEN MEN WOMEN 
Depression 50°. ...35 37 54 
Severe neurotic symptoms 30 4 17 11 
Phobic tendency 40 44 30 55 

37 13 27 14 
Passivity 66 57 50 74 
Lack of moral strictness 82 53 73 69 

32 13 20 21 


"UA 
_ to assess the validity of our arguments con- 
_ cerning the data. This kind of approach, 
however, tends to obscure the cumulative 
effect of responses to items on each dimen- 
sion. To bring out this effect, some of the 
dimensions covered in the foregoing tables 
were converted into scores by giving one 
point to each “positive” answer. We then 
determined the proportion of respondents 
in each of our sex-marital status categories 
th a “high” score on each dimension, 
efined as three or more “positive” answers. 
ince it might be argued that single people 
our sample who are under 30 are still 
_4 transitional state, where “selective” 
factors would not yet have finished their 
_ run, and “reactive” factors would not yet 
a be in full force, we have reported the re- 
sults in Table 7 only for those over 30. 
In general, the figures in Table 7 agree 
with our findings from the prior tables. 
Three major cautions are in order about 
taking these findings at face value. One is 
that they may be an effect of a greater 
tendency to deny problems on the part of 
single women, induced perhaps because 
__ they feel more defensive about their marital 
status, since not being married is generally 
regarded as a major failure for a woman. 
It should be noted, however, that in the 
case of married men, if their apparent 
freedom from symptoms is regarded as a 
tendency to deny problems, it would have 
to be given a different interpretation, since 
their life situation is not considered a 
failure. 
The second caution is one to remember 
in all such statistical data. We do not know 


$ 


k 


a Figures in the table are the percents of each sex-marital status group giving the indicated response. 
SH N’s for each item in this table: single men, 38; single women, 45; married men, 301; married women, 289, 


whether those who rate themselves as un- 
happy are the same people as those who 
have the childhood stress on the basis of 
which we have explained their unhappi- 
ness. Third, another hazard in interpret- 
ing statistical data should be noted: the 
differences between groups we have been 
discussing do not mean that, for example, 
each single man is more passive than each 
married man, but only that some of them 
are. While we are speculating on the rea- 
sons for the statistical differences, let us 
not forget that substantial numbers of 
people in each group do not conform to 
the general trend. 

We do not believe these cautions invali- 
date our findings. The criticism of statistical 
methods is apt to be rigorous in proportion 
to the unpalatability of the findings. The 
statistics on smoking and lung cancer, for 
instance, would not be so carefully examined 
had they indicated that smoking is 
good for you, nor would there be such 
skepticism about the validity of assessing 
improvement of patients in psychotherapy 
if the results were resoundingly favorable 
to that form of treatment. 


SUMMARY 


Data from the 785 interviews of married 
and never married respondents in a sample 
of the adult population of San Francisco 
are presented by marital status. On most 
of our indices of adjustment it was found 
that more single men are maladjusted than 
single women, and more single men are 
maladjusted than married men, thus con- 


firming and enlarging on the results of other 


| 


studies. These ‘findings were discussed in 
terms of two general types of explanatory 
factors : selective factors and reactive fac- 
tors. Because of the greater freedom of 
choice men have in the marriage market, it 
seems likely that those among them who are 
either unable or unwilling to get married 
were more psychologically impaired to be- 
gin with. Evidence from our data for this 
argument is the higher proportion of child- 
hood stress among single men than among 
any other group. Explanations in terms of 
reactive factors suggest that without mar- 
riage men, more than women, have a ten- 
dency to become socially isolated and anti- 
social, While our data show that single men 
are in fact more socially isolated and more 
antisocial than single women (and than 
married men) it is not possible to say 
whether this is due to reaction or to selec- 
tion. $ 

Of interest is the fact that in some ways 
single men are more “masculine” than mar- 
ried men (in their lack of moral strictness, 
and in the value they place on being free 
to do as they choose) while in other ways 
they are less “masculine” (in their greater 
passivity). Similarly, single women are in 
some ways more “feminine” than married 
women (in their moral strictness) and in 
other ways are less “feminine” (in their 
lesser degree of phobic reactions and in 
their greater dominance). 
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`- GNOTHI SEAUTON 
No man can completely know another, but by knowing himself, which is the utmost 


extent of human wisdom. 


—Dnr. JOHNSON 
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Five Papers Related to 
SOCIAL PSYCHIATRY 


This paper deals with character and be- 
havior in relation to some of the social and 
conomic realities of today’s world: These 
realities include the fragmentation of pre- 
viously stable social structures; massive 
migrations from rural areas into cities un- 
able to accommodate them; the uneven 
destruction of centuries-old caste and class 
barriers; the alignment of power-wielding 
groups along racial, religious or other 
ethnic lines; and the unprecedented trans- 
ission of information and desires by pic- 
_ torial and auditory means to semiliterate 
peoples without the techniques for satisfy- 
ing their newly acquired wishes. 

= These changes do more than force the 
abandonment of old interpersonal guide- 
osts. They encourage  conflict-laden 
identifications with aspects of a new cul- 
‘ture, or with social groupings, in which the 
_ individual concerned is not allowed full 
membership. They focus our attention on 
the exclusion of important population seg- 
ments or of social subsystems from com- 
plete participation in the culture of the 
larger societies to which they belong. 

The pursuit of this theme, the impact of 
cultural exclusion on character and illness, 
requires a constant interweaving of social 
and psychiatric ways of thinking about 
human behavior. Perhaps the best known 
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and one of the earliest formulations relat- 
ing an individual’s behavior to his social 
environment is that of Freud, published 
in The Ego and the Id in 1923: “. . . the 
character of the ego is a precipitate of 
abandoned object-cathexes and .. . it con- 
tains the history of those object-choices” 
(10). Taleott Parsons took this conclusion 
a step further to state that “. . . the structure 
of the object-relations a person has experi- 
enced is directly constitutive of the struc- 
ture of the ego itself” (27). 

These elegantly simple statements view 
all of those functions included in the con- 
cept of ego as colored and shaped by a 
man’s participation in the social matrix of 
his existence. They suggest the value for 
social research of viewing mental illness 
as well as character distortion in terms of 
disordered patterns of communicating, re- 
lating, experiencing, acting, information- 
processing, planning and coordinating. 
They also suggest a greater vulnerability 
to psychiatric disturbance in people who 
live in pluralistic societies and in societies 
in change, than in the inhabitants of self- 
sufficient, well-established, closed social 
systems. 

It is precisely in these pluralistic socie- 
ties, containing subsystems based on color, 
national heritage or other factors promoting 
social visibility—and particularly those in 
which changes in established boundaries 
permit increasing contact between mem- 
bers of subordinate and dominant systems— 
that the process of cultural exclusion can 
be most easily studied. 


A DEFINITION OF CULTURE 


What is this culture in which some mem- 
bers of a society are permitted only 
fragmented participation ? 


~ through a 
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It can be defined most succinctly, in the 
words of Clyde Kluckhohn, as a society's 
“blueprint for living’(17). This blueprint 
designates the socially transmitted behavior 
patterns which all members of a society 
utilize in relation to all of the important 
aspects of life from birth to death. 

Underlying this blueprint are the com- 
mon values, psychological states, knowl- 
edge and attitudes described by Ralph 
Linton as the covert aspects of a cul- 
ture(24). These assume greater impor- 
tance when one recognizes the psychologi- 
cal significance of a value as a symbol with 
motivating or inhibiting valences. Thus 
Kroeber and Parsons emphasize the “trans- 
mitted and created content and patterns 
of values, ideas, and other symbolic- 
meaningful systems as factors in the shap- 
ing of human behavior’ (19). 

Jaeger and Selznick summarize culture 
as consisting “of everything that is 
produced by, and is capable of sustaining, 
shared symbolic experience”(14). The cul- 
tural symbol basic to this experience is an 
object, an event, an image or language. As 
a carrier of connotative meaning, it can 
“continue and sustain meaningful experi- 
ence . . . help consummate an experience 
that would otherwise be brief and incom- 
plete . . . and permit an experience to be 
reevoked and relived.” Cultural symbols 
give structure to what might otherwise 
become chaotic feelings . . . and “serve as 
sensuous embodiment(s) of what is ab- 
stract and ineffable . . . “(14), i.e., ideas 
and values. In this way, they broaden and 
deepen human experience. They influence 
the likelihood that new perceptions, ideas 
and ways of problem solving will arise ; 
and a limited symbolic system, with a re- 
stricted range of categories for experienc- 
ing, might be expected to réduce the 
probability of such innovations. 


EXCLUSION IN VARYING SOCIAL GROUPS 


The degree and quality of cultural ex- 
clusion ‘aed by members of subordi- 
nate populations is variable. One extreme 
is represented by South Africa, where the 
dominant white system protects its biologi- 
cal and cultural integrity, its economic 
security and its political and social status 

i governmentally en- 


cae 
forced restrictions. These limit the freedom 


of movement, the right to own property, 
the opportunity to become educated, the — 
selection of occupation and the choice of 
housing of the black population, as well- 


i 


as the extent and nature of interpersonal — 
contact between white and Negro Afri- 
cans(20). In spite of ‘increasing govern- 
mental efforts at separation, however, the — 


l 


demands of the South African economy are 
resulting in steadily increased contact be- 
tween the two groups at the levels of 
labor and everyday commerce. 

In India, exclusion has been traditionally 
maintained by the caste system. With the 
abolition of caste restrictions, many tradi- — 
tional dominance-submission relationships 
are being replaced by contractual employ- — 
er-employee relationships with bargaining — 
leverage(30). Upper-caste individuals, how- — 
ever, particularly in the villages, still re- 
sist abandoning their status privileges. 
Even in the cities, despite the public ac- 
commodations law of 1955, the requisite — 
amount of money may not find a former 


Untouchable the housing he wishes(13). < 


“The old economic arrangements 
(support) . . . high caste authoritarianism 
(and when these) have been more thor- 


oughly undermined,” caste may no longer ~ 
be important as a form of social identity — 


(11). 

Exclusion based on class which has be- 
come so institutionalized as to resemble 
caste is illustrated in a south Italian village 
described by Banfield(2). The mostly 
illiterate, culturally isolated as well as dis 
advantaged villagers appeared unable to — 
act together for their common good, or ~ 
indeed for any end transcending the im- 
mediate interest of the nuclear family, The 


only mutually shared and understood mo- ~ 


tive for action was the furtherance of one’s — 
own short-run private material gain; and ~ 
it was only in relation to immediate family 


with the illiterate rural migrants who 
habit the urban South American slum; 
with the Mexicans described by Oscar ~ 
Lewis as sharing in the culture of pover 
(23) and with the people included b 
Harrington in the “economic underwo 
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of the United States who cannot be or- 
ganized to protect themselves(12). These 
last include large numbers of Negroes 
whose exclusion from full participation in 
the culture of the white society has operat- 
_ ed, until recently, on an ethnic or caste 
_ rather than a class basis. That is, it was a 
part of a system of privileges and restric- 
_ tions based on birth, maintained through 
__ high social visibility and only rarely mod- 
ified through the possession of money, 
_ education or generally recognized achieve- 
ment. 

= Recent developments, of course, have re- 
_ sulted in a more rapid movement of the 
Negro social system in the direction of 
_ becoming a collectivity, defined by Parsons 
_ 4S a group of people with a shared commit- 
_ ment to action in terms of a common value 
= system(28). The old sharing of nothing but 
a common state of deprivation is being re- 
placed by a sharing of common ideals and 
sociopolitical aspirations ; and a shift from 
relative passivity to activity is providing a 
new basis of social identity and collective 
action for many people. 


THE EXCLUDED ELEMENTS OF CULTURE 


__ What do these illustrations imply re- 
_ garding the elements of culture in which 
__ affected individuals have been denied full 
participation ? 

The excluded elements may be divided 
into at least four categories. 

First are the activities and values in- 
volved in the experiences of free choice, 
self-determination and human equality. 

Second are the values and experiences 
_ related to the social interaction necessary 

for individual gain through collective be- 
havior. Subordinate system men are ex- 
_ cluded from rewards for many kinds of 
_ independently initiated interaction with 
_ others; from shared unambivalent ad- 

herence to symbols of over-all membership 
in a society; from the developmental 
experience—reinforced by cultura] symbols 

—of secure dependence on others outside 

of their own family or immediate group ; 

and from meaningful relatedness with 
major community institutions. 

The third category includes the shared 
symbols and experiences important to the 
development of incentive. The subordinate 


man is excluded from a range of achieve- 
ment-oriented behaviors which could be 
threatening to the dominant system. 

Fourth is the host of specific cultural 
symbols, sometimes including the world 
of written language, which serve significant 
functions for the dominant population. This 
last has immediate consequences in terms 
of the richness, continuity and integration 
of experience available to tke one who is 
excluded, It limits, as do the first three 
categories of exclusion, his communicative 
capacities. It also contributes to his cul- 
tural impoverishment by reducing the 
quantity and complexity of outside con- 
tact or informational input necessary to 
diversify his symbolic-meaningful systems, 
By the same token he has fewer opportun- 
ities for consummatory experience because 
fewer symbolic as well as actual rewards 
are available to him for his productive ef- 
forts. 


THE CONSEQUENCES OF EXCLUSION 


What are the effects of cultural exclu- 
sion, viewed in this manner, upon individ- 
ual behavior ? 

The most obvious consequences for the 
excluded person are his acquisition of 
conflicting or fragmented values and goals 
from the dominant system and his sub- 
sequently constricted range of ego de- 
fensive and adaptive techniques. These 
influence his character structure and his 
vulnerability to illness. His excluded status 
also influences his relationship with his 
normative reference group. This reference 
group may be composed of people of a 
man’s own kind, with whom he lives his 
daily life and with whom he can readily 
compare himself. Or, it may be emulative 
rather than comparative, ie., it may be 
composed:of members of a system to which 
he aspires but does not belong (25). 

The significance of an emulative refer- 
ence group for a person varies with the 
Possibility of his attaining membership in 
it. If the major institutions of his society 
are controlled by members of a dominant 
system to which he cannot belong, many 
of the values which they uphold will only 
symbolize his inferior status and reduce his 
already low self-esteem, Biesheuvel in 1957 
found, for example, that while the segregat- 
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ed urban South Africans accepted western 
ethical and social values, they did not feel 
themselves morally required to conform 
to much of the legal code(3). The result- 
ing behavior, while sick or psychopathic 
by western standards, might be considered 
adaptive in terms of their own needs and 
aspirations. 

Similarly, Kluckhohn and Leighton wrote 
concerning the Navaho of the southwestern 
United States in the early 1940s: 


While as youngsters they were rewarded by 
school teachers and others for behaving like 
whites, as adults they are punished for having 
acquired skills that make them competitors of 
their white contemporaries. . . . Rejected by 
the white world they have made so many 
emotional sacrifices to enter, some attempt a 
bitter retreat to the Navaho world. Others, 
in sour disillusionment, abandon all moral 
codes (18). 


At the same time, the freedom, power 
and property of the emulative group re- 
main desirable for the excluded man; and 
their acquisition requires behavior in ac- 
cordance with dominant cultural norms 
and values. -Such behavior and the 
attainment of intermediate goals, e.g., 
graduation from high school, depend upon 
repeated symbolic achievement, that is, 
consummatory experience based upon sym- 
bolic rewards, But available consumma- 
tory experience with incentive value for 
the excluded or deprived individual is 
more apt to be immediate, concrete or 
physiological in nature than to be symbol- 
ic, depending upon ultimate reinforcement 
by the long-range rewards controlled by 
dominant system institutions. Lack of rein- 
forcement or positive punishment of be- 
havior following emulative group values 
results in actions described by the domi- 
nant system as characterological inade- 
quacy or defective impulse control: they 
are formulated conventionally in terms of 
a value judgment, ie. a weak superego, 
unable to restrain appetitive impulses. A 
nonjudgmental view considers the limited 
alternatives available to the excluded man, 
due not only to societal restrictions but to 
his inability to use cultural symbols for 
intermediate rewards on the way to long- 
range goals, 


The excluded man’s situation is further 
complicated by the limited flow of infor- 
mation which he receives. 
unavailability of reference group models 


can cause members of subordinate social 


systems to ascribe distorted and unrealistic 


values to the prestigeful strata of their 


normative reference group. They miss 
many of the less easily recognizable 
nuances significant to the dominant social 


world. Thus, it becomes possible for a 


member of a subordinate group to conform 
to a perceived, but actually nonexistent, 
value system of the dominant group(7). 

The problem of receiving information 
coexists, as has already been suggested, 
with a defective capacity to transmit or to 
communicate through the medium of ver- 
bal symbols. When, in addition, the cul- 
tural symbols of the dominant system have 
limited or distorted significance for a ten- 
sion-ridden person, he is reduced to 
employing the simplest, most dramatic kind 
of body language, such as seizures or 
massive contortions, to bring him into con- 
tact with society’s official help-givers or 
its agents of social control. The reinforcing 
rewards attendant to the dramatic sick role 
vary immensely between excluded social 
systems, but even when minimal, they may 
far outweigh the associated discomforts. 


IDENTITY PROBLEMS, HOSTILITY AND PSYCHOSIS 


This need to deal with multiple, con- 
flicting and poorly perceived standards 
for behavior, the exclusion-produced de- 
fects in long-range planning for distant 
goals and the persistent reminders that 
one’s personal worth is low, all contribute 
to an identity problem for the culturally 
excluded individual. 

As Erikson noted, “ego identity gains 
real strength only from the wholehearted 
and constant recognition of . . . achieve- 
ment that has meaning in the culture”(9), 
This kind of achievement appears to be 
almost out of reach for the bulk of the ex- 


cluded, with a consequent lack of the re- 
wards that assure a man of his personal — 


worth, dignity and importance to others. 


Insecurity about one’s identity associated — 


with partial cultural participation and ef- 


forts to deal with its attendant anxiety — 


were described many years ago by Stone- 
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quist(32) and by Park(26). They wrote of 
the marginal man with one foot in his 
society and culture of origin and the other 
in that of the dominant system. Not fully 
accepted by either, he does not feel him- 
< self as fully belonging to either. This con- 
dition with its compensatory behavior was 
also described by Lewin in second- and 
third-generation sons of immigrant Euro- 
pean Jews in the United States( 22). 
_ The Indian ex-Untouchable also falls in 
this category. Frequently involved in “pass- 
ing” as a member of a higher caste, he is, 
at least in the public aspects of his life, 
intensely sensitive to the attitudes of 
_ others toward him. His sensitivity is adap- 
tive in part since the attitudes and behavior 
of those around him do change for the 
worse when they discover his origins(13). 
_ The Negro in the United States is also 
= moving toward marginality. As Shibutani 
has written ; 


He must be constantly vigilant for signs of 

avoidance, rejection or hostility in his white 
= associates. Partial acceptance with a chronic 
underlying threat of rejection creates an am- 
 biguous social situation . . . the significant 
_ groups, individuals and values which serve . . . 
(him) .. . as reference points are difficult for 
_ him to define, and are seldom consistent (29). 


_ Upward social mobility can also bring 
with it feelings of hatred or revulsion 
~ against such characteristics of one’s group 
= of origin as skin color, habits of speech, 
= gesture or dress and food preferences. This 
hatred or contempt may be viewed as an 
effort to dissociate one’s self from the 
source of discomfort. Closely related is the 
effort to identify with the available fea- 
tures of the dominant culture, including its 
prejudices. Thus, Rose Hum Lee noted the 
way in which Chinese intellectuals strand- 
ed in America referred to less educated 
native-born Chinese-Americans as “chop 
suey people” and looked down on those 
with darker skin than they(21). The pov- 
erty stricken Mexican mestizos described 
by Oscar Lewis called their children “In- 
dian” when they behaved in particularly 
objectionable ways(23). Negro college 
students in Baltimore embraced many of 
the standard anti-Negro as well as the 
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anti-Semitic and anti-Oriental stereotypes — 
of the white gentile population(6). i 
Hostility against one’s group of origin is 
inevitably linked to self-hatred. While Ban- ` 
field’s south Italian peasant, for example, 
recognized the powerholders of his society — 
as personally indifferent and hypocritical ` 
exploiters, they constituted, nevertheless, < 
his major emulative reference group, em- 
bodying the important values of being 
admired, getting ahead and not engaging 
in manual labor. His comparative reference 
group of others of his own kind represented 
poverty, melancholy, working in the dirt ~ 
and the impossibility of ever improving ~ 
his status, all contributing to self-loathing © 
and contempt(2). : 
Sommers described the discrepancy be- 
tween what the minority man feels he 
should be in order to be valued, e.g., white, 
Anglo-Saxon, Christian or masculine, and 
what he is actually. The more that one of | 
her patients, Ichiro, yearned to be Ameri- 
can, the more he hated everything Japa- 
nese, especially as represented by his father. 
Another, Roderigo, tried to rise above his 
environment and not be “another dumb 
Mexican kid . . . he moved into an Anglo 
neighborhood, became violently anti-Cath- 
olic and gave up talking Spanish. It seemed 
as if he were murdering the past” (31). 
Dollard saw such hostility in the Negro 
as arising from his inability to actually 
become white after having acquired white 
attitudes. When fear of the dominant sys- 
tem does not permit the hostility to be di- 
rected outward, it is directed inward(8). 
Our own observations of schizophrenic 
young Negro men in Baltimore suggest 
that a constant need to deny the threaten- — 
ing or provocative aspects of the dominant 
system and to repress or displace hostile ~ 
and other wishes that might bring them — 
into conflict with that system could have — 
pervasive behavioral consequences. By 
widening the gulf between their capacities 
to perceive and respond, on the one hand, | 
and the actual threats and demands of — 
external reality, on the other, these pro- 
cesses contribute to a state of chronic | 
perplexity and confusion. Constant denial — 
and repression, i.e., avoidance of confronta- — 
tion with external facts and inner feelings 
and fantasies, also contribute to semantic 
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impoverishment, a reduction in the number 
and complexity of the connotative symbols 
available to them(4). 

When this is added to an already limited 
range of verbal and other cultural sym- 
bols, and a socially enforced need to dis- 
trust individuals of different appearance or 
manner, one might expect both a failure 
in the capacity for mutual trust and in the 
ability to form concepts, particularly those 
concerned with interpersonal relations. 
This is, in fact, the type of failure seen in 
the schizophrenic reactions. Perhaps the 
major alternative type of failure is that 
reflected in acting-out, antisocial behavior, 
in the form of crime or destructive out- 
bursts directed against both Negroes and 
whites. 

These patients came from a matricentric 
family structure similar to that described 
earlier by Kardiner and Ovesey(15) of a 
submissive or remote father and a con- 
trolling mother without respect for her 
spouse because he cannot act according to 
white, i.e., dominant, ideals or prototypes. 
This family structure contributes to further 
identity confusion because it does not pro- 
vide adequate role definition for its grow- 
ing sons ; it does not provide the conditions 
under which a boy can learn effectively 
how to become an adult male. 

Problems in masculine identification have 
also been related to the unattainable wish 
to be a member of the dominant system. 
This wish was conceptualized by Janet 
Kennedy as a “hostile ego ideal’ stemming 
in part from the fact that, even within his 
family, the Negro child could not ‘observe 
his parents functioning as capable and 
powerful protectors of his rights, but (was ) 
forced to see them as intimidated and im- 
potent”(16), Adams referred similarly to 
this identification as “anxiety-lqden,” par- 
ticularly “where there are heightened ten- 
sions in regard to race relations on the part 
of the parent resulting in insecurity | and 
impotence in the face of social reality (1). 
Our studies of puppet play in young Negro 
boys in Baltimore suggested their percep- 
tion of adult Negro men as ineffective in 
relation to whites and indicated that many 
had significant conflicts involving anxiety 
or guilt-laden wishes to belong to the domi- 
nant system(5). 


Finally, a child’s problem in identity — 
formation and self-esteem can stem from 
the fragmented nature of his parents’ ac- — 
quisition of dominant system values and — 
knowledge. We have observed the ambi- — 
tions which lower-class Negro mothers in — 
Baltimore acquired for their young sons — 
from the white social world without the 
necessary knowledge of how such ambi- — 
tions might be attained. This coupling of — 
transplanted value and lack of technique ` 
for achieving it places the child in a con- 
flict which can only be resolved by re- 
pudiating the mother and the dominant ~ 
system values which she represents; or, A 
again, by substituting immediately attain- 
able goals for distant ones. Equally impres- 
sive were the conflicting, potentially para- 
lyzing messages which these mothers gave 
their sons: at a verbal level that they had 
all of the opportunities of dominant system ~ 
members ; at a nonverbal level that efforts 
to achieve would be hopeless because of — 
their well crystalized social roles(5). E 
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These are the kinds of personal experi- 
ences influenced directly by cultural ex- 
clusion and indirectly through the family — 
or social system which shape the response 
organization called “character.” The char- — 
acterologically based tendency to think, 
feel and act in a more or less consistent | 
manner, regardless of circumstances, can 
be adaptive; it can also be self-defeating — 
and destructive. While it determines vul- 
nerability to illness, many of the human 
problems to which it gives rise are not, 
perhaps, properly defined as illness. They 
have not always been part of the tradition- — 
al concern of medicine. They do, however, 
without question, constitute a major part 
of today’s challenge to the psychiatrist—as 
a physician, as an applied social scientist 
and as a responsible citizen. 
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dealing with the psychiatric problems of 
adopted children and adults have been 
written. The literature, in many cases, has 
a distinctly partisan flavor; either the 
adoptive status is seen as making one 
especially prone to psychiatric illness or 


a staunch case is made for the relative 
Innocuousness of the adoptive status. 
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Despite the large body of literature on 
this subject, certain basic questions still 
appear to be unanswered. These are: 1) 
Is the proportion of adoptees among those 
treated for emotional problems higher than 
the proportion of adoptees in the general 
population ? 2) If this is so, does it mean 
that the actual incidence of such problems 
is higher among adoptees? 3) Are cer- 
tain kinds of emotional problems spe- 
cific to adoptees and, if so, what kinds 
are they? 4) Is there any relationship be- 
tween emotional problems in adoptees and 
parameters such as sex, age at adoption 
and the type of adoption? 5) At what age 
do problems among adoptees manifest 
themselves ? 

Two recent attempts to answer these 
questions appear divergent in their results 
and conclusions. In 1960 Schechter(6) re- 
ported that in his private child psychiatric 
practice there was an incidence of 13.3 
percent nonrelative or extrafamilial adop- 
tees (EFA). In 1964 Schechter and asso- 
ciates(7) reported data from a wide 
variety of treatment and educational cen- 
ters which ranged from a low of four per- 
cent to a high of 25 percent EFA. The 
data were from institutions which differed 
markedly from one another in terms of age 
range, socioeconomic level of the patient 
group and geographic location. He con- 
cluded that “the number of nonrelative 
adoptee patients with emotional problems 
was found to be elevated in child guidance 
clinics, a state hospital, private residential 
centers and in private practices.” The orig- 
inal Schechter study (1960) was limited 
because: 1) the sample was restricted to 
children, private patients and outpatients 
and 2) there was a lack of controls. His 
second study (1964) included some control 
groups, some inpatients and extended the 
age range of patients under study, al- 
though in a limited way—namely, the adults 
all came from private practice. The data 
he reported from various psychiatric and 
educational facilities are not uniform. Some 
reports are of incidence, some are of prev- 
alence and none mention any base rates, 
without which the data remain anecdotal. 

In 1963 Goodman and associates (3) re- 
ported the experience at the Staten Island 
Mental Health Center. An incidence of 2.4 


percent of EFA children was found over a 
seven-year period. This was 14 times 


Goodman concluded. that, although the 
overrepresentation of EFA in his clinic — 
was statistically significant, it was not of a 
magnitude to warrant social consequence, — 
Goodman and his colleagues limited their 
study to children under 16 who were out- 
patients, and the sample is drawn from — 
what appears to be a relatively homo- 
genous and stable low-income group. 
Our interest in this subject stemmed orig- 
inally from observing what appeared to — 
be a rather high percentage of patients 
who were adoptees on the adult psychiat- 
ric inpatient service of a private general 
hospital. It was further stimulated by the — 
divergent results reported in the papers 
discussed above. Therefore, it appeared of 
value to report data from a setting where 
both adult and child inpatients and out- 
patients from a wide socioeconomic spec- 
trum were available for study. 


METHOD 


The Department of Psychiatry of the — 
Jewish Hospital of Saint Louis is composed 
of the Division of Adult Psychiatry and the 
Division of Child Psychiatry. Those under 
age 14 are seen in the Division of Child — 
Psychiatry and those over age 14 are seen 
in the Division of Adult Psychiatry. Each 
division operates an inpatient service (35- 
bed adult and 19-bed child) and outpa- 
tient clinic. Patients admitted to the inpa- 
tient services are generally in the middle — 
and upper-middle income groups. Patients 
treated in the outpatient clinics are pre- 
dominantly in the lower and lower-middle — 
socioeconomic groups. At the time of the — 
study the adult inpatient service was a pop- 
ular treatment center for disturbed adoles- 
cents, and the child inpatient service was 
the only inpatient service available for dis- 
turbed children in the metropolitan S 
Louis area. 

All admissions to the clinical services of 
the Department of Psychiatry were studied 
for a three-year period, July 1, 1960 thro gh 4 
June 30, 1963. Adoptees in the sample w 
identified by study of the case record 
Pertinent information was obtained 
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the records and when necessary by con- 
tacting psychiatrists and social workers 
who were involved in the evaluation and/ 
or treatment of these patients. Information 
_ on adoptions in the metropolitan St. Louis 
area, needed to calculate base rates, was 
obtained from the Clerk of the Probate 
Court of St. Louis and St. Louis County 
and from the Missouri Department of Pub- 
lic Welfare. 


_ SAMPLE 


The sample consisted of 1371 consecu- 
_ tive cases of adults and children seen in 
~ the Department of Psychiatry at the Jewish 
Hospital during the period July 1, 1960 
_ through June 30, 1963. Of these, 405 pa- 
_ tients resided in St. Louis City, 735 in St. 
Louis County, 128 in other localities in 
Missouri, 93 in other states and 10 were 
unknown, There were 420 males and 634 
females over age 14. Of the children under 
14, 218 were male and 99 were female. 
Negroes made up approximately two per- 
_ cent of the total sample. 

From the 1371 consecutive cases of adults 
and children seen in the Department of 
Psychiatry during this period, a total of 
41 adoptees were identified, of whom 35 
were extrafamilial adoptees (EFA) and six 
were intrafamilial adoptees (IFA), 

The 35 EFA consisted of 21 females and 
14 males. All of the EFA were white. The 
mean age at adoption was 10.6 months, with 
the range from 0.2 months to 132 months. 
If the one case adopted at age 11 is 
omitted, the mean age at adoption was 
7.0 months, which is still higher than the 
_ average of 1.8 months in Missouri in 1962. 

Twenty-four of the EFA were from families 

whose members were of Christian denomi- 
nations and 11 were from families who 
were Jewish. Six patients resided in St, 
Louis City, 24 in St, Louis County, one in 
Missouri and four in 
income for these 35 
a group, with six pa- 
milies with incomes 


lies with incomes of $5,000 to $10,000 per 
ilies with incomes 


è In 1960 the city of St. Louis had a median 
_ family income of $5,335, Approximately 33 


percent of the population were Negro. In 
St. Louis County the median family in- 
come in 1960 was $7,527. The county is 
made up of many “bedroom” communities 
of middle-class, white-collar, management 
and professional people and only 2.8 per- 
cent are Negro. Our sample is, in many re- 
spects, more representative of the present 
population of St. Louis County than it is 
of the city and county combined. 


RESULTS 


Before examining the 35 EFA in our 
sample, the six IFA identified deserve a 
brief comment. The ratio of six EFA to 
one IFA found in our sample is significantly 
different from the one-to-one ratio found 
in St, Louis City and County in the three- 
year period of this study (p is less than 
001). The small number of IFA makes it 
impossible for us to draw any conclusions 
from our data, However, we feel this find- 
ing deserves further study. It is known 
that IFA differ from EFA in important 
ways. IFA usually have a biologic parent 
in their new family and are also adopted 
at a much older age. Usually IFA do not 
have to face the problem of abandonment 
by both biologic parents and, in addition, 
know who and what the biologic parents 
are, 

The diagnoses by percentage of age 
groups of the sample are seen in Table 1. 
The diagnoses by percentage of age groups 
of the EFA can be seen in Table 2. The 
authors have used the diagnoses entered 
in the patients’ charts by the patients’ psy- 
chiatrists prior to and independent of the 
study. Forty-three percent (15 cases) of 
the EFA were diagnosed as personality 
disorders and 17 percent (six cases) as 
transient situational personality disorders, 
most of , whom appear indistinguishable 
from the personality disorders on examina- 
tion of case material. All 12 of the 14-20 
age group were diagnosed either as per- 
Sonality disorders or transient situational 
personality disorders. 

The EFA diagnoses differ significantly 
from those of the entire sample (p is less 
than 05). Only 36 percent of the entire 
sample were diagnosed as personality dis- 
order or transient situational personality 
disorder, as compared with 60 percent 
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TABLE 1 
Diagnoses by Percentage of Age Group, 1186 Terminated Patients 
July 1, 1960-June 30, 1963 


PERCENT 
UNDER 14-20 OVER ENTIRE 
DIAGNOSIS 14 YEARS YEARS 21 YEARS SAMPLE 
Psychotic ; 18 19 21 20 
Neurotic 19 21 38 31 
Personality disorders 20 31 32 30 
Transient situational personality disorders 8 21 1 6 
Mental deficiency 9 1 0 2 
Brain syndrome 23 2 3 6 
Other 3 5 5 5 
Total N 222 212 752 1186 
TABLE 2 
Diagnoses by Percentage of Age Group in 35 EFA 
July 1, 1960-June 30, 1963 
PERCENT 
UNDER 14-20 OVER 
DIAGNOSIS 14 YEARS YEARS 21 YEARS ALLEFA 
Psychotic 12 0 50 14 y 
Neurotic 29 0 17 Oe 
Personality disorders J 35 58 33 43 t 
Transient situational personality disorders 6 42 0 17 j 
Mental deficiency 6 0 0 3 
Brain syndrome 12 0 0 6 i 
Other 0 0 0 0 a 
17 12 6 35 


Total N 


“= re 


of the EFA, In the 14-20 age group 52 
percent of the sample were diagnosed as 
personality disorder and transient situation- 
al personality disorder, while 100 percent 
of the EFA were so diagnosed. 

When the 35 cases are considered on the 
basis of presenting symptoms they can be 
divided into three groups : 1) patients with 
predominantly psychotic, bizarre, autistic 
symptoms, of which there were five; 2) 
patients with neurotic, internalized, soma- 
tized symptoms, of which there were seven ; 
and 3) patients showing antisogial traits, 
sexual acting out, aggressiveness, rebellious- 


TABLE 3 
Incidence of EFA by Place of Residence in St. Louis City and St. Louis County 
January 1, 1960-December 31, 1963 


ness, difficulties in school, etc., of which — 
there were 20. (Two patients with diag- 
noses of chronic brain syndrome and one — 
with a diagnosis of mental deficiency were — 
omitted from the above classifications. ) 

In order to compare our data with the — 
incidence of EFA in the St. Louis area, it — 
was necessary to determine the incidence — 
of EFA in St. Louis City and St. Louis 
County. The incidence of EFA was cal- — 
culated by dividing the new EFA by the 
total number of live births in St. Louis City — 
and St. Louis County for the three years — 
under study (Table 3). The incidence of — 


INCIDENCE 
TOTAL OF EFA 
LIVE BIRTHS ADOPTIONS NUMBER EFA (IN PERCEN 
St. Louis City 55,091 900 378 0.7 
St. Louis County 48,958 1,260 674 14 
St. Louis City and County 104,049 2,160 1,052 bl SBO 
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INCIDENCE 


NUMBER OF EFA 
EFA (IN PERCENT) 
8 6.4 
4.2 
17 5.5 
10 2.9 
8 11 
18 17 
35 2.6 


for St. Louis City and St. Louis 
County was found to be 1.0 percent. The 
average age of the EFA in the sample was 
13.2 years (range 4-42 years), The inci- 


1 with the 1.0 percent fig- 
ure calculated for the study years, 
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Division of Child Psychiatry admits patients to age 14. Division of Adult Psychiatry admits patients over age 14. 


Since nearly 17 percent of our sample 
came from outside St. Louis City and Coun- 
ty, the incidence rates were calculated for 
EFA from the city and county only. Of our 
sample, 405 lived in the city and 735 lived 
in the county, making a total of 1140 pa- 
tients in these two areas. Of our EFA, six 
lived in the city and 24 lived in the county. 
The incidence rate for the 30 EFA in the 
city and county was 2.6 percent, When the 
city and county figures were considered 
separately, the incidence rate was 1.5 per- 
cent for the city (over 2.1 times greater 
than the expected 0.7 percent) and 3.2 
percent for the county (over 2.3 times 
greater than the expected 1.4 percent). 


TABLE 5 
Incidence of EFA in 1371 Patients by Age 
July 1, 1960-June 30, 1963 

mm aauauauauouuouuŘŘŘħŘŮÁ 
NUMBER OF INCIDENCE 
AGE GROUP PATIENTS EFA (IN PERCENT) 

Under 14 years 317 17 5.4 

14-20 years 215 12 5.6 

Over 21 yeats 839 6 0.7 

Total 1,371 35 2.6 


When incidence was calculated by age 
groups, high rates were found in the child 
group (5.4 percent) and in the adolescent 
group (5.6 percent) and a low rate (0.7 
percent) in the adult group (Table 5). The 
age distribution of EFA is significantly dif- 
ferent from that of the entire sample (p 
is less than 001). When only the 30 EFA 
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from St. Louis City and County are con- 
sidered, the rates remain essentially un- 
changed. 

It is a striking finding that the incidence 
rates of EFA in the child and adolescent 
groups of patients seen in this psychiatric 
facility are four to five and one-half times 
greater than the current incidence rate of 
EFA in the communities from which the 
sample was drawn. As seen above, inci- 
dence rates of EFA do not appear to have 
changed over the last ten years in the com- 
munities we have studied. 


DISCUSSION 


Our data have demonstrated a higher 
incidence of EFA in our sample than in 
the general population. This higher inci- 
dence appears to be restricted to children 
and adolescents and the incidence among 
adults is lower than expected. Specific 
types of emotional disturbances—i.e., per- 
sonality disorders—appear with much higher 
frequency than other types among adoptees 
in our sample. Emotional disorders appear 
to manifest themselves relatively early in 
the life of the adoptee. There is a suggestion 
that nonrelative adoption carries a higher 
risk for psychiatric illness than adoption by 
a relative, Our study has not provided 
specific information for determining wheth- 
er the actual incidence of emotional prob- 
lems among EFA is higher than in other 
groups in the population. 

Our data raise two questions which we 
believe are interrelated. These questions 
are: 1) Why do ity disorders, 
especially those with antisocial symptoms, 
appear with such high frequency in our 
EFA group? and 2) In view of the high 
incidence rate of psychiatric illness in 
child and adolescent EFA, why are the 
adult incidence rates so low? Oar study 
provides us with theoretical formulations 
about the dynamics of adoptees and their 
parents which we feel are useful in under- 
standing these questions. 

Whatever realities are known and ac- 


Uncidence rates for EFA in 1140 patients in 
the sample residing in St. Louis City and St. 
Louis County for the 0-14 age group are 5.5 
percent, for the 14-20 age group, 5.8 percent and 
for the group over 21, 0.7 percent. Over-all in- 
cidence is 2.6 percent. 


knowledged in a marriage about the situa- 
tion leading to childlessness, frequently 
the overwhelming consideration is the 
parents’ fantasies about their inability to 
have children. In a number of cases we 
have seen, the parents were reluctant to 
openly discuss the reasons they were unable 
to have children. Sometimes conscious or 
preconscious hostility to the marriage part- 
ner who is held responsible for the inability 
to have children barely covers the uncon- 
scious hostility to the children. 

In addition, this conscious element of 
hostility is in the service of an attempt to 
disguise a fear of parental or sexual roles. 
The anxiety around the childless state is 
of particular importance in those individ- 
uals whose sexual identities seem precari- 
ously balanced and where the need for 
a child serves to reinforce their biologic- 
sexual-social role, demonstrating their fem- 
ininity or masculinity to both themselves 
and society. We agree with Toussieng(9) 
that parental aversion to parenthood can be 
a decisive dynamic factor. 

In cases we have seen there has always 
been one partner, usually the wife, much 
more anxious to adopt than the other, The 
entrance of the adopted child into the 
family may upset a carefully established 
equilibrium around need gratification. The 
child can be both a competitor and a weap- 
on in the interpersonal conflicts of the 
parents. The adopted child can, in addi- 
tion, serve as a vehicle for the acting out 
of forbidden parental impulses and wishes. 

For example, in a typical case, the 
father, a very passive man, was mie 
concerned about and subtly encouraged al 
types of aggressive and destructive behavior 
in his adopted son. The mother, a control- 
ling and aggressive woman but very re- 
stricted in the area of sexuality, was con- 
cerned almost exclusively about the pa- 
tient’s sexual acting out. 

It must be acknowledged that the factors 
discussed above can be present in any 
marriage and are not in any way restricted 
to families with adopted children. Yet, it 
seems likely that these factors are 
out in special circumstances in 
adopt. The child is not a i 
biologic role and sexual identity from which — 
the parent can receive ; 
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pride. To the contrary, the child is a re- 
minder of what is not possible. 

As if these problems were not enough, 
there must be added the “special” child 
fairy tale which has so much popularity in 
agencies concerned with adoption in the 
United States. Families are encouraged to 
let the child know that they “love him so 
much that they got him specially ;” that 
is, they did not have to have a child. The 
efficacy of this attitude is questionable. It 
appears to us to be an awkward attempt 


to suppress the hostility involved for both 
_ the child and the parents and to offer the 
child a “consolation prize,” as it were, to 


make up for his “lost biologic parents.” It 
can also serve to relieve the parents’ guilt 


about their inability to conceive and their 
hostility toward the child. 


The “specialness” of the adopted child 
has another ramification. Agency adoptions 
are usually made only after extensive scru- 
tiny of the applicants. One can wonder 


about the stress that even a well-adjusted 


couple must feel knowing that in getting 
a child they have been “specially chosen” 
and presumably must behave in “special 
ways” with the child. This situation can 


_ reinforce the reaction formation against the 


unconscious hostility of the parents and 
make it more difficult to set realistic limits 
with the adopted child. 

We will now consider some factors from 
the standpoint of the adopted child. The 
first issue is the question of separation 
anxiety and the importance it plays in the 
dynamics of adoptees. Most EFA are 
adopted in early infancy; two months is 
the average for the United States, For the 
child placed at this age or younger, we be- 
lieve separation from the biologic or tem- 
porary foster parents cannot be considered 
a major trauma. However, for the child 
who is placed during that period of in- 


fancy when the nurturin g figures are specifi- 


cally identified, the separation, we believe, 
could have important consequences in the 
unfolding of the developmental sequence. 


CHILD'S IDENTITY PROBLEM 


As soon as the child becomes aware of 
his adoptive status he must then struggle 
with two problems of virtually limitless 


dimensions : 1) Who are his real parents ? 
and 2) Why did they give him up ? These 
problems appear to be the nexus of the 
identity problem in the adopted child. Iden- 
tification with the adoptive parents is con- 
stantly influenced by a vector of great 
strength—namely, the child’s fantasies about 
his biologic parents, 

The fantasies of patients we have treated 
have described the biologic parents as bad, 
prostitutes, drunks, etc.—sometimes physi- 
cally attractive, but bad. Their fantasies 
appear to be efforts to explain why they 
were abandoned, The identification with 
the “bad” biologic parents is strong. These 
fantasies reinforce the projected hostility 
from the adoptive parents and the self- 
concept then takes on even more negative 
content. In cases we have treated, there has 
been a depressive core present behind the 
sociopathic pathology. The fantasy of re- 
union with the biologic parent appears, in 
our opinion, to be an effort to deal with 
the depression that grows out of fantasies 
around abandonment. In addition, we be- 
lieve, with Schechter and many others who 
have studied adopted children, that the 
awareness of the presence of two sets of 
parents makes it more difficult to fuse the 
intrapsychic “good” and “bad” parent 
images of infantile object relations into a 
workable, more realistic identification. 

Adolescence is of special importance to 
the adopted child, we believe, because of 
his increased mobility and independence 
which allow him to actively embark upon 
the search for his “real” parents. The search 
is both an internal and external one. The 
symptomatology of the acting out adoles- 
cent adopted child frequently is an effort to 
try out a series of identities related to his 
fantasies about the biologic parents. The 
child plays out, in a fragmented way, a 
Series of roles which attempt to establish a 
likeness to the fantasied biologic parents. 

We feel the formulations we have pre- 
sented make it possible for us to better 
understand why EFA fall primarily into 
the personality disorder groups when they 
develop psychiatric illness and why anti- 
social symptoms seem so predominant. In 
addition, these formulations might also ex- 
plain the lower incidence of adult EFA. We 
believe that reaching adulthood and leav- 
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ing the adopted home probably does de- 
crease open conflict for EFA. 

Once they are on their own, the EFA 
no longer have sensitized and guilty 
parents to bring them into psychiatric hos- 
pitals and clinics and since their symptoms 
are, in large part, externalized in struggles 
with society, the older EFA is less likely 
to view the situation as one which requires 
treatment and therefore is unlikely to refer 
himself. While we believe these psycho- 
logical and social factors are most impor- 
tant in determining the low incidence rate 
of adult EFA in our sample, it is possible 
that those adult EFA who become ill may 
not make use of our particular facility in 
their adulthood. 

One other alternative must be considered 
when viewing the over-all high incidence 
of EFA in our psychiatric facility. About 
80 percent of the EFA in the state of 
Missouri were from out-of-wedlock preg- 
nancies(5). In certain groups in our cul- 
ture, out-of-wedlock pregnancy is often 
seen as an indicator of psychiatric illness. 
A careful study of the genetics. of psychiat- 
ric illness(8) indicates that the socio- 
pathic personality has a concordance rate 
of 67 percent in a group of identical twins. 
The implications of this finding have ob- 
vious bearing on attempts to understand 
psychopathology in EFA, so many of whom 
have sociopathic symptoms. It is clear that 
in order to more fully understand the in- 
cidence of psychiatric illness in EFA, care- 
ful studies will have to be made of the 
biologic parents in order to evaluate the 
importance of hereditary factors. 


COMPARISON WITH OTHER STUDIES 


Before comparing our findings with the 
results of the Schechter and Goodman 
studies, it is necessary to examine,the popu- 
lations from which the samples are drawn. 
Goodman's sample is drawn from a rela- 
tively homogeneous, middle-class commu- 
nity. The sample is a small one, with less 
than 600 cases examined over a seven-year 
period. The psychiatric facility from which 
the data was derived was the primary re- 
source in the community for those unable 
to afford private psychiatric care. That 
facility offered only outpatient care and 
the children seen there were all under 16 


years of age. Goodman had a soundly cal- 
culated base rate to compare with his 
sample. ‘ 

Schechter’s original sample was drawn 
from his private practice in child psychiatry. 
Again, the sample size was small, only 120 
cases examined over a six-year period. This 
group can be described as consisting of 
adolescent and child outpatients from 
high-income families. Schechter had no ac- 
curate base rate to use with this group 
since it can be demonstrated that high- 
income families have more EFA than low- 
income families. S 

The samples in both these studies lack 
adults, and Goodman’s sample is biased in 
favor of low-income families and Schech- 
ter’s in favor of high-income families. 

The figures that Schechter quotes in his 
second study pose similar problems. The — 
private schools and private treatment cen- 
ters introduce a bias toward high-income ` 
families and are limited to children. Again, — 
base rates for groups like these differ from 
the general population. 

Our data indicate that the inclusion of — 
adults in a sample will sharply reduce the 
incidence rates of psychiatrically ill EFA 
and the inclusion of high-income families — 
will appreciably raise this rate. 

Now we may compare our data with 
those from other studies (Table 6). Our — 
over-all incidence rate was virtually the — 
same as Goodman’s and much lower — 
than Schechter’s. However, the single ele- — 
ment which makes our data resemble that — 
of Goodman is our large number of low- — 
income adults, who have a very low inci- — 
dence rate. When only the children and — 
adolescents in our group are studied, our — 
rates are more than twice as large as Good- — 
man’s. Our results, even with adults ex- | 
cluded, are appreciably lower than Schech- 
ter’s. While we have dealt with a relatively — 
high-income group, it still included many 
low-income families and our sample is 
reasonably representative of St. Louis | 
County. Schechter’s high incidence rate ~ 
appears to be related to high income and, 
we believe, to factors such as availability 
of psychiatric service, increased sensitivity 
to certain symptoms and greater sophisti- 
cation about psychiatry. 3 

The mean age at adoption for our 35 
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EFA was 10.6 months. Goodman’s 14 cases 
averaged 30 months of age at adoption. 
Schechter has no comparable data. Our 
average is significantly higher than the age 
at adoption for all EFA in the state of 
Missouri in 1962, which is 1.8 months. 
Goodman does not quote the average for 
New York State. The late age at adoption 
a striking finding in both our study and 
Goodman’s. There was a tendency 15 to 20 
years ago to place infants with the adoptive 
parents when they were between 6 and 
12 months old. This may account, in part, 
for the relatively late age at adoption found 
in our study. However, our data, considered 
along with Goodman’s, suggest that careful 
scrutiny should be made of the effects of 
adoption in the latter part of the first year 
of life versus adoption in the first few weeks 
of life. 

Our study and those by Goodman and 
Schechter are in agreement in identifying 
a predilection for acting out, antisocial 
symptoms in EFA. Of our cases, 57 percent 
presented with antisocial, acting out symp- 
toms. Stealing, lying and poor school be- 
havior are the most frequent presenting 
symptoms in Goodman's study. Sexual 
acting out and overt aggression were the 
most common symptoms of the children in 
Schechter’s study and the same two symp- 
toms, plus alcoholism and suicide, were 
frequent symptoms in adults. The incidence 
of these symptoms in Schechter's study was 
significantly higher than in his control 
group of adults and children. 

The major issue to which all three studies 
are addressed is whether nonrelative adop- 
tion, per se, constitutes a psychological 
trauma which is associated with increased 
incidence of psychiatric illness. The rela- 
tively high incidence rates of EFA in the 
child and adolescent groups in. our study 
lead us to believe that nonrelative adop- 
tion is a specific stress associated with in- 
creased incidence of psychiatric illness of 
a specific type. Our study suggests that 
child care agencies might well reconsider 
criteria for selecting persons who can 
adopt so that the specific stresses we feel 
to be inherent in the adoption situation 
might be minimized. However, while rec- 
ognizing the high rates of psychiatric ill- 


ness in nonrelative adoptees, it must be 
acknowledged that the other alternative 
readily available for caring for children 
without parents—namely, foster home place 
ment and institutional placement—are — 
known to produce much higher rates o; 
psychiatric illness than those that are found 
in adopted children. Adoption still seem: 
to be the best solution for the care o 
children without parents. 


SUMMARY 


In 1371 consecutive admissions to the 
Department of Psychiatry of the Jewish 
Hospital of St. Louis over a three-yea 
period, 35 EFA (extrafamilial adoptees) 
and six IFA (intrafamilial adoptees) were ~ 
identified. The 35 EFA accounted for an 
incidence rate of 2.6 percent, which was 
about 2.5 times greater than the rate in the — 
population served by this facility. This dif- 
ference is statistically significant. ; 

When incidence is calculated by age 
groups, high rates are found in the child 
group (5.4 percent) and in the adolescent” 
group (5.6 percent) and a low rate in the - 
adult group (0.7 percent). The incidence ~ 
rates of EFA in the child and adolescent 
age groups of patients seen in this facility 
were four to five and one-half times greater 
than the base rates in the communitie: 
from which the sample is drawn. 1g 

The average age at adoption for our 35 
EFA was 10.6 months, which is significant] 
higher than the average of 1.8 months fo 
the state of Missouri. bi 

The EFA presented with a wide spectrum 
of psychiatric disorders, but personality dis- 
orders and transient situational personality 
disorders made up 60 percent of the di 
noses. L 

The findings as related to the psycho 
namics of adoptees are discussed. Theori 
cal implications are considered and o 
data compared to other studies of psychiat- 
ric illness in EFA, ¢ 
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Much has been said on all sides as to 
_ culpability incurred in the actions of larger 
groups as they interact with smaller groups 
and vice versa. Mistakes are made and 
_ become historic. Witness thereof is given in 
the two-hundred-year cycle—of inhumane 
custody, humane isolation, distant treat- 
ment, dehumanizing penury, community 
concern, humanization—in our chosen field 
of psychiatry, A series of parallel problems 
has occurred in the same period, and this 
paper will attempt to explore some of their 
complexities. 

For the moment let us imagine that sever- 
al roistering, quarreling brothers traveling 
from the East chance upon a homestead of 
great plentitude, but already occupied in 
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part by brothers about whom they were un- 
aware, All are frightened of each other. All 
have a need for the land. All are disdainful 
of the rights of others until their own are 
secured. A fight ensues, but the resources 
and weapons are different and the strongest 
wins, 

This brother, unlike Cain, has developed 
a code which stays his hand so that he does 
not destroy his conquered rivals. Having 
partially disposed of them, he assumes the 
prerogative of the head of the family. He 
makes contracts with these “younger” or 
subsidiary brothers which he breaks, usually 
describing such breaches as being in the 
best interest of the younger brothers. They 
in turn at first rebel, then grudgingly accept. 
The strongest brother makes plans for the 
subsidiary brothers and then entices, cajoles, 
threatens and occasionally forces them to do 
it his way. That the plans might not be 
applicable’to the younger brothers’ way of 
life only fleetingly enters his mind. Only 
occasionally will he consult with them prior 
to instituting change because it causes such 
a fuss. 

Plans are made to educate the younger 
brothers’ children to the “better” way of 
older brother. But the younger brothers find 
that by seeming to agree, they are left to 
themselves with more time to do as they see 
fit. A contest for the minds of the children 
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ensues in which each is accorded equal time 
to undo the work of the other—all the while 
averring that they are acting in accord with 
previous agreements made to last for as 
long “as the grass shall grow, the waters 
flow, and the sun shall shine.” 


“WARRIORS WITHOUT WEAPONS” 


In the thirties, Gordon MacGregor and 
his associates(11) described the setting and 
conditions of the relatively isolated “war- 
tiors without weapons” of the great plains. 
Our study will begin to describe the com- 
position of the off-reservation Indian board- 
ing school population which has evolved 
since that time and will suggest trends of 
development in the mental health of the 
children so managed. 

The background of health services for 
American Indians is set forth in a compre- 
hensive report by the Public Health Service. 
Special attention was given to the state- 
ment: “Further mental health studies, be- 
yond the scope of this survey, are called for, 
not only with respect to mental illness as 
such, but in relation to the problems of in- 
tercultural conflict, alcoholism, child de- 
linquency and truancy, and accidents and 
crimes of violence” (4). 

At the request of the Aberdeen Area 
Medical Officer of the Division of Indian 
Health, a pilot project was started at the 
Flandreau Indian Vocational High School 
in 1957. Material obtained by this small 
project team(1, 8, 9, 10, 22) served as the 
basis for a National Institute of Mental 
Health grant to study intensively and ex- 
tensively three off-reservation boarding 
school populations of the northern plains. 

The study was designed to serve as a 
problem-defining effort that would stimu- 
late a variety of alternative efforts in the 
management and prevention of mental ill- 
ness. It is necessary to approach the prob- 
lem of mental illness systematically and 
with operationally effective definitions. 
Mental illness is time- and culture-bound. 
For the purposes of this study mental illness 
may be said to exist in an individual when 
that individual repeatedly demonstrates by 
his behavioral pattern that he cannot solve 
his problems with his own resources. 

The approach we used was to attempt to 
define and describe disorder from the view- 


point of different disciplines. The clinical — 
research team consisted of a psychiatrist, — 
social work supervisor, social worker, an- — 
thropologist and sociologist based at Flan- — 
dreau, with field social workers located at — 
Pierre and Wahpeton. A social worker, an- A 
thropologist and four psychologists served 
as consultants. 

The areas of concern of the project team 2 
were as follows. The psychiatrist performed 
individual diagnostic interviews with select- 
ed cases. The social workers used individual 
and group casework techniques and visited _ 
the reservations to do selected family inter- _ 
views. The anthropologist lived in the boys’ — 
dormitory for a year gathering data on 
student-staff interaction and, with the Kluck- — 
hohn Value Orientation Scale, studied the 
student population and staff. The sociologist 
did classroom teaching and used social- — 
educational devices to study the teachers 
and the students, The psychologists did test- — 
ing in the classroom setting using a variety — 
of devices: the Minnesota Multiphasic Per- 
sonality Inventory, California Psychologi- ~ 
cal Inventory, Quay-Peterson Delinquency — 
Scale, Time Factor Examination, Student's 
Sentence Completion Test, Semantic-Differ- 
ential Examination and Bower-Lambert. 
Screening Scale. A great deal of material — 
has been gathered by these workers and ` 
this paper will present some of the pre- — 
liminary findings. 5 

One of the primary aims of the project | 
team was to effect an epidemiological study — 
of mental illness incident in a boarding — 
school population of 1200 and encompassing 
the first twelve grades, Selected for this 
study were two grade schools (grades 1 to < 
8) located in Pierre and Wahpeton, and a ~ 
high school (grades 9 to 12) located in ~ 
Flandreau. Both grade schools have an — 
annual enrollment of approximately 300 — 
each ; Flandreau’s annual enrollment is ap- _ 
proximately 600. This paper will concen- ~ 
trate on the material gathered at the latter — 
school. Be 

The Flandreau school obtains its enroll- ~ 
ment from an area generally consisting of ~ 
the Billings and Aberdeen areas of the 
Bureau of Indian Affairs. Five states, Mon- 
tana, Wyoming, North Dakota, South Da- 
kota and Nebraska, 21 reservations and 18 
tribes are represented in the school. Of the 
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aggregate enrollment, approximately 33 
percent are freshmen, 30 percent sopho- 
mores, 20 percent juniors and 17 percent 
seniors. 

The facilities of a boarding school are 
' usually looked upon from the standpoint 
of providing housing and accommodations 
for the student to live in a location where 
~ conventional academic or vocational school- 
_ ing may be obtained. In this sense, the 
= boarding facilities are secondary to the 
_ school or classroom services. The student 
lives at the boarding school rather than 
home due to the fact that he is unable to 
go to such a school in his natural home 
area. 

_ However, at this school the reverse is the 
case. Here the boarding facilities are fre- 
juently looked upon as a means of remoy- 
ing a student from a socially complicated 
or disorganized environment to a setting 
_ where attention must be given not only to 
the traditional educational program but to 
every phase of social development as well. 
_ What follows, then, is an attempt to nar- 
_ ratively set forth the mental health prob- 
lems encountered in a boarding school 
attempting to effect acculturation and ul- 
_ timately assimilation of its charges. Certain 
impressions stand out and can to some 
degree be validated. 

Several standardized objective psycholog- 
-ical tests were used to assess the personality 
characteristics of the Flandreau students 
and to compare the findings with non- 
Indian normative groups(12, 14). The test- 
ing was done in the regular classroom 
period of 55 minutes. 

Juniors and seniors were administered the 
Minnesota Multiphasic Personality Inven- 
tory. This is mainly a pathology orientation 
test, with the subscales largely attempt- 
ing to measure psychiatric diagnostic 
samples of various categories of disorder. 
In every case the scores earned by the 
Flandreau sample are higher than the 
scores earned by the ninth grade Minnesota 
(3) normative sample. While there is a 
difference in the elevation of the profile, 
the shape of the profile is highly similar. 
The results indicate that on all of the cate- 
gories, with the exceptions of hysteria and 
hypomania, the Flandreau sample was 
higher. These students are more pathologi- 


cal. The MMPI also contains “neurotic” and 
“psychotic” triads. Here the difference for 
the Flandreau sample is the “psychotic” 
end of the scale. This does not mean that 
these persons are literally trending toward 
a psychotic configuration, but the movement 
is in the direction of disturbance in adjust- 
ment. The ¢ test, an examination of dif- 
ferences of means, indicated an extremely 
high p value—.001 in eight of the 13 scales 
for the boys and seven for the girls. Two 
items for both sexes showed a p value of 
01 and three items were not significant. 

The California Psychological Inventory 
was given to sophomores, juniors and 
seniors. The CPI attempts to measure traits 
associated with normal functioning. The 
same results were evident, but in reverse. 
The Flandreau sample, in 15 out of 18 
items, showed significant differences from 
Gough's normative high school groups(2). 
The t test indicated a p value of .001 in 
12 of the 18 scales for both sexes. The 
Flandreau sample was lower on positive 
traits. The difference is in intensity, al- 
though again the profile was highly simi- 
lar in shape to the normative groups. In 
effect the results appear to show that these 
youngsters are trending toward distress. 

All four grades were given the Quay- 
Peterson Three Factor Scale. This test meas- 
ures the three personality constellations 
associated with juvenile delinquency. The 
factorial content of the scales was studied 
in samples of both institutionalized delin- 
quents and normal adolescents. Only lim- 
ited norms are as yet available. The scales 
are: 1) psychopathic delinquency scale to 
measure attitudes and behavior associated 
with a tough, amoral, aggressive and im- 
pulsive syndrome; 2) neurotic delin- 
quency scale to measure items associated 
with guilt, depression, concern, but coupled 
with impulsiveness and poor control; and 
3) subcultural delinquency scale to meas- 
ure attitudes and behaviors associated with 
the adoption of a pattern of behavior dic- 
tated by a delinquent subculture but not 
accompanied by personality maladjust- 
ment. The mean scores of the Flandreau 
sample indicate they are similar to the 
neuroticism and psychopathy scores of the 
institutionalized delinquents. Taken in all, 
the group psychological testing reaffirms the 
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position that we are dealing with a high- 
risk population regardless of which param- 
eter is applied. 


CULTURE AND MENTAL CONFLICT 


It is difficult to discern what constitutes 
abnormal behavior in an abnormal setting. 
While cultural conflict can be observed, it 
does not appear to be primary in the causa- 
tion of mental conflict. Rather, the cultural 
trappings offer a rationalistic cloak for the 
basic problems, which are three in number : 
1) heightened mobility or “psychosocial 
nomadism,” 2) shifting standards and 3) 
superficiality of response or the “chameleon 
response.” 

Heightened mobility. Our studies show 
a marked “psychosocial nomadism”—a con- 
dition which obtains when the child is ex- 
posed not only to repeated changes in loci 
but to repeated changes in the constella- 
tion of his meaningful persons. Further, 
each new locus necessitates the formation 
of relationships different from that of the 
past. Thus a child in a family which shows 
heightened mobility for cause, but has no 
distortion of his relations with his critical 
loved persons, may be anxious in each new 
locus but not disorganized to the point of 
profound reaction in the form of aggres- 
sion or withdrawal(13). 

Heightened mobility must be examined 
in the light of relationships and the reason 
for the movement if it is to serve as the 
indicator of disturbance. There is a marked 
tendency on the part of disturbed young- 
sters, or others intervening on their behalf, 
to take the lines of least resistance. Psy- 
chologically, whenever stress occurs, the in- 
dividual repeatedly backs off and moves 
to another situation. 

We have attempted to trace disturbance 
and the formation of personality disorder 
through movement and substantiate this 
with the student life careers of individuals 
showing increased maladaptation at the 
school and on the reservation. The high 
incidence of mobility has been documented 
from the medical-social case histories, with 
special emphasis on examining the mani- 
fest and covert reasons for movement. 

“Psychosocial nomadism” can be docu- 
mented in many instances by the ever- 
lengthening comet's tail of records of ad- 


ministrative decisions made in an attem| 


and at the same time provide him an ed 
cation. As might be expected, records be 


the reasons advanced have more to do wi 
administrative regulation than the actual 
reason for the move. y 

An illustrative example is that of a gir 
now 19 years of age, who was observed 
by various members of the project. tea’ 
and followed for the duration of the pro. 
ject. Admitting that all the moves could noi 
be logged, such as leaving home an 
spending days and weeks with relatives 
the official log still shows an impressiv 
number of situational changes. In all, ther 
were no less than 30 changes of locus, Shi 
has been exposed to the ministrations an 
competitions of her father and mother, fiv 
siblings, seven half-siblings, maternal grand- 
parents, paternal grandparents and serial 
stepfathers, not to mention her contact 
with orphange, boarding school and board. 
ing home staff, teachers and dormitory ~ 
personnel. 

The first move was to grandmother’ 
home at age two with the advent of a 
sister and parental dissension. The most 
stable period of her life as far as domicil 
was concerned was a three-year perioc 
from 1956 to 1959. Two years later, ther 
were six runaway episodes terminating in 
jail. s 
She had 19 placements in five different 
education settings, with return usually ne- ~ 
cessitating change in adult relationship with ` 
both teachers and dormitory staff. Educ; 
tion from the eighth grade through the 
tenth grade required five years and was 
punctuated by no less than ten interru 
tions in schooling, varying from a fe 
weeks to several months. 

This girl has been variably diagnosed 
acute anxiety reaction, acute and chron: 
schizophrenia, psychosomatic disorder, d 
pressive reaction and adolescent adj 
ment reaction. 

A 19-year-old Indian student was refer 
to the boarding school during the sui 
of 1960. The specific reason for ref 
not clear, but a brief summary te 
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on the waiting list and accepted for the 
1961-62 term. ; 
According to official records, this stu- 
dent’s paternity is in doubt; two names 
are reported in the records and two dif- 
ferent names are used by the boy and his 
mother. There is almost no official social 
history information available; however, a 
recent autobiography completes missing 
links and describes his movements so ade- 


for our purposes that it will be 


reported here completely : 


A 


a 


I was born in the year 1946 (on an Indian 
pp cservation). I grew up in the home in which 
- both my parents and grandparents lived. 

__ When I reached the age of five I was placed 
4 by my parents in the Indian Mission. I lived 
4 and went to school from there for four years, at 
the public school. . 

-When I was nine my brothers, little sister, 
and parents went along with my grandparents 
to spend the summer in Minnesota. Everything 
had gone good all summer when one day my 
mother and father had an argument. My 
mother left my dad with my little sister and 
brothers. 

During the last part of October my mother 
and I left Minnesota and went to Wisconsin. 

My mother wanted to go up and see her 
"brother, my uncle, who lived in a small town. 
_ When we arrived there we found out that he 
had moved to Milwaukee. So we stayed with 

relatives in the town, where I attended a 

country school. We stayed there from October 

until late February then returned back to the 
reservation. 

When we got back (to the reservation) my 
mother put me back up at the Mission where I 
stayed for three more years. When I was in the 
seventh grade I enrolled myself at the Catholic 
school where I went to school for a year and a 
half. After that year and a half I ran away 
and enrolled back into the public school. 
During the last six or seven weeks of school I 
got sick and was in the hospital, in Omaha, 
for about two months. 

That summer was mostly trouble for me. I 
was in and out of jail. And the county judge 
had given me break after break. The last time I 
was placed on probation and said that I would 
go to Flandreau Indian School for the next 
four years. Right then I hadn't realized that I 
flunked the eighth grade and made out an ap- 
plication for Flandreau. I was accepted and 
was all ready to leave for school when I got 
into more trouble. I was taken to court and the 
judge sentenced me until the age of twenty-one 


at the state Boys’ Training School. 

I arrived at the Training School thirty days 
after my trial. When I got there I was treated 
nice by both counsellors and boys, For the 
first thirty days I did nothing, about all I did 
was peel potatoes along with the rest of the 
new boys. Then I was transferred out to an- 
other company, and then I began school. That’s 
when I found out that I hadn’t completed the 
eighth so I had to do it over again. I was 
graduated from junior high school the follow- 
ing spring (1961). I was in the Training 
School for eleven months. Then I was paroled, 
I think, for a year and during that time I was 
to attend school and Flandreau. 

When I was finished with my first year I 
didn’t plan to come back for the rest of the 
three. But I liked the school and returned 
every year, now I am a senior. 


In January 1963 he was referred to the 
project when vocational teachers com- 
plained of his uncooperative, defiant atti- 
tude. During that school year and the next 
he was seen eight times by a project social 
worker, once by the psychiatrist. 

Teachers considered him secretive, impu- 
dent, sullen, restless, quarrelsome, slovenly, 
cowardly, irresponsible, resentful of criti- 
cism and a daydreamer. He was said to be 
guilty of lying and stealing. Work habits 
were poor and intellectual curiosity was 
lacking. He was not interested in or sought 
out by others. He has maintained a “D” 
average in most subjects and, although a 
senior, he will not graduate. Dorm staff 
have reported occasional incidents of lighter 
fluid sniffing and, during the summer of 
1960, he was hospitalized two months for 
lead poisoning associated with sniffing. 
Roommates assumed many housekeeping 
tasks because he refused to do these chores. 

The clinic nurse reported his frequent 
visits for facial acne, injuries from fight- 
ing and other minor physical complaints. 
He bites his nails severely and he was con- 
sidered to be a stutterer by the Speech 
and Hearing Clinic. Training school re- 
ports indicate that he had similar prob- 
lems there. He learned to conform, but his 
personal habits and interpersonal relations 
improved less noticeably. It was also re- 
ported that his parole was delayed until 
the start of school because his mother was 
drinking heavily and “having unacceptable 
relations with many men.” 
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Project staff’ noted that the student’s 
closest ties have been with maternal family 
members. He understands the importance 
of proper behavior, but he has had little 
opportunity for identification with adequate 
males. The marked hostility for adult au- 
thority and the fact that the boy is a loner 
were also emphasized. Whenever possible 
he was interviewed on his own ground, 
i.e., in the dormitory or on the campus. 

Shifting standards. The second basic 
problem appears to be confusional cultural 
values or shifting standards. It is evident 
that there are distinct variations in the value 
orientations of the students, their relatives, 
the teachers, dormitory personnel and the 
administrative staff. It is not uncommon 
for the youngsters to be exposed to indi- 
viduals of the lower three classifications 
(according to Hollingshead and Redlich 
[5]) on a daily, even hourly, basis. This 
necessitates the youngsters’ meeting the 
standards of individuals of varying cultural 
backgrounds and value systems that are at 
variance with their own. 

The following vignette is illustrative of 
the confusion of the child as he tries to 
determine who he is, where he is and what 
he is doing. Three Sisseton Sioux young- 
sters, ranging from ten to 12 years of 
age, were traveling from the Pierre Board- 
ing School to the reservation located in 
northeastern South Dakota. This conversa- 
tion was overheard by the social worker : 


First Child; Did you know Sisseton was a 
reservation? 

Second Child; Sure, I knew that last year. 

Third Child: Did you know that real Indi- 


ans live there? 
Second Child : Of course, we're real Indians 


—we can’t be play Indians. 


Students and staff at Flandreau were 
given the Kluckhohn Value Orientation 
Scale(6, 7, 16, 17). This technique meas- 
ures the variant value orientations in four 
dimensions : Relational, Man-Nature, Time 
and Activity. The primary theoretical focus 
is on acculturation. 

In the Relational orientation, Kluckhohn 
sees the adult middle class as dominantly 
Individualistic, preferring this orientation 
significantly to the Collateral and Lineal 
alternatives. In man’s relationship to nature 


ee fs! 


or supernature, the dominant American pref- 
erence is for Mastery-over-Nature, pre- 
ferred significantly to Subjugation-to-Nature 
and Harmony-with-Nature. In the Time 
orientation, Future is ranked first, Present 
second and Past third; all at statistically 
significant levels. In the preferred mode of 
Action, Americans prefer Doing in contrast 
to Being. 
A recent study of 52 teachers: and 68 
social workers, using Kluckhohn’s device, 
yielded data on their value orientations — 
which “coincided almost perfectly on all 
four orientations with the Kluckhohn analy- 
sis of general United States culture” (15). 
Flandreau students were tested with this 
instrument in the regular classroom period. 
Of the 544 students then enrolled, 92 per- 
cent or 503 were tested. Preliminary analy- 
sis of the data shows that student value 
orientations as a whole are as follows. Th 
girls differ significantly from the middle 
class in two orientations. They prefer the 
Subjugated-to-Nature alternative signifi- 
cantly to Mastery-over-Nature and to Ha 
mony-with-Nature, as well as preferring 
Over to With significantly. This is a statis- 
tically significant one-order reversal from 
the dominant middle-class preference f 
Mastery-over-Nature, The girls also have a 
significant reversal in the Time Orientatio 
preferring Present to Future and Past. 
Although the boys have moved awa; 
from the girls’ position toward the middle 
class in the Man-Nature orientation, they 
have not achieved a statistically significant 
first-order preference for Mastery-over-Na- 
ture. The boys rank Over first, Subjugated 
second and With third. In the Time orien- ~ 
tation, again the boys seem to be transi- 
tional; they do not prefer Present statis 
tically to Future, although they still prefer 
Present and Future to Past significantly. 
Therefore, the boys have a position between 
that of the girls and the middle class. 
In the Relational orientation both sexes” 
differ from the middle-class pattern 
dominant Individualism. The boys and 
both prefer Collateral nonsignificantl 
Individual and prefer both of thes 
Lineal significantly. Neither the boys | 
the girls differ from the middle class in 
Activity orientation : all prefer Doing 
nificantly to Being. wae 
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Thus, both boys and girls differ from 
middle-class value preferences in the Re- 
lational, Man-Nature and Time orientations, 
and the girls are much further from mid- 

_ dle-class values than the boys. These dif- 
ferences support the Spindlers’ hypotheses 

(19, 20) on female conservation in cultural 

change. 
q Class and tribe are not very powerful 
_ discriminating factors in themselves, but 

when paired with sex do reveal many sig- 
nificant differences. The freshmen girls and 
_ the Sioux stand out sharply as less accul- 
i turated. There is also evidence that the 
= seniors, particularly boys, are more accul- 
_ turated, It is reasonable to describe the 
boys as transitional, not highly acculturated 
to the middle class, but closer than the 
= girls, whose choices resemble those of the 
urban lower class as studied by Schneider- 
man. 

The staff of the school was also given this 
instrument and 70 protocols were com- 
_ pleted, giving us a 90 percent sample. Staff 
value orientations coincide almost exactly 
_ with those found by both Schneiderman 
_ and Kluckhohn. The staff as a whole dis- 
_ plays a middle-class pattern of value orien- 

tations, with some ambivalence in the sec- 

ond-order preference in the Man-Nature 
dimension and in their choice of Future 
over Present. 

Taking just the 29 teachers, we see they 
are essentially middle class in their order 
of preferences, with the same ambivalence 
as the whole staff showed. 

The dormitory staff, a total of 21 persons, 
differs from the staff as a whole and the 
teachers in the Man-Nature dimensions and 
they show a one-order reversal with Sub- 
jugation-to-Nature  nonsignificantly pre- 
ferred to Mastery-over-Nature. 

Comparing the preferences of the stu- 
dents to those of the staff as a whole and 
to the choices of the teachers and dormi- 
tory staff, we see great differences. The 
students differ from the staff and teachers 
in the direction of the lower-class value 
orientations, The staff as a whole and 

teachers chose the Individualistic, Mastery- 
over-Nature and Future alternatives as their 
first-choice preferences, in contrast to the 
students’ first choices of Collateral, Subju- 
gated-to-Nature and Present. The dormitory 


staff has a much weaker commitment to 
middle-class value orientations than the 
staff as a whole or the teachers as a group. 
Although three of the four first-order 
choices of the dormitory staff are the same 
as the middle class, only one of these dif- 
fers significantly from the first choice of 
the students. The fourth choice, Subjuga- 
tion-to-Nature, is the same as that of the 
students. All four groups prefer Doing over 
Being, but the teachers and the staff pre- 
fer Doing more strongly, according to the 
statistics. 

Kluckhohn postulates that nonsignificant 
preference indicates that the population is 
in a state of cultural transition. In light of 
this view it is extremely useful to have the 
analyses of variants, which indicate that a 
Statistically significant gap still exists be- 
tween the students and the staff as a whole 
and the teachers, and very few significant 
differences between the dorm staff and the 
students. 

Evidence that value orientations influ- 
ence one’s responses to others has come 
from many sources—Spindler(18) and 
others. From the above results, we can pre- 
dict that biases in cultural transmission 
occur. Certainly the teacher's class back- 
ground and values may unconsciously dis- 
tort his perceptions and expectations of the 
students. 

Walter Taylor says, “All the brilliant 
teachers and all the most modern methods 
of teaching are powerless to insure transfer 
of the most elementary idea, unless the 
pupil himself places a value upon that 
idea or upon learning in principle.” He 
feels that “the educator and the education- 
al planner must know the values which 
are characteristic of the culture and which 
motivate the pupil’(21). He also feels 
that the teacher should work through the 
values of the pupil to make him want to 
learn. 

Superficiality of response. A “chameleon- 
like” response results as the youngsters 
attempt to match their values to the values 
of the people they face. Superficiality of 
Tesponse is encouraged with acquiescence 
to the exigencies of the situation only so 
long as is necessary to get by. Obviously, 
value systems could not then be deeply 
held but rather are used for the particular 
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moment. Validation of this point is difficult, 
but the two following illustrations are ad- 
vanced to suggest its existence. 

A home economics teacher desired to 
impress upon the girls of her class the 
necessity for cleanliness. Since they were 
soon going to have a formal dance she 
asked each of the girls to pay $2.00 for 
the rental of the formals. Those who re- 
turned clean formals would receive 50 
cents in change; those who returned dirty 
formals would forfeit the two dollars. 
Having second thoughts on this procedure, 
she had the girls write their answers to 
the question ; “What should be the punish- 
ment if a girl returns a soiled gown ?” 

The answers elicited went like this: 1) 
She should be made to kneel on the floor 
for an hour. 2) She should be made to 
stand with her nose up against the black- 
board. 3) She should scrub the floor with 
a toothbrush. 

Another home economics teacher de- 
cided to check the same group of girls and 
asked the same question : “What should be 
the punishment if . . . .” 

The group responses she got ran some- 
thing like this: 1) You should take the 
girl aside and talk with her. 2) You 
should sit down and find out the reason 
that it happened. 3) You should tell the 
girl not do it again. 


CONCLUSION 


The authors contend that frequency of 
movement and the necessity to conform to 
changing standards can only lead to con- 
fusion and disorganization of the child’s 
personality. The frequency of movement 
further interferes with and discourages the 
development of lasting relations in which 
love and concern can permit adequate 
maturation. . 

This is approached as though it were an 
Indian problem. But it begins to appear 
that these are problems common to indi- 
viduals who are dependent and/or neg- 
lected. It is our contention that “psycho- 
social nomadism?” and shifting value 
systems result in inward disturbance. These 
findings are applicable to groups other than 
the population being studied as the pat- 
terns are similar to youngsters of different 
and deprived cultures. 


Thus the dilemma in approaching individ- 
uals who have disordered homes and dis- 
ordered behavior is how to get them to ~ 
relinquish the dependency that we, our- ~ 
selves, create in trying to get them well or = 
educated. It is evident that if our findings ~ 
are substantially correct, there will be — 
serious logistical problems in altering ig- | 
norance and poverty. 
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TOWARD SOCIOCULTURAL FLEXIBILITY IN 
RESIDENT EDUCATION 


SHERWYN M. WOODS, M.D. 


ing his role in programs of community and 
social psychiatry ; and he should be skilled 
in the individual and group treatment of 
patients of diverse social, cultural, econom- 
ic and educational backgrounds. This 
capacity I will refer to, for brevity, as 
sociocultural flexibility. Such skills do not 
flow automatically from traditional psychi- 
atric education, but can best be developed 
through specific inclusions in the residency 
training process. 

Increasing acceptance of psychiatric medi- 
cine and health insurance and the expan- 
sion of public mental health facilities have 
resulted in an ever-widening range of pa- 
tients seeking aid. We are leaving behind 
the era when the psychotherapy patient 
was almost exclusively a moderately well- 
educated Caucasian, relatively high on the 
socioeconomic ladder. Increasingly, our pa- 
tients come not only from the minority 
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groups, but from groups poor both educa- 
tionally and economically. These patients 
and groups approach the psychiatrist and 
treatment with markedly different expecta- 
tions, value systems and skills in communi- 
cation(1, 5, 8, 9, 11, 16). They are often 
far different from the articulate, self-ob- 
servant, well motivated and intelligent pa- 
tients sought by the dynamic psychothera- 
pist(7, 14, 15). 


ESSENTIALS FOR FLEXIBILITY 


What, then, must the neophyte psychia- 
trist achieve in the course of his residency 
training if he is to attain sociocultural 
flexibility? It seems to this author that 
there are at least four essentials: 1) He 
must overcome his own culture- and class- 
bound rigidity in attitudes and value sys- 
tems. 2) He must gain insightful awareness 
of the different attitudes, values, expecta- 
tions and moral systems of varying classes 
and groups. 3) He must achieve a capa- 
city for flexibility in his techniques and 
therapeutic goals. 4) He must have good 
and flexible professional models with which 
to identify. 

Most residents reflect a middle-class Cau- 
casian background, and the evidence is 
that most psychotherapists are trained to 
treat middle-class patients with values 
similar to their own(7, 9, 10). As Halleck 
and Woods(6) have pointed out, residents 
face extraordinary stress as they struggle 
to achieve professional identity and as they 
experience the anxiety aroused by the de- 
velopment of  psychological-mindedness. 
Numerous defenses are employed to mini- 
mize anxiety and feelings of inadequacy. 
One such defense is a conscious or uncon- 
scious rejection of patients whose cultural 
identity or -social class differs from their 
own(6, 9, 12, 14). They are perplexed and 
disturbed by patients who yalue education 
only superficially, who fail to seek upward 
social mobility and who passively seek 
symptom relief and advice rather than in- 
sight. There is a tendency to deprecate or 
reject rather than to understand these dif- 
ferences. This is frequently subsumed under 
the notation “unsuitable for psychothera- 
py” and the patient is referred for hospi- 
talization, somatic treatment, etc. 

I do not mean to imply that all patients 


are suitable for psychotherapy, but rather 
that the criteria of suitability are too fre- 
quently obscured by the resident’s anxiety _ 
and lack of skills in encountering patients 
whose backgrounds differ from his own. — 
All too often this results from a failure of 
the residency training program to assis 
the resident in understanding and workin 
therapeutically with such patients. ; 
Yamamoto and others(1, 5, 8, 16) have 
demonstrated that patients from the lower 
classes approach psychotherapy with ex- 
pectations very different from that of the 
therapist. In contrast to good “analytic 
or “dynamic” cases, these patients often — 
expect very brief therapy (less than te 
sessions), reject the therapist's passive in 
terpretative role in favor of seeking advice 
and comfort and aim for assurance ani 
symptom relief rather than insight(1, 5 
8, 16). Similarly, many minority groups tend d 
to approach treatment with expectation: 
peculiar to their subculture and backgrou: 
For example, the Mexican-American popu 
lation is extremely reluctant and cautious 
about utilizing community mental health” 
services. z 
For the resident to achieve his maximum” 
effectiveness with these and other groups 
he must come to consciously understand 
their differing expectations and value sys l 
tems, be accepting of them and learn the 
skills that will best meet their needs. Rather 
than demanding that the patient fit hi 
conception of what a good patient should 
be, he should be able to modify his ap 
proach and meet the patient on his o m 
ground. To use a cliché, Mohammed may 
have to go to the mountain. 3 
Such techniques and skills should be 
outgrowth of both his didactic and experi 
ential education. Of essential importance 


with whom to identify. Residents are usua! 

highly committed to dynamic work h 
“deep psychological material” (in part, 
achieve mastery of their own anxieti 
about this material) (6). They most of 
select as models for identification the 
members of the faculty who are recogni 
for their skills in dynamic or analytic w 
It is unfortunate that many of these m 
are so exclusively committed to such 
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and openly or subtly depreciate lesser goals 
or more superficial treatment. 

_ The resident learns not only the tech- 
niques, but also the values of his teachers. 
_ Thus it is important that the faculty of a 
residency training program reflect profes- 
sional sociocultural flexibility both in theory 
nd deed. The resident who can value only 
long-term, dynamic and reconstructive psy- 
_chotherapy will be sorely limited in his 


Whether or not the neophyte psychia- 
ist will remain class- and culture-bound 
usually depends upon the effectiveness of 
the training program in helping him to 
confront and resolve his rigid and preju- 
‘dicial attitudes. For the majority this is not 
‘dependent upon the resolution of major in- 
trapsychic conflict through personal psy- 
chotherapy, but can be accomplished with 
sensitive supervision and structured cur- 
ticulum. There are at least three essential 
‘ingredients necessary for the residency 
training program to maximize the resident's 
ential for sociocultural flexibility. These 
are: 1) didactic education; 2) experien- 

tial learning; 3) individual and group 


_ There is an ever-expanding literature 
concerning class, cultural and ethnic vari- 
ables as they relate to psychiatric treat- 
ent. This material is no longer to be found 
nly in the literature of sociology, anthro- 

_ pology and social psychology; it is in- 
' creasingly a part of our psychiatric research 
_ and publications. It is somewhat discon- 
certing to reflect upon how few residency 
_ training programs, at least as shown in 
their published brochures, have established 
"courses devoted to class and cultural param- 
eters of psychiatry and psychotherapy. 
For many, it appears to be limited to a few 
urnal club presentations of one of the 


major works. However, it is no longer suf- 


' ficient to be aware that megalomanic trends 
were normal and idealized among the 
Kwakiutl, or that sexual behavior of peoples 
in distant lands does not necessarily fol- 
low our own pattern. What we do need is 
" greater familiarity with the subtleties of 
class, cultural, economic and ethnic factors 
affecting various groups in our population. 
This then sharpens our perceptions, modi- 
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fies our techniques and helps to determine 
goals of treatment. 

I am suggesting a broadly based didactic 
curriculum which encompasses the breadth 
of the behavioral sciences. Such teaching 
certainly begins by collaboration with our 
colleagues in sociology, cultural anthropol- 
ogy and psychology. It is here that it is 
possible to underscore the fundamental 
ways in which the social, cultural, ethnic 
and economic facts of life help to mold 
the process of learning to be a socialized 
human being. This is in no way meant to 
underplay the psychodynamics of individ- 
ual human behavior and development, but 
rather to emphasize the resident's need to 
see human behavior as the product of vari- 
ables going far beyond the individual 
psyche and family constellation. This be- 
comes the foundation from which to 
proceed to more specific relationships to psy- 
chiatric evaluation and treatment. In gen- 
eral it might be said that the goal becomes 
that of widening the resident’s perceptual 
field beyond that which has accrued from 
his own background and experience. As 
this occurs, the resident is in a position to 
better understand the patient as he really 
exists, with a minimum of distortion (which 
might be thought of as “sociocultural 
countertransference”). Only then can he 
proceed to a more rational consideration of 
the treatment techniques, limitations and 
goals, 


FIELD WORK IN COMMUNITY PSYCHIATRY 


When a program has developed a divi- 
sion of social and community psychiatry, 
such topics of course can be focused upon 
with greater intensity and can be more 
easily viewed within the broader context 
of community life. Of particular importance 
is an opportunity to learn through direct 
experience in the field, under preceptorial 
Supervision. With increasing frequency, 
psychiatrists are being asked to leave the 
clinical office and enter the community on 
a consultative basis. I refer to the role of 
the psychiatrist as a mental health con- 
sultant to groups or agencies working in 
the community. Here the focus is less upon 
individual patients and more upon assisting 
the development of the nonpsychiatrist 
professionals working in the field. 
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There is a distinct body of knowledge 
applicable to such mental health consul- 
tations, and the techniques differ consider- 
ably from that involved in direct work with 
patients(2, 3, 4). The acquisition of this 
knowledge is exceedingly important to the 
resident and becomes truly meaningful 
when the resident is allowed to put it to 
use in an actual preceptorship in the com- 
munity. This field work, under supervision, 
can best fulfill its purpose when the ex- 
perience is with groups representing back- 
grounds far different from the resident’s 
own. Sociologists and members of other 
disciplines have long recognized the train- 
ing benefits of sending their students into 
the field. We too can profit from following 
the example of Spiegel(15) and going into 
the community rather than expecting the 
community to come to our clinics. 

While an important body of knowledge 
can be transmitted through didactic educa- 
tion, it is the actual experience with pa- 
tients that consolidates this knowledge and 
exposes its deficiencies. Experienced super- 
visors have long been aware that a survey 
of a resident's case load is an invaluable 
source of enlightenment as to the strength 
and limitations of his work. The most com- 
mon way in which residents attempt to 
minimize anxiety and insecurity is by struc- 
turing the case load to avoid treating pa- 
tients who arouse undue anxiety or feelings 
of inadequacy(6). Occasionally one finds 
the opposite, hopefully as an attempt at 
mastery but sometimes as a kind of coun- 
terphobic maneuver. 

We are accustomed to surveying case 
loads, for these reasons, with respect to 
diagnostic entities and to be sure that the 
resident has experience with the full scope 
of psychopathology. Likewise, we insure 
that the resident has sufficient opportunity 
to develop his skills in individual, family 
and group treatment. To this I suggest an 
additional parameter, namely that of in- 
suring that the resident has sufficient ex- 
posure and experience with the various 
class, cultural, economic and educational 
stratifications within the community. It is 
striking how many residents can complete 
three years of psychiatric training without 
having ever been significantly involved with 


a foreign national, a minimally educated j 


laborer, etc. These patients, whose back- 
grounds differ considerably from the resi- 


dent’s own, enrich and reward the super- — 


visory experience. 

Supervision remains of prime importance 
in the teaching of psychotherapy, and so 
to the development of sociocultural flexi- 
bility. The resolution of rigidities and pre- 
judicial attitudes is usually not dependent 
upon the resolution of major intrapsychic 
conflict, but yields to the influence of sensi- 
tive supervision and curriculum. The need | 
for teachers to be flexible models both in 
theory and deed has already been men 
tioned. Social and cultural variables need. 
to be explored as they influence both the 
diagnostic and treatment processes(9, 11, 
13), so as to minimize the occurrence of 
ethnocentric perceptual distortions. 

The resident must learn to accurately 


perceive the patient’s class-linked expecta- ~ 


tions of the treatment process(5, 9, 16) — 
and to abandon his expectations that 
the patient must fit himself to a precon- 
ceived model of what represents a good 
patient. The language of therapeutic com: 
munication will be adjusted to that of th 
patient’s background and education once 
the resident sees first hand that an accurate ~ 
confrontation or interpretation misses its 
mark when it is in language strange o 
unintelligible to the patient. Appreciation” 
of the patient’s class- and culture-linked 
value systems, which may be different from 
the resident’s own value systems, will like 
wise insure greater possibility of success 
ful therapeutic interaction. And finally 
since we recognize that expectations and 
goals for therapy are widely influenced by 
class factors(1, 5, 8, 11, 14), the technique: 
and goals must be arrived at with a full 
understanding and appreciation of thes 
determinants. In all of these exampl 
supervision is structured to assist the resi- 
dent not only to recognize these facto! 
but also to utilize this recognition to increé 

the range of his effectiveness as a thera- 
pist. The supervisory aim is to widen 
therapist’s perceptual field and to decr 
the distortions brought to the treal 
situation by the therapist's own life 
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SUMMARY 
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= Today’s psychiatrist should possess suf- 

ficient sociocultural flexibility in his pro- 
fessional abilities to work effectively with 
patients whose cultural class and economic 
or educational backgrounds differ considera- 
bly from his own. Otherwise, his effective- 
ness is limited by his own class- and cul- 
_ ture-bound rigidities, attitudes and value 
_ systems. Specific additions to a residency 
training program are suggested in order to 
_ assist the resident in reaching such pro- 
- fessional flexibility and capability. 
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PSYCHIATRIC EVALUATION IN OPEN BIRACIAL GROUPS 
JOHN E. SNELL, M.D. 


For one psychiatrist to see several pa- 
tients simultaneously for purposes of treat- 
ment has become common. Initial psychiat- 
ric evaluations, on the other hand, are 
traditionally conducted with one patient 
at a time; rarely have diagnostic evalua- 
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tions been attempted systematically in a 
group setting. As psychiatry finds itself in- 
creasingly involved in efforts to extend 
diagnostic and treatment services to a 
widening population with continuingly in- i 
adequate personnel, innovations in meth- 
ods are essential. This paper will describe 
such an innovation: a program of group 
psychiatric diagnostic evaluation which has 
been in operation in the psychiatric out- 
patient clinic of Grady Memorial Hospital, 
Atlanta, Ga., since July 1964. The effective- 
ness of this group evaluation will be dis- 
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cussed, and mention will be made of the 
racially integrated nature of these groups, 
which has special interest in the specific 
population involved. 


BACKGROUND OF THE PROGRAM 


The psychiatric clinic is a small teaching 
clinic operated by the Department of Psy- 
chiatry of Emory University School of 
Medicine. Prior to the introduction of the 
group program, the five to nine hours per 
week of patient contact by residents and 
the staff psychiatrist had fallen far short 
of meeting the needs of the hospital, a 
1,000-bed two-county general hospital serv- 
ing the indigent population of much of 
metropolitan Atlanta. No attempt had been 
made to provide any form of psychiatric 
treatment; the clinic had provided a 
strictly diagnostic service. 

Patient referrals come to the clinic prin- 
cipally from the various medical and sur- 
gical outpatient clinics of the hospital, al- 
though some are referred after discharge 
from inpatient status, and referrals from 
the county welfare department, the Family 
Service Agency and other community agen- 
cies are not uncommon. 

Prior to the beginning of group evalua- 
tions, patients were chosen from the list of 
referrals for appointments on the basis of 
their potential teaching value, Patients were 
seen individually by residents, who were 
assigned to spend one hour per week in 
the clinic. Only about half of all referred 
patients were seen even once. Some were 
seen two or three times. For those who 
were seen, the interval between referral and 
first visit averaged 57 days, with many pa- 
tients waiting five months or more. Ob- 
viously, very little service was being pro- 
vided to either patients or to referring 
doctors or agencies. oa 

It was decided to attempt to achieve an 
increase in the efficiency of the clinic s serv- 
ice by seeing all referred patients in eval- 
uation groups at the time of the initial 
interview. It was hoped that this simple 
innovation would make it possible for every 
referred patient to be seen very quickly 
after referral, with obvious advantages to 
both patient and referral source. There was 

adequate evaluation might 


concern that an ad 


not be possible in a group setting, and some — 
fear was expressed that patients would not — 
be comfortable enough in the groups to — 
verbalize diagnostically useful material. 
However, it would remain possible to refer — 
patients from a group to an individual eval- — 
uation by a. resident, and it was felt that 
this form of initial screening would improve 
the teaching value of the residents’ eval- 
uations. 
Although the primary goal of the group 
contact would be evaluation and disposi- 
tion, it was anticipated that some patients 
might be followed for prolonged periods 
through the medium of the groups, a 
limited supportive therapeutic function be- 
ing served thereby. 
This new evaluation policy was put into 
effect at the beginning of July 1964. Four — 
groups were set up, with the author and 
second- or third-year residents serving as 
group therapists, First-year residents con- 
tinued to see patients individually as they — 
were referred to them from the groups. E 
The groups meet on separate days of — 
the week. Each group session lasts for one — 
hour, and no more than ten patients are 
scheduled for any session, with the aver- 
age being from six to eight. Patients are 
assigned to groups strictly in the order of ~ 
referral, without regard to presenting prob- 
lem, sex or race. As the patient population 
of the clinic includes a very broad psy- ` 
chiatric spectrum of adults and adolescents, ~ 
there is great heterogeneity in the makeup 
of the groups. The groups are open in the — 
sense that new patients are scheduled at ~ 
any time in the earliest group session having < 
fewer than the maximum number of pa- < 
tients. 
Once assigned, the patient is seen by the 
same therapist for the number of sessions 
considered necessary for evaluation or sup- 
portive treatment. The techniques used i 
carrying out these group functions will be 
discussed. In addition, it is important to — 
note that these groups are believed to be ~ 
the first instance of organized group eval 
uation and treatment of Negro and whit 
patients together in the history of this hos 
pital. Some observations regarding thi 
racially integrated character of the group: 
will be offered. 
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ROLE OF THE THERAPIST 


The techniques for achieving the goals 
of the groups have developed during the 
progress of the project within a general 
strategy of flexibility. Because the primary 
purpose of the group is the diagnostic 
_ evaluation of new patients, it is the usual 
_ practice for the therapist to begin each 
session by introducing himself to the new 
_ patients and inviting each of them to tell 
in his own words why he has been referred 
for help and what his problems have been. 
_ Five to ten minutes are usually taken 

with each new patient in this initial at- 
_ tempt to gain an impression of the pa- 

tient’s situation, As each patient’s record 
_ is in front of the therapist, some informa- 
tion about each referral is already avail- 
able to him, although this may often be 
minimal. It has often been necessary for the 
therapist to be quite active during this 
portion of the session. With some patients 
several judicious questions are necessary to 
elicit the information which the therapist 
_ might consider essential in his evaluation. 
_ These brief interviews carried out in the 
presence of the group, although unorthodox 
procedure for group therapy, were found 
to be surprisingly effective in eliciting 
basic historical and mental status data. 
_ Following this initial examination of 
new patients, the therapist invites free par- 
ticipation by all patients present, with a 
minimum of structure, The therapist may 
be much less verbally active during the 
_ remainder of the session, He concentrates 
upon observing interaction (which is en- 
couraged), adding to his evaluation data on 
new patients and following evidences of 
progress with patients previously seen. The 
_ therapist's verbal activity still tends to re- 
main higher than that he might customarily 
employ in more orthodox group therapy, 

One reason for this is that, although pa- 

tients may be seen in this group setting 

many times over an extended period, the 

patient personnel of the group changes a 

great deal from visit to visit. Therefore, 

although certain patients may have con- 
tact with each other over a number of 
visits, the quality of group membership 
which obtains in most therapy groups does 
not occur here. There is considerable in- 


teraction, however, and patients who have 
heard another’s story for the first time 
often are not reluctant to comment and 
make suggestions. 

Another reason for the apparent neces- 
sity for a high activity level by the thera- 
pist may relate to the finding, reported by 
Baum and Felzer(1), that activity is more 
essential with patients of lower social 
class, especially in initial interviews. Prac- 
tically all patients seen in the clinic 
would be classified in Class IV or V in the 
Hollingshead and Redlich system(2). 

Although the therapist makes an attempt 
to allow freedom of interaction, which can 
often give helpful evaluative clues about 
patients, he may feel a need for a return 
to direct interrogation in the later portion 
of a session in order to elicit necessary 
information (such as drug side-effects ) 
from a patient who might have participated 
little in the free portion of the session. 

At the end of each session, decisions 
are made as to patient disposition, Com- 
monly, a second session is scheduled for 
new patients if it is felt that further evalua- 
tion is desirable in the group setting or if it 
seems likely that the patient may be fol- 
lowed in the group sessions on a supportive 

asis. A majority of those patients who have 
been followed supportively have been 
placed on appropriate medication. 

Patients who either present situations 
of unusual complexity which might not be 
practical to evaluate in a group setting or 
who are thought to present problems of 
unusual teaching interest are referred to 
the first-year residents, who are available 
for individual evaluations under supervi- 
sion. 

A few patients are felt to require hos- 
pitalization, and arrangements for this re- 
Source may be begun after the first inter- 
view. When a waiting period for inpatient 
hospitalization is necessary, patients may 
be followed in the groups, with appoint- 
ments set as often as necessary. Inpatient 
hospitalization has been recommended less 
frequently since the group project began, 
and the vast majority of patients have been 
handled entirely on an outpatient basis. 

Other patients are referred back to the 
general clinics of the hospital with recom- 
mendations for handling and follow-up 
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treatment. When possible, other social agen- 
cies are brought into play in an effort at 
total community planning for the patient. 
For many patients in this particular so- 
cioeconomic group, there is literally no 
psychiatric treatment available in the area. 
The support which patients can obtain by 
regular group sessions of the type de- 
scribed, minimal though it may be, is often 
the only alternative to no psychiatric help 
at all. 

It has been observed that patients often 
seem to enter long-term supportive treat- 
ment in the groups through a process of 
self-selection. Patients are offered appoint- 
ments for continued following after expla- 
nation and discussion of the available re- 
sources of the community. Those who have 
availed themselves of the opportunity for 
such supportive contact seem in general to 
feel that it has been helpful. They look 
forward to the group sessions and express 
considerable interest in the problems of 
other patients. Since no stable group mem- 
bership exists, one might see the ability of 
patients to use this group setting therapeu- 
tically as a form of “transference” to a spe- 
cial type of therapeutic format. 


UTILITY OF GROUP EVALUATION 


The group evaluation program just de- 
scribed has proved strikingly useful in its 
early months of operation. From July 1, 
1964, through December 31, 1964, the first 
six months of the program, 207 patients 
were seen in a total of 543 appointments. 
This compares with only 88 patients seen 
and 291 appointments kept in the pre- 
ceding six months, an increase of 134 per- 
cent in patients evaluated and of 87 percent 
in appointments kept. This increase was 
accomplished with essentially no change in 
the commitment of professional time. 

A very important aspect of the improved 
service afforded has been the fact that 
every patient referred to the clinic has 
been given an appointment. In the pre- 
ceding six months, 63 referred patients were 
not given appointments, usually because 
they were not considered at referral to be 
of sufficient teaching interest to justify 
commitment of the extremely limited time. 
The patients who were seen in the pre- 
ceding six ménths had to wait an average 

à NERES "i 


of 57 days between the date of referral 
and that of the first appointment. In the 
first six months of the group program this 
interval averaged 8.4 days, and it has con- 
tinued to diminish. The percentage of pa- 
tients keeping first appointments has also 
improved. Prior to the program 23.5 per- 
cent of patients failed to appear for first 
appointments. In the first half-year of the — 
group program the failure-to-appear rate — 
was 16.5 percent, or a reduction of nearly | 
one third. 
The program has had excellent accep- 
tance by patients, referring physicians and 
agencies and by the clinic personnel. Pa- 
tients and referring doctors are pleased by © 
the relative promptness with which help is 
offered. Total referrals increased 39 percent 
in the first six months of the group evalua- 
tion (from 178 to 248). This increase ap- 
parently was in response to the greater 
availability of service, encouraging physi- 
cians and patients to feel that referral 
might prove helpful. Under the previous 
system, an appointment months after re- 
ferral was often useless in the crisis situation _ 
which precipitated the request for help. 
It seems very likely that many patients were — 
seen who would otherwise have been un- 
necessarily committed to the state hospital 
if the prompt group evaluation had not 
been available. 


the psychiatry clinic, the evaluations. ob- 
tained in this manner are clearly not as 
thorough as those obtained through tradi- — 
tional individual examination. However, 
there has been general agreement that the 
evaluations are adequate for decision-mak- ~ 
ing within the limited dispositional choices 
available. It also seems clear that several 
patients can be evaluated much more ade- 
quately in a group than can the same 
number individually in the same length of 
time. 

There is great value in the fact that eac! 
patient is seen for one hour, even though 
verbal interaction with each patient migh 
occupy only five to ten minutes of thai 
time. The various forms of nonverbal com- 
munication that occur and the general pat- 
tern of interaction with others shown b 
the patient are invaluable in the rapid — 
assessment of his problems in mentati 
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mood and interpersonal relations. Patients, 
too, seem to appreciate the opportunity to 
be in a therapeutic setting for one hour, 
rather than to be seen for a few minutes 
and dismissed. The general distribution of 
diagnostic categories did not change 
significantly after institution of the group 
program. 

The most important observation about 
the biracial character of the groups is that 
there is so little to say about it. From the 
beginning of the program to the present 
there has not been one instance of com- 
plaint, dissent, refusal to participate or 
other expression of discomfort arising from 
the racial integration. This very smooth 
apparent acceptance of an unfamiliar treat- 
ment format is noteworthy because the 
clinic patient population, reflecting that of 
the hospital as a whole, is drawn almost 
entirely from the lowest socioeconomic 
levels of the Negro and white populations 
of the city. Many patients have only recent- 


ly moved to the city, having been raised 


in rural or semirural settings. One would 
have reason to expect that racial prejudice 
might be most firmly entrenched among 
this population, and that if ever there 


would be refusal to participate in changes 


in the direction of racial integration, it 


_ would be in such a group. 


The group therapists introduce the issue 
of the racial integration whenever they 
feel there might be unexpressed feeling 
in this area preventing free communication. 
Regularly, patients have denied that such 
difficulties in talking derive from the 
presence of patients of another race. The 
most common reason given for difficulty 
in talking about some issues has been the 
presence of persons of the opposite sex. 
There is no attempt made here to deny that 
some patients may have strong unexpressed 
feelings about finding themselves in a situ- 
ation so foreign to their experience. The 
point to be made is that what resistances 
there are have not seemed to interfere in 
any way with the ability of the groups to 
function toward the accomplishment of 
their goals. Specifically, it can be reported 
that there has been no apparent difficulty 
shown by patients of either race in talking 
freely in the group setting about their 
problems and their intimate situations. It 


is of interest that the percentage of Negro 
patients seen doubled after the group pro- 
gram began, rising from 22 percent to 44 
percent of total patients. No clear explana- 
tion of this increase is available. 

The effectiveness of this simple group 
evaluation technique in making more 
efficient use of limited psychiatric resources, 
and the ease with which this logical mixing 
of Negro and white patients was accom- 
plished in a population which many might 
have felt would be most resistant to such a 
change, have encouraged us to continue. 
It is hoped that this experience will be 
encouraging to others who are facing 
similar situations in which technical in- 
novations will be necessary to bring about 
a more efficient contribution of psychiatric 
resources to the needs of the community. 
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DISCUSSION 


GeraLD TANNENBAUM, M.D. (New York, 
N. Y.).—Dr. Snell's interesting paper deals 
with two issues : first, that of psychiatric obser- 
vation and diagnosis in a group setting, and 
second, biracial groups in a Southern metropo- 
is. 

Group evaluation and diagnosis is a relatively 
new concept. Although it is not explicitly stated 
in Dr. Snell’s paper, I assume that the therapist- 
observer is one person and that he records as 
well as observes and elicits information. Such a 
procedure certainly is consistent with the 
Practices of community psychiatry and in his 
case in particular it allows him to reach seg- 
ments of the population that might otherwise 
be overlooked. 

It is also conceivable and in fact likely that 
the output of one psychiatrist can be increased 
Six- to eight-fold by the group interview. I 
think, however, as he implies, the amount of 
information for each patient recorded is less 
than in a one-to-one interview. I also wonder if 
the information is really qualitatively the same. 
While we might easily imagine that there 
would be less information available for the 
finer points of differential diagnosis, i.e., mental 
status data, we should be aware that an area 
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of unique information is also available. Dr. 
Snell briefly discusses the interaction that 
occurs in a group therapy. I wish he had 
amplified on this observation. 

At Metropolitan Hospital, a municipal hos- 
pital of the City of New York staffed by the 
New York Medical College, the Department 
of Psychiatry has been experimenting with 
group evaluation and diagnosis for about three 
years. The idea and its early implementation 
in particular were the techniques of Dr. Jay 
Fidler. While we originally had results identical 
with those of Dr. Snell, we learned that 
focussing on the interaction told as much, or 
perhaps (in a different way) more, than the 
more formal material elicited. The schizoid 
maneuvers, defense mechanisms, denial, fears 
and inadequacies are there for the observing. 
These data, added to the more formal observa- 
tions, tend to give a qualitatively different 
and broader picture than that elicited in a one- 
to-one interview. As we continued to experi- 
ment with this, our walk-in clinic found that 
the amount of material to be observed was 
simply too much for one person. 

We seem to be in a more fortunate staffing 
position than was Dr. Snell. Our walk-in clinic 
usually has its new patients seen by a social 
worker and often a psychologist as well as the 
psychiatrist. Dr. William Normand, the clinic 
chief, concluded that we might have all these 
disciplines sit in on each group, not only 
because we needed more eyes for observation 
but because this would allow a multi- 
disciplinary approach without tying, the pa- 
tient up with three different interviews and 
then taking time comparing notes. Immediately 
after this kind of group interview the profes- 
sionals write up and discuss the patients from 
their special vantage points. The time for 
communication is thus shortened and utilized 


in a more productive way. Equally important, 
fessionals feel more confi- 
and enjoy the cooperative 


the participating pro! 
dent in this technique 
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as 
endeavor. We do feel that this kind of group 
situation gives us as reliable and in some A 
ways more comprehensive information with — 
less time, effort and more pleasure. There are i 
difficulties, of course; patients who are non- 
communicative in groups are not always so in 
individual settings. We will continue to experi- —— 
ment with this method and evaluate and 
refine our techniques. 

Dr. Snell’s second point, the biracial setting, 
is most exciting. That there is little to say 
about it, as he puts it, says a great deal. 
Apparently he and his staff must treat the. 1 
method in a matter-of-fact way, thereby estab- 
lishing a model for patient acceptance. As a — 
“Northerner” I feel somewhat an outsider to 
this part of the discussion. In our groups, as 
on the ward, the varied socioeconomic, cultural 
and racial backgrounds are frequently raised 
as issues. This may be because we as staff are 
particularly interested in crosscultural phenom- 
ena. K 
Often, however, from ward behavior and — 
antagonistic racial groupings the staff become 
aware that strong racial feelings are experienced ~ 
even though they are not openly discussed in 
the group meeting. When this occurs, the 
group leader points out that such feelings do ~ 
exist but for some reason they cannot be — 
discussed. Usually, but not always, the feelings 
are then talked about. : 

On other occasions we note with consider- 
able interest that racial groupings occur on the — 
ward and may even verge on warfare. Yet at 
the same time, in the group meeting, there’ will ie 
be support given cross racially and antagonisms E 
expressed within the racial grouping itself. 
What this generally means is that ward be- 
havior is an expression of what each individual W, 
anticipates as behavior from his fellows of the 
same race and the anticipated hostility from 4 
the other races. When this is clarified, the < 
behavior generally becomes more constructive. 


SECTION AVAILABLE 


INTRODUCTION 


As suicide continues to be a leading 
cause of death, the need for early recogni- 
_ tion of high-risk potentially suicidal per- 
sons remains a pressing issue. Studies of 
persons who have committed suicide reveal 
that 75 percent have had a history of a 
previous suicide attempt or threat( 12). 


ttempting suicide( 14), 
_ The problem of 


s who have previously attempted 
suicide are more likely to commit suicide 
than persons who have not made a suicide 
attempt and b) among attempted suicides, 
the more closely individuals approximate 
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AN INSTRUMENT FOR EVALUATING SUICIDE POTENTIAL : 
; A PRELIMINARY STUDY 
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Using data from police reports of attempted 
suicides, they devised a 14-point scale for 
determining high-risk suicidal persons. 

The purpose of the present preliminary 
study is to develop a clinical instrument 
made up largely of demographic variables 
and to test its validity in prognosticating 
subsequent suicidal behavior, 


METHOD 


Adapting the method proposed by Tuck- 
man and Youngman, we have been study- 
ing a group of 193 persons admitted to 
San Francisco General Hospital after mak- 
ing a suicide attempt between November 
1956 and September 1957(9). During the 
initial study these patients were divided 
into four grades on the basis of the serious- 
ness of their attempt. Subsequently 22 
factors formulated from studies done at 
the Golden Gate Medical Clinic for Psy- 
chotherapy have been investigated for use 
in a questionnaire, the Golden Gate 
Clinic Instrument ( GGCI). Each factor 
is put in the form of a question worded 
so that if the answer is “yes” it falls into 
a high-risk category; if “no,” a low-risk 
category. A score is obtained by totaling 
the number of “yes” answers, Since clinical 
judgments are not involved, the instrument 
can be administered by other than psy- 
chiatric personnel, including general prac- 
titioners, clergymen, clinic receptionists or 
volunteers, 

Each of the 193 subjects was scored for 
the 22 factors on the basis of information 
obtained from the patients themselves, rel- 
atives, friends and from hospital and clinic 
charts and records. A five- to eight-year 
follow-up study of the patients identified 
those who later committed suicide or made 
subsequent suicide attempts. The method 
used to determine the validity of each 
factor was to compare the “yes” scores of 
those who subsequently attempted and 
committed suicide (the “g” group) with 
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the “yes” scores of the remainder (the “N” 
group). i 

We are aware of two shortcomings in 
our method: first, for some items, data 
were obtained from sources other than 
the patient ; and second, by using the same 
population both to develop and validate 
the instrument, we tend to bias the results. 
Thus, this preliminary study should ‘be 
followed by a more extensive validation 
of the instrument on another population 
of those attempting suicide from which 
the data have been obtained directly from 
the patient. i 


RESULTS 


Fourteen factors were found to be in 
the predicted direction, i.e., the proportion 
of “yes” answers in the “S” group greater 
than that of the “N.” This is shown in 
Table 1, indicating that sex, race, age, 
marital status, place of residence, method 
of suicide attempt, state of consciousness, 
previous psychiatric hospitalization, prev- 
ious suicide attempt, poor health, alco- 
holism, drug addiction, delinquency, and 
recent loss were valid prognostic factors. 
Those not in the predicted direction were 
employment status, living arrangements, 
transiency, suicide note, homosexuality, 
illegitimate pregnancy, history of broken 
home and foreign born. Sex, race and age 
are demographic variables which have been 
long known to correlate with suicide rates, 
the high-risk groups being males, Caucas- 


TABLE 1 
Factors Studied 


ians and persons advanced in age(4). Our 
data supported these previous findings. i 

Marital status was felt to be a significant 
factor by Durkheim(5), questioned by 
Shneidman and Farberow(12) and reaf- 
firmed by Tuckman and Youngman(16). 
The high-risk category here comprises those 
who are separated, divorced or widowed, ~ 
Our data showed this factor to be in the — 
predicted direction. E 

The place of residence reported to have 
the highest suicide rate is the transitional 
area surrounding the central or downtown ~ 
section of most cities(1). In San Francisco, 
this area comprises a zone which contains 
only about a third of the city’s population” 
yet accounts for half of all suicides r 
ported(8). 

The methods of suicide attempts found 
to be of prognostic value by Tuckmai 
and Youngman for the city of Philadelphia | 
were shooting, hanging and drowning. In’ 
San Francisco the leading modes of suicide 
were found to be oral ingestion of toxic 
substances, shooting and jumping from 
high places(2). 

Whether the person became unconscious 
or incoherent as the result of the sel 
destructive act was found to be in the ~ 
predicted direction, as were history of i 
previous psychiatric hospitalization and | 
history of prior suicide attempt. To avoid ~ 
the pitfall of trying to define “poor physical — 
health,” we have used the subjective pe 
ception of the patient as the indicator for 


A. IN THE PREDICTED DIRECTION 


B. NOT IN THE PREDICTED DIRECTION 


1. Sex 1. Employment status 

2. Race 2. Living arrangements i 
3. Age A 3. Transiency (six months or less at prese 
4. Marital status address) 

5. Place of residence 4. Suicide note 

6. Method of suicide attempt 5. Homosexuality 

7. State of consciousness 6. Illegitimate pregnancy 

8. Previous psychiatric hospitalization 7. History of broken home 

9. Previous suicide attempt 8. Foreign born 


10. Poor physical health 
11. Alcoholism 
12. Drug addiction 
13. Delinquency 
14. Recent loss 
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this item. Our data showed this factor to 
be in the predicted direction. ‘ 
__ Alcoholism, drug addiction, delinquency 
_ and recent loss were all found to be in the 
predicted direction. i 

In the entire series, there were ten suicide 
notes, five subjects with a history of homo- 
sexuality and 15 with a history of having 
had an illegitimate pregnancy. In regard 
to employment status, whether or not the 
unemployed person was seeking employ- 
ment might have been a pertinent question. 
-Owr results agree with those of Tuckman 
and Youngman with regard to age, sex, 
race, marital status, poor physical health, 
state of consciousness and previous suicide 
attempt. Ours differed in regard to em- 
loyment status, living arrangements and 
uicide note, which were not in the pre- 
dicted direction, in contrast to their 
ndings. 
Using the results of our data, a 14-item 
instrument has been developed, as shown 
Figure 1. 
Figure 2 illustrates the cumulative fre- 
quency distributions of GGCI scores for 
“S” and “N” groups. Inspection of these 
ogives reveals a consistent difference be- 


1. Is this person male? . 
2. Is this person Caucasian? . 
3. 
4. 
5. 


> 


Did this person currently attempt suicid 
from a high place ? 


of the self-destructive act? ...... 
8. Did this person have a previous psychiatric 
9. Did this person make a previous suicide a 


tween the score distributions, the “g” 
group obtaining high score values at 
each instance. The discrepancy is greatest 
at score 3 or less at which point 31.8 
percent (43:136) of the nonsuicidal and 
only 3.5 percent (2:57) of the suicidal 
group are contained. If a score of three or 
less is used as a cut-off point for further 
clinical attention, 45 cases will be rejected, 
90 percent of which would not show any 
further suicidal activity. 

The two distributions appear remark- 
ably parallel in form, with no overlapping 
at any point on the scale. Since there is 
an apparent uniformity between the two 
sample distributions, the Kolmogorov- 
Smirnov two-sample test(13) was per- 
formed to determine whether the two sam- 
ples were drawn from the same population 
of score values. Results indicated that the 
two sample cumulative distributions were 
so far apart (p<.01) that it was more 
tenable to consider that the samples came 
from different populations. As such it was 
concluded that people demonstrating fu- 
ture suicidal behavior score higher on the 
scale than do subjects who do not evidence 
later suicidal activity. 


FIGURE 1 
“INSTRUMENT FOR THE EVALUATION OF SUICIDAL POTENTIAL 
Golden Gate Medical Clinic for Psychotherapy 
1902 Webster Street 
San Francisco, California 
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f FIGURE 2 
Ogives of GGCI Scores for Suicidal and Nonsuicidal Follow-up Groups 
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DISCUSSION 


Previous efforts to classify attempted 
suicides into significant clinical groups 
haye been made largely by attempting to 


` determine the seriousness of the patient’s 


intent to commit suicide(3, 7). -The cri- 
teria for determining seriousness of in- 
tent have been on the basis of psychiatric 


Valuation of the patient after the attempt 
Mind/or on the basis of his medical or 


surgical condition resulting from the self- 
destructive act(11). Both of these criteria 
are subject to complicating factors. Post 
hoc interviews with patients are sometimes 
of limited value in gaining an understand- 
ing of motivating factors and their intensity. 
This may be due to repression by the 


10 


patient or conscious efforts on his part to- 
conceal information or mislead the inter: 
viewer in an effort to get an early dis 
charge from the hospital. The medical or 
surgical condition of the patient following 
a suicide attempt is sometimes a function 
of the pharmacologic or anatomic naivete — 
of the patient, rather than his intent to die. 

Our patient group was initially divided — 
into four grades on the basis of intent, 
determined as follows : 
Grade 1: Those whose suicidal acts wer 
judged to be manipulative gestures, with 
little or no intent to die. : 
Grade 2: Those who quickly called for help 
or took nonlethal amounts of a famili 
drug. 


oy 
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rade 3: Those who took potentially fatal 
teps but in a setting wherein one could 
anticipate their soon being found. 

Grade 4: Those who would have died but 
or a quirk of fate or heroic medical 
efforts. 

These judgments were made on the 
sis of information obtained after the pa- 
ient had been hospitalized following a sui- 
cide attempt. Table 2 provides relevant data 
with regard to the predictive value of a 
classification based on an evaluation of in- 
nt to die. Of the 32 patients judged to 
the least intent, placed in Grade 1, 
_ 10, or 31 percent, were known subsequently 
= to have attempted or committed suicide. 
“In Grade 2, 27 percent subsequently man- 
fested suicidal behavior; in Grade 3, 29 
percent ; and in Grade 4, 32 percent. These 
figures suggest little prognostic value for a 
classification based on intent. 

Table 3 shows the distribution of persons 
demonstrating subsequent suicidal behavior 
among three classes determined by instru- 
ment scores. The 45 people who had scores 
of three or less, referred to as the low-risk 
oup, had a ratio of 1 to 21 of suicidal to 
onsuicidal persons. Those scoring from 4 
to 6, referred to as the moderate-risk group 
‘N=109), had a ratio of 1 to 2 of suicidal 
to nonsuicidal persons, Those having scores 
of seven or more (N=39), called the “sui- 
ide-prone” group, had a ratio of 1 to 1. 
The number of patients admitted to 


San Francisco General Hospital following 
suicide attempts has increased about five- 
fold since 1957 and now averages about 
1,000 per year(10). Generally those who 
have attempted suicide are brought to the 
hospital, often against their will, and briefly 
observed on psychiatric admitting wards. 
If not psychotic or acutely suicidal, they are 
discharged back into the community, most 
without further treatment or follow-up. Our 
study indicated that about 30 percent will 
subsequently attempt or commit suicide 
within eight years of discharge, contributing 
to the more than 200 reported suicides in 
San Francisco each year, If this same ratio 
applies throughout the country, it can be 
estimated that over 100,000 people each 
year are hospitalized for attempted suicide, 
of whom 30,000 will again attempt or com- 
mit suicide within eight years. 

Clearly, a problem of this magnitude 
demands more attention than it has thus far 
received. To date clinical judgment alone 
has been insufficient in estimating suicidal 
potential. Since most people attempting sui- 
cide quickly reestablish their old defenses 
of denial and repression upon being hospi- 
talized, they are not usually motivated for 
psychiatric treatment as it is now offered, 
What is needed are first, improvement in 
recognizing high-risk potentially suicidal 
persons and second, improved techniques 
for treatment and follow-up, especially fo- 
cused on those unmotivated suicide-prone 


TABLE 2 
“N” GROUP “s” GROUP 
TOTAL NO. No. % NO. % ugny“N” 
Grade | 32 2 69 10 31 1:2.20 
Grade Il 73 53 2B 20 27 1:2.65 
Grade Il 51 36 7 15 29 1:2.40 
Grade WV 37 25 68 12 32 1:2.08 
u X 1:2,38 
’ Total 193 136 57 2 
¥ 
k TABLE 3 
j “N GROUP FM 
SCORE RANGE TOTAL NO. No. % E NEIN agojn" 
= Low risk (0-3) 45 43 96 2 4 1:21.5 
Moderate risk (4-6) 109 73a iGy 36 33 1:2.03 
Suicide prone (7+) 39 20 51 19 49 1:1.05 
Total 193 136 
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individuals who cannot pay psychiatric 
treatment in its present form, 

The factors related to suicide are multiple 
and complex ; they involve an intense inter- 
play of social, cultural, economic, physio- 
logic and intrapsychic phenomena which 
have thus far defied therapeutic intervention. 
The crude scale we have presented here 
offers only the beginning of an approach 
to this problem but may contribute towards 
the development of clinical programs in 
preventive psychiatry which, together with 
progress in related social areas, can reduce 
the death toll from suicide. 
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It is generally accepted that, once a 
schizophrenic patient has remained continu- 
usly hospitalized for two years, there is 
ittle likelihood of his leaving the hospital 
_ alive. Belknap’s observation of the release 
process in a Texas state hospital even sug- 
ed that, if patients left at all, they 
ally did so within a year(4). Brown 
“reviewed 16 studies of release rates for 
` cohorts of schizophrenics admitted between 
1900 and 1951(7). In spite of differences in 
absolute levels of retention and release, 
_ these studies showed a release curve which 
ccelerated rapidly during the first year, 
- began to break at about the one-year 
_ point, and was then practically flat between 
the second and fifth postadmission years. 
Clinical experience and biometric data thus 
complement each other in support of a dis- 
couraging view of release prospects in 
chronic schizophrenia. 
Brown’s survey included studies of the 
= Warren State Hospital(17), Delaware State 
-Hospital(12) and New York’s state hospi- 
tal system(13, 19). From these studies is 
_ derived the familiar six to seven percent 
_ release expectancy for first-admission schiz- 
ophrenics after two years’ continuous hos- 
pitalization.’ A search of more recent liter- 


; 
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` Read at the 121st annual meeting of the Ameri- 
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1 This percentage should not be interpreted as 
a release expectancy for patients already identi- 
fied as chronic, Six to seven percent of an admis- 
sion cohort yields a considerably higher release 
rate if expressed relative only to the group re- 
maining after two years. For example, if a hos- 
pital, after releasing about two-thirds of an admis- 
sion cohort within two years, then releases another 
seven percent of that original cohort after two 
years, this would yield a 20 percent release rate 
for those remaining after two years. This computa- 
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ature revealed no evidence based on large 
sample data showing that current mental 
hospital practices have significantly altered 
this pessimistic expectancy. 

It is true that the literature contains no 
shortage of optimistic reports of behavioral 
improvement of chronic patients following 
an experimental or demonstration project. 
Baker and Thorpe(2), Freeman, Cameron 
and McGhie(11), Pace(20) and Ytrehus 
(26) are representative of such studies. 
Other studies emphasized release rates, 
whether or not behavioral improvement was 
reported; Basham(3), Bloom(5), Brooks 
(6), Parrish(21), Phillips and May(22) 
and Stringham (24) are examples. However, 
the absence of control groups in such studies 
recalls the mutually reinforcing findings of 
Baker and Thorpe, Ekman(8) and Lasky 
(18) on the therapeutic effects of research 
activity. 

Baker and Thorpe almost completely elim- 
inated seclusion for disturbed behavior 
by “the simple process of recording the 
need for seclusion. . . ”(2). Lasky and his 
co-workers 


were agreeably surprised to find that not only 
did older chronic schizophrenics respond with 
improvement while on placebo but their im- 
provement was as great as that of other 
comparable patients who were given tranquil- 
izers and energizers. Our simplest and most 
likely explanation for this was that these 
patients responded positively to the increased 
attention and interest which staff personnel 
showed in them as a result of their being 
research subjects (18). 


Ekman reported a sharp drop in court 
martials following plans to do research with 
first offenders coming to trial; apparently — 
with tongue in cheek, he concluded that, 
“Undesirable behavior of a social nature can 
be eliminated through the adoption of an 
elaborated program of research”(8). 


tional distinction is of considerable importance 
to proper interpretation of the present findings and 
the references to which they are compared. 
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Three recent research projects provide 
further evidence of the bleak prospects for 
release of patients hospitalized long enough 
to be identified as chronic. Galioni reported 
a 15.2 percent “cumulative net separation” 
rate at the end of seven and one-half years 
for 223 chronic patients who served as 
controls during the first year and a half of 
a follow-up study( 14). Ellsworth identified 
as one segment of his sample (his Group 
II) patients very similar to those in the 
present study(9). His data contain two 
figures important here; a) a three percent 
release rate for 234 Group III patients dur- 
ing a three-year period, and b) a ten percent 
release rate for 89 Group III controls 
during a later two-year research period. 
Sanders, although using a sample already 
screened as having high rehabilitation po- 
tential, nevertheless found that only five 
of 20 “untreated” controls were released 
over the period of a year(23). 

Excluding special experimental projects, 
the most optimistic report in the literature 
is from the VA Hospital, Salt Lake City 
(10); 54 percent (computed by present 
author) of a group of 72 “hard-core” schiz- 
ophrenics were released during a period 
of about five and one-half years, and 49 
percent were out of the hospital at the 
time of writing? The present study was in 
part stimulated by provocative first impres- 
sions of the then developing Salt Lake City 
experience. f 

If there is general agreement about two 
years of continuous hospitalization as de- 
fining chronicity and low discharge proba- 
bility, there is equally strong affirmation of 
the extent to which chronic schizophrenia 
still constitutes the most urgent facet of 
contemporary mental health problems. A 
survey of the VA, for example, showed that 
over three-fourths of the schizophrenics in 
VA neuropsychiatric hospitals had been on 
the rolls continuously for two years or more 
and almost two-thirds for five years or 
more(25). ; 

The impact of such vast residues of 
chronic patients is especially relevant for 
contemporary emphases on early treat- 


_ 2 Results o ith the 

2 Results of the present study overlap wi r 
Salt Lake City findings to the n that 22 
subjects were common to the tudies. 


ment. One chronic patient hospitalized fo 
20 years occupies a bed otherwise avail 
able to many short-stay patients. Since — 
admission rates to public mental hospitals 
are largely a function of bed availability 
(1), the possibility of increased mental hos- 
pital services to more people depends very 
directly on reducing the backlog of chroni- 

cally hospitalized patients. ; 


METHOD 


In evaluating interhospital differences in 
treatment of chronic patients, it would Y: 
inappropriate to study outcomes of resident — 
samples who had become chronic in the _ 
hospitals under study. If hospitals differed — 
in effectiveness, the more effective ones 
would be disadvantaged in comparisons 
based on patient release. They would have 
retained and be starting with only the 
more refractory patients, whereas less effec- 
tive hospitals would still have a greater 
proportion of the prognostically more hope- 
ful. We therefore sought to study patients 
transferred to participating hospitals after 
having become chronic elsewhere. À 

The hypotheses to be tested may be 
stated in the form of the following pre- 
dictions: 1) VA neuropsychiatric hospital 
release rates for chronic schizophrenics 
will be significantly greater than rates pre- 
viously reported; 2) VA neuropsychiatric 
hospitals will vary significantly among 
themselves in the rates at which they re- 
lease chronic schizophrenics ; and 3) trans- 
fers received from state hospitals will be 
released at a significantly higher rate than 
transfers from NRE VA hospitals. The sec- 
ond prediction, that VA hospitals, discrim- 
inated on the basis of naturally occur- 
ring size and staffing differences, would 
differ among themselves, is the same hypo- 
thesis being tested in other phases of the — 
VA Psychiatric Evaluation Project (PEP) — 
studies. HA 

In formulating the first and third predi 
tions, it was reasoned from related findings 
(16) that hospitals of smaller size and with — 
more staff would achieve a higher release — 
rate than would larger, less well-staffed 
hospitals. Notwithstanding important 
ferences among VA neuropsychiatric h 
pitals, they are typically smaller 


be nd 


A A T E a ee T 


894 


COMMUNITY STAY IN CHRONIC SCHIZOPHRENIA 


[ February 7 


staffed than state hospitals. Therefore, pa- 
tients transferred from state hospitals were 
expected to show a better response than 
would intra-VA transfers, because most 
would be exposed to intensified treatment 
effort. 

Procedure. By working backward through 
admission records for the period January 
1, 1952 through December 31, 1955, sub- 
jects were identified who met the following 
criteria: male, under 56 years of age ; con- 
tinuously hospitalized at least two years 
prior to transfer; without a lobotomy, 
serious physical disability or established 
diagnosis of mental deficiency ; not a trans- 
fer back into the participating hospital ; and 
not transferred to still another hospital 
within six months of the original qualifying 
transfer. Information characterizing the pa- 
tient at transfer and for eight years there- 
after was abstracted from VA claims folders 
and from hospital records. In addition to 
providing sample-descriptive data, back- 
ground items were selected which are 
sometimes thought to have a bearing on 
release of chronic patients, e.g., financial 
and family resources. These were correlated 
with release in an attempt to identify in- 
formation useful in predicting release. 

Criteria. Treatment outcome was defined 
in terms of patient movement into or out 
of psychiatric or penal facilities during an 
eight-year period and was expressed in 
two measures: time to first significant re- 
lease (FSR) and whereabouts on the anni- 
versary date of transfer. FSR was estab- 
lished the first time the patient physically 
left the hospital and spent 90 consecutive 
nights without being in any neuropsychiat- 
ric ward or penal institution. 

Annual whereabouts were recorded in 
terms of institutional status on the eight 
anniversary dates subsequent to transfer. 
Patients in psychiatric or penal facilities 
were regarded as treatment failures. A pa- 
tient was recorded as a treatment suc- 
cess if he was in a foster home or nursing 
home, member-employee status(15), a 
domiciliary or elsewhere in the general 
community (with relatives, by himself, 
etc.). In determining whereabouts in the 
case of readmission after an FSR, brief re- 
turns to the hospital (less than 16 consecu- 


tive days) and brief periods in the com- 
munity (less than 31 consecutive days) 
were disregarded. 
Subjects. It had been intended that 30 
transfers from state hospitals and 30 trans- 
fers from VA hospitals would be followed 
at each of 11 participating stations. How- 
ever, the number of transfers was not 


TABLE 1 
Characteristics of Sample of Schizophrenic Patients 
(N = 442) 
N PERCENT 
Marital status : 
Never married 340 76.9 
Married 38 i 
Divorced 49 11.1 
Separated 12 
Widowed 2 
Unknown 1 2 
a2 1000 
Diagnostic subtype : 
Simple 15 . 
Hebephrenic 98 22.1 
Catatonic 71 16.0 
Paranoid 152 34.4 
Mixed/ undifferentiated 105 23.8 
Schizo-affective 1 . 
42 99.9 
Race ; 
White 367 83.0 
Negro 60 13.6 
Other 15 
442 100 
Service connection : 
Non-service-connected 198 44.8 


10-90% service-connected 14 


100% service-connected 230 25.0 
442 T000 
Transfer source : 
From VA 122 27.6 
From VA, prior state hospital 
stayls) 75 16.9 
From state hospital 175 39.6 
From state hospital, prior VA 
hospital stay(s) 70 15.8 
442 99.9 
Accessibility after transfer : 
Closer to family/prior home 206 46.6 
Further from family/prior home 129 29.2 
No change 78 17.6 
No family/prior home ties 29 6.6 
mz 000 
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TABLE 2 
Description of Patient Sample: Age, Hospitalization and Compensation 
(N = 442) 
i MEAN S.D. RANGE 
Age 36.1 7.2 23-55 
Number hospitalizations prior to transfer 2.0 1.3 1-9 
Months total prior hospitalization 80.7 51.8 _ 24-401 
Months continuous hospitalization prior to transfer 71.8 49.0 24-368 
Months from first NP admission to transfer 101.6 61.8 24-423 
110.1 65.0 0-278 


Dollar amount VA compensation/pension award 


large, and only two of the 11 hospitals were 
able to meet or approximate the desired 
N of 60. These 11 contributed from 15 to 
60 patients each to the total sample of 
442 subjects. Thirty-seven patients who died 
in the hospital or were transferred from it 
without achieving an FSR were dropped 
from certain of the computations which 
follow. 

Characteristics of the patient sample are 
given in Tables 1 and 2. In spite of an 
average age of only 36 years, the group 
had spent an average of almost seven years 
in psychiatric hospitals. The relatively low 
number of admissions, the limited time out 
of hospitals since first admission and the 
average of almost six years’ continuous 
prior hospitalization indicate that these 
were, in fact, chronic patients unlikely to 
be released. 


RESULTS 


Release and community stay. Major re- 
sults of the eight-year follow-up are report- 
ed in Figure 1 and in Table 3. Cumulative 
FSR rate in Figure 1 represents the per- 
centage of patients who by the end of each 
year had established an ESR a eo 
only a small percentage left during eac 
Post-transfer ae by the end of the eighth 
year 57.8 percent had had an FSR. This 
finding may be interpreted as consistent 
with the hypothesis that release rates of 
chronic schizophrenics in contemporary VA 
treatment programs substantially exceed es- 
tablished probabilities. 

The noncumulative percentages of pa- 
tients who left during each of the eight 
years following transfer are represented in 
the bar graph of annual FSR rates across 
the bottom of Figure 1. The first percentage 
is relevant to the FSR-eligible sample of 


405 (442 minus 25 transfers and 12 deaths — 
in hospital), whereas the percentages of © 
release in succeeding years were based on 
the progressively smaller pool of patients 
remaining after the releases of the preceding 
year. The relatively narrow range of annual 
FSR acquisition, between 8.6 percent and 
12.3 percent, serves to emphasize what is 
evident from the slope of the solid-line 
graph, i.e., that there was a steady outflow 
during the whole of the follow-up period. 
Net success rate, the broken-line graph 
in Figure 1, was computed by expressing 
as a percentage of living patients those 
who were not in a neuropsychiatric ward 
or jail. Although readmissions did occur, 


FIGURE 1 
Rates of Annual First Significant Release, Cumulative 
First Significant Release and Net Success at Yearly 
Intervals Following Transfer 


Percent 
60 


57.6 
C =Annwal FSR Rote (N= 405) 
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Sx S 3 40 percent were classed as successes i 
z € eight years after transfer. The description | 
a aN of whereabouts in Table 3 indicates that 
“z RANNO SRARTA $ the bulk of the successes were not in the 
semisheltered kinds of settings whose des- 
PES 3 z ignation as successful outcome is open to 
= "an serious challenge. 
Š Patients who were released spent an — 
fz RBASTPSRIRTAY average of 41.3 months in the hospital prior J 
to an FSR and 41.1 months out of any 
institution, the difference to eight years 
a st yi being made up for by readmission. 
! 3° = 8 Results so far have treated the 442 sub- 
4 z jects as if they had been transferred to a 
H az ROTON sae e9 single hospital and had been handled in a 
A A single treatment program. This, of course, 
y A was not the case; our second hypothesis in 
a a a fact predicted intra-VA differences in treat- 
y ment effectiveness. This hypothesis was 
Fe geqgervsesra eg strongly supported by the finding that the 
range in FSR acquisition at the end of eight 
years was between 38 percent and 90 per- 
cent. A contingency test of the by-hospital 
a" x x values yielded a Chi-square of 47.34 (P 
m z < 001 with 10 df; C = .32). 
i Farms Sega St Since hospitals had contributed unequal 
z ne = N’s to the FSR rates in Figure 1, it is con- 


5 ceivable that exceptional results in one or 
5 two hospitals with large samples could dis- 
ž guise mediocre results in other hospitals, 

or vice versa. Such was not the case, how- ~ 
ever. The eight cumulative FSR values in 
Figure 1 were recomputed so as to weight 
hospitals equally. In no case were any of the 
obtained values as much as a whole percen- 
tage point different from the results in 
Figure 1. 

In examining further the question of re- 
admission (defined by 15 consecutive ~ 
nights in a psychiatric or penal facility ), it 
was found that 50.4 percent of those re- 
leased were reinstitutionalized one Or 
more times prior to the end of the study 
period. Some of these readmissions returned | 
to the community, so that, of those who 
left at all, 72.6 percent were out of any 
neuropsychiatric or penal institution at the 
close of the eight-year follow-up. $ 

Correlates of release. To identify informa- 
tion useful in predicting release, patient 
characteristics at transfer were related to 


Net Success Rates at Annual Checkpoints after Transfer 


TWO YEAR 
% 
13.6 
86.4 


z gover sggmong 


W 
z ian 


92.1 
Percentages of successes and failures based on living patients. 


Member-employee status 


Domiciliary 
Community, all other 


FAILURES : 
Study hospital 


SUCCESSES : 
Nursing home 
Other NP 


Foster home 


Jail/ prison 
DEAD : 
TOTAL N 
Note : 


TABLE 4 
Intercorrelations of Predictor Variables and FSR within Six Years 


48) 


3) 
400, p=.05 and .01 for correlation of .10 and .13, respectively. 


T; 


1; more 


VARIABLE 


1 FSR (yes = 1; no =2) 


413 FSR eligibles; for df 


2 Transfer date Uan. 52 = 1; Dec. 55 


3 Age 
4 Accessibility (less 


12 Monetary award 
14 Race (white = 1 ; other 


13 Transfer source (VA 


H 


patient release within six years.” Resul 
are presented in Table 4 in the form of 
phi and biserial correlation coefficients. In- 
spection of the top row of figures indicates 
that only the length of illness and prior 
hospitalization measures related significantl; 
to release, However, these relationships 
were so small as to have little practical i 
implication for early identification of the 
patients most likely to be released. It is 
noteworthy that characteristics which may 
loom large in the clinical evaluation of an 
individual case seem to have little genera 
significance for such a chronic group, €g. 
having and being closer to relatives, receiv- 
ing VA compensation or pension, etc, 

The third hypothesis, that more transfers 
from state hospitals would be released 
would transfers from other VA hospitals, 
was not supported. While in the predicted — 
direction, the correlation of —.08 between 
release and transfer source did not reach 
the .05 level of significance. Further explora- 
tions holding prior hospitalization constant 
by means of partial correlation only served 
to decrease the relationship, However, the 
test of the hypothesis was ambiguous since — 
large numbers of transfers from state hos- 
pitals had had prior VA experience and vice 
versa, as indicated in Table 1. 

Since the period of subject intake was 
approximately bisected by introduction of 
the so-called tranquilizers, the failure of 
transfer date to relate to release in Table 
4 is of interest, Assuming that transfers late 
in the study period would more likely be 
treated with the new drugs, the lack of 
relationship between release and transfer 
date would argue against ascribing present” 
results to intensified drug treatment. We 
do not maintain that our data contra- 
dict the possibility that tranquilizers con- 
tributed to increased release ; our purpose 
in making the point is to caution the reader 
who would too readily interpret these 
findings as evidence for the efficacy of drugs 
or any other specific treatment technique. 


3 Correlations with release within six years h 
been computed for an interim report of this s 

and, in view of the findings, it unn 
sary to recompute them for release within ei 
years. 
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Because of the magnitude of the problem 
of continuous hospitalization, the impor- 
tance of interrupting it through social res- 
toration cannot be overestimated. Wheth- 
er measured in humanitarian terms, in 
direct financial savings or in increased 
availability of services, the potential im- 
pact of even small reductions in the load 
_ of continuously hospitalized chronics is ob- 
“viously great. By virtue of returning to the 
community a higher proportion of chronic 
chizophrenics than has been reported 
previously, the performance of the study 
hospitals constitutes stronger evidence than 
heretofore available for the feasibility of 
ch reductions in resident populations. 

As indicated by the interhospital range 
in percent of FSR, some hospitals were 
siderably more effective than others.‘ 
in. the instance of two particularly success- 
hospitals, their results with chronic pa- 


chieved by other VA hospitals with newly 
admitted patients. This finding should serve 
to caution against the overly facile inter- 
pretation that change, in the form of phys- 
" ical transfer, was the effective agent in 
ringing about release. If transfer, per se, 
were primarily responsible, we would have 
ad to have found only minimal differences 
_ between hospitals in release rates. Also, the 
uniformity of release over the eight years 
_ and the average of 41 months prior to es- 
_ tablishing an FSR would argue against 
stressing the influence of transfer. 

The fact of marked interhospital differ- 
ences in release rates also suggests that 
_ prevalent attitudes toward the continuously 
i hospitalized, chronic schizophrenic have 


been overly pessimistic. The patients in this 

study were not involved in any special 

programs not available to other patients in 
_ these hospitals. In this sense, their treat- 
_ ment outcomes represent a naturally occur- 
_ ring phenomenon. 


+It is not possible, within the limits of the 
present paper, to explore possible reasons for the 
observed differences between hospitals. These are 
discussed in relation to other parts of the Psy- 
chiatric Evaluation Project studies of hospital ef- 
fectiveness in PEP Intramural Report 64-5, avail- 
able upon request. 


We recognize that our operational defi- 
nition of treatment outcome did not involve 
symptom or behavior change. Our concern 
in this study was with identifying the 
facts of release and community stay, and 
we do not imply that these necessarily re- 
flect changes in degree of illness or in the 
qualitative aspects of hospital/community 
adjustment. In fact, we would maintain 
that such considerations are decidedly sec- 
ondary in light of a return to the commu- 
nity of over half of a cohort of chronic 
schizophrenics. Particularly since not ne- 
gated by an excessive readmission rate, 
these findings offer strong support for a 
renewed optimism about the prospects of 
social recovery in chronic schizophrenia. 

It is axiomatic that treatment outcome 
depends on an interaction between the 
treatment effort and the personal charac- 
teristics which the patient brings to treat- 
ment. As has been done here, it is usually 
the hospital’s role in the interaction which 
receives emphasis in cases of favorable out- 
come. This would be in accord with the 
findings on interhospital differences in ef- 
fectiveness and the lack of relationship be- 
tween outcome and known patient differ- 
ences. However, the findings present a 
two-sided coin. To praise hospitals for doing 
better is automatically to damn them for 
having done poorly in the past—and, in 
some instances, for not doing better today. 

We have no desire to join the fashionable 
outcry which points to the many undeniable 
shortcomings of public mental hospitals 
and prophesies their demise. If anything, 
the results presented here indicate that 
mental hospitals are not as inevitably malev- 
olent as they have at times been pictured. 
What is suggested by these results is that, 
if, on the one hand, we emphasize the hos- 
pital’s interruption of chronicity and social 
deterioration, then we must also acknowl- 
edge the opposite effect, that hospitals can 
induce and nurture the undesirable con- 
comitants of prolonged hospitalization. To 
overlook the iatrogenic aspects of chronicity 
would be to return to an era when demen- 
tia, deterioration, indigenous chronicity and 
irreversible hospitalization were seen as re- 
siding solely in the patient. 


SUMMARY 


Release and community stay data during 
an eight-year period were presented for a 
sample of 442 chronic schizophrenics trans- 
ferred to 11 VA neuropsychiatric hospitals. 
These data reflected a rate of release which 
differed considerably between hospitals and 
which was in excess of established release 
probabilities for similar patients. Implica- 
tions of these findings for current psychi- 
atric thought were presented. 
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_ The decrease in the number of patients 
= hospitalized at any one time in our public 
= mental hospitals has been widely acclaim- 
= ed. Most have credited the tranquilizers 
= with this achievement(7), although not 
everyone agrees fully(10). Certain facts 
are incontrovertible. Total hospital popu- 
lation has decreased in the last decade 
“because average length of stay is shorter. 
_ Readmission rates, on the other hand, have 
greatly increased(5), so that some now 
begin to fear that the drugs have given 
s only a temporary respite. Chronic hos- 
pitalization is perhaps only delayed but 
‘not prevented by the use of drugs(3, 12). 
hy are these drugs not as effective in 
keeping patients out of the hospital as they 
are in reducing the need for lengthy in- 
patient treatment? 

In answering this question one must 
consider that hospitalization is often not 
an emergency in terms of a worsening of 
the patient's illness. Instead, many hos- 
pital admissions are precipitated by the 
patient’s associates, who no longer are 
willing to tolerate his behavior. The 
_ reassurance by the physician that the pa- 
_ tient can stay at home and the prospect 
_ of outpatient drug treatment have per- 
suaded the families of as many as one- 
third of patients already committed to a 
state hospital to take the patient back 
home almost immediately(11). Many of 
the others had no suitable relatives with 
whom to stay. This leaves only a minority 
of committed patients who, because of 
their illness alone, could not stay at home 
and on outpatient chemotherapy. 

In other words, in many cases the hos- 
pital is not needed for medical reasons 
or because of special medical facilities 
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Read at the 12Ist annual meeting of the 
American Psychiatrie Association, New York, N. Y., 
May 3-7, 1965. 

The authors are with the Department of Psy- 
chiatry, Ohio State University College of Medicine, 
Columbus. 
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and treatment methods obtainable only 
there ; it is used as a refuge for the patient 
whose associates have become intolerant 
of him. The medical treatment he gets in 
the hospital differs in no significant way 
from what he would get at home and from 
what many others, who are just as sick 
and disturbed as the hospitalized patient, 
do get at home. ] 

The drugs a patient takes at home may 
go a long way in reducing the manifesta- 
tions of his illness, but they may not make 
the patient more acceptable to his asso- 
ciates. Modern dynamic psychiatry has 
learned that mental patients are rejected 
not only because they are mentally ill 
and show unacceptable behavior. Many 
of them already have experienced exces- 
sive rejection, hostility and physical and 
emotional deprivation from their families 
long before they became mentally ill. This 
unfortunate constellation can lead to hos- 
pital admission despite a good drug effect 
in the patient. Treatment here would have 
to aim at the patient’s associates as much 
as at the patient himself. Social work, 
family therapy, community and social psy- 
chiatry are being developed in response to 
this need. 


THE PATIENT'S UNCOOPERATIVENESS 


No doubt the patient’s own actions often 
contribute to the failure of outpatient 
chemotherapy. Patients frequently do not 
take their medication as prescribed. They 
may lack judgment and insight into being 
ill and needing medication, or they may 
lack motivation for treatment. Some do not 
take the drugs because they are bothered 
by the side effects or because they resent 
the drugs as a constant reminder of their 
emotional frailty. These reasons are spec- 
ulative and do not lend themselves to 
objective verification, but the fact that 
patients do not take their medications as 
prescribed should be easier to demon- 
strate. 
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There have been many reports that pa- 
tients do not cooperate in their treatment 
programs. Curtis(2) found that of 126 
patients on home care, 16 were taking at 
least one medication inaccurately. Of the 
90 medications ordered for these patients, 
27 were taken inaccurately and seven were 
omitted completely. Gelber’s study(6) on 
released mental patients found that 40 per- 
cent did not adhere to the prescribed drug 
regimen. Tybring and Kusuda(14) found 
that 58 of 127 patients released from the 
Mendota State Hospital in Wisconsin dis- 
continued their medication and 34 of them 
did so without the knowledge or consent 
of the physician, Even the hospitalized 
patient does not always take his medica- 
tion. Forrest and others(4) have found 
that five to 15 percent of patients in well- 
staffed hospitals successfully “cheek” their 
drugs. Lynn(9) reported an equally 
astounding lack of cooperation in the 133 
patients referred to him. Only 43 percent 
had taken their medication as directed 
(“as directed” he defines as within plus 
or minus 25 percent of the dose pre- 
scribed). 


THE INADEQUACIES OF THE 
PRESCRIBED REGIMEN 


A third factor limiting the effectiveness 
of outpatient psychotherotherapy may lie 
with the prescribing physician. Psycho- 
pharmacology is very new ; only a decade 
has passed since its inception. Most phy- 
sicians did not learn about these drugs 
in medical school, and it stands to reason 
that many would have acquired only a 
haphazard familiarity with them. 

The difficulties lie perhaps less in learn- 
ing the pharmacological aspects of these 
drugs than in recognizing their indications. 
Psychiatry until very recently has been a 
neglected area in medical education. Many 
practicing physicians are quite ill-prepared 
to perform a mental status examination, 
to recognize psychopathology, to elicit a 
psychiatric history and find the pertinent 
information and to make a psychiatric 
differential diagnosis. One might suspect, 
therefore, that nonpsychiatric physicians 
are less effective in choosing the appropri- 
ate drug and dosage level than is the 


mental hospital staff. If this could be — 
proven, and Lynn(9) already has laid ` 


claim to such proof, it would be another 


reason why outpatient drug treatment of — 


psychiatric patients is less effective than 
inpatient chemotherapy. 

Cahal(1) said that three-quarters of the 
public call their family doctor first when 
they need help. It is interesting to note 
that in Peterson’s study(13) of North 
Carolina general practitioners, 54 percent 
recognized emotional problems but only 
treated the physical aspects, while only 
17 percent both recognized emotional pro- 
blems and treated them adequately. The 
remaining 29 percent did not recognize 
emotional problems generally, nor did they 
attempt to treat them. According to these 
findings, the chances are then less than one 
in five that a patient would encounter 


a physician with the capacity both to — 
recognize and treat emotional problems, — 
assuming these figures are applicable on a 


nationwide scale. 


Kurland’s(8) data suggest that this may | 


be the case. He found that 43 percent of 
the patients admitted to a state hospital 
had received no medical treatment of any 


kind for their mental illness during the 


year prior to admission. He also found that 
30 percent of these patients had received 
a phenothiazine but only one patient out of 
30 had adequate dosage of these drugs as- 


judged by the hospital’ standards of 400- — 
800 mg. of promazine daily. The more re- — 


cent report by Lynn(9) confirms in an 


entirely different setting that the psycho- — 
pharmacological management prior to the — 


patient's referral to a psychiatrist apparent- 
ly left much to be desired. 
Obviously neither of these factors is 


independent of the others. Patients may 


fail to take their drugs not only because 


the physician chose a drug that does not — 
help them but also because the patient did — 
not want to remain at home in a hostile — 
environment. The patient’s relatives may 2 
also want to provoke a hospital admission — 
and therefore fail to bring the patient to — 
a physician in time. They may even give — 
the physician misleading information and 2 
discourage the patient from taking the — 
prescribed medication. Thus, even a well- 
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chosen drug may fail if a patient is in an 
adverse, stressful situation. 

Last but not least, the best chosen drug 
in a most supportive environment may 
fail because the patient’s illness gets worse 
for entirely endogenous biological reasons 
that have nothing to do with interpersonal 
conflicts. Possibly by the time such a pa- 


again. Because of these complexities we 
~ shall have to separate carefully findings 
_ from interpretations and take the latter 
with the proverbial grain of salt. 


| METHOD AND MATERIAL 


With all these considerations in mind, 
_ we designed a demographic study in which 
we are trying to identify factors contribut- 
ing to the failure of pre-hospitalization 
chemotherapy in preventing hospital ad- 
mission, A random sample of 100 females, 
voluntarily admitted to a clinical psychiat- 
ric service at a university hospital, were 
questioned in a standardized one-hour in- 
terview to assess all drugs taken during 
the three months preceding admission. The 
patient's claims about her drug intake were 
relayed to the prescribing physician or 
_ physicians to be compared with their rec- 
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_ords. The patient’s relatives were also 
A paced about the drugs the patient had 
_ been taking, and we requested that they 
bring in all medications the patient kept 
at home. This allowed further checks on 
the accuracy of the reports from the vari- 
ous sources. In this way, we collected 
information for the three months prior to 
hospitalization in regard to the number of 
physicians consulted, the number of visits 
i to the doctor, the number and dosage of 
_ drugs prescribed and self-prescribed items, 
Finally, we reviewed the hospital charts 
of our psychiatric cases, and if the patient 
had received a prescription for a tran- 
quilizer or mood elevator prior to hospital- 
ization, a comparison was made with the 
medication she had received on an inpatient 
basis in order to arrive at a judgment as 
to whether or not the pre-hospitalization 
medication was in line with the inhospital 
drug treatment. No correlations were made 
between diagnosis and outpatient chemo- 


therapy, as it was thought that diagnoses — 
are too. unreliable and may not reflect the 
best pharmacological agents to use in a 
given case. 
Findings from all these sources were — 
grouped together into the following cate- ~ 
gories : 3 
1. Same drug, same dose. The patient 
received the pre-hospitalization medication ~ 
at the same dosage level as her physician 
had prescribed. 
2. Same drug, increased dose. The pa- — 
tient received the pre-hospitalization drug ` 
but the dose was increased by at least 
twice the pre-hospitalization amount. A 
3. Drug discontinued. The pre-hospital- ` 
ization drug was stopped upon the patient's — 
admission to the hospital. This category ~ 
was further subdivided into five classes 
which were as follows : 
a. No drug was restarted. No drugs ~ 
were given these patients while they © 
were hospitalized. s 
b. Same type continued. After hospital- ` 
ization the patients medication was 
changed either from one antidepressant 
to another, or one phenothiazine was sub- — 
stituted for a different phenothiazine on 
an equivalent level, or else one minor ~ 
tranquilizer was substituted for another, 1 
c. Different types started. In this class © 
the patient’s medication was switched — 
from one medication group to another. — 
The groups were antidepressants (in- — 
cluding the iminodibenzyls and the © 
amineoxidase-inhibitors), major tranquil- 
izers (the phenothiazines) and the minor ~ 
tranquilizers, as customarily recognized. 
d. ECT group. The patient’s medication — 
was discontinued because electroshock 
treatments were started. i 
e. Drug eliminated. Within this class 
fell the patients who were on several 
tranquilizers or mood elevators; only 
one type of drug was given in the hos- — 
pital and the other drug or drugs were 
discontinued. These patients were then 
also counted in one of the other groups | 
as 2, 3b, 3c or wherever they fitted. 
4. Mental disease not treated. In this” 
category were the patients who were seen 
by a doctor before they were hospitalized, 
yet no tranquilizers or mood elevators had 
been prescribed for them, 
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consulted a doctor prior to admission. 

Excluded from our study were patients 
who had been hospitalized during the 
three months prior to their admission to 
our hospital, We also eliminated those pa- 
tients from the study whose physicians 
would not furnish the necessary informa- 
tion about pre-hospitalization drug treat- 
ment. After the first 100 questionnaires had 
been returned, the study was discontinued. 
Approximately 200 patients were inter- 
viewed before 100 questionnaires had been 
received and completed, 


FINDINGS 


When hospital treatment was compared 
with pre-hospitalization medication, we ob- 
tained the data listed in Table 1. As has 
been mentioned, the categories are not al- 
ways mutually exclusive and therefore the 
same patient may be counted more than 
once, The exceptions are Categories 4 and 
5; any patient listed in one of these could 
not also appear in any other category. 

An analysis of the findings reported in 
Table 1 shows that full agreement was 
very rare, Category 1 amounting to only 
three percent. More often, i.e., in almost one 
in six patients, the local and the hospital 
physician agreed, but the latter thought 
higher doses were indicated, Category 2. 
Category 3b also indicates basic agreement 
between hospital and outpatient treatments, 
since both chose the same type of drugs. 
If one groups Categories 1, 2 and 3b to- 
gether, then this group comprises the cases 
in which there is substantial agreement be- 


TABLE 1 
Pre-Hospital Drug Treatment Compared with Inpatient Drug Treatment 


5. No doctor. These patients had not 


tween nonpsychiatrists and psychiatrists . 
to indications for drug use. For brevity’s 
sake, we might call this Group A (A for 
agreement). 

Since nonpsychiatrists had no opportun- _ 
ity to use ECT, one might as well include — 
Category 3d with Group A, which then 
amounts to roughly four out of ten cases, 
especially if one further includes Category 
3a in which no drugs were restarted; ie, — 
the patient was treated with milieu and 
psychotherapy alone. The latter seems jus: 
tifiable on the basis that these patient: 
received intensive psychotherapy in the 
hospital; the local physician has neither — 
the training nor the time to administer this 
and the patient might not even accept it — 
from him if he offered it. ` 4 

In summary, in Group A are included — 
all the categories in which there is either — 
substantial agreement or at least no basic 
disagreement between the choice of treat- 
ment by hospital and outpatient physician, — 
So circumscribed, the group comprises just 
about one-half of all our cases. One is not 
justified, however, in concluding that all 
the cases in Group A represented non- 
preventable admissions, for it is impossible — 
to say from our data how many of them 

could have stayed at home if their phy- 
sician had increased the dose or switched 
to another similar drug when the first one 
failed, 

In contrast, the 24 patients in Category 
3c show that in about one-quarter of the 
cases there is a basic disagreement be- 
tween the choice of drug made by the 


' NUMBER OF 

CATEGORY PRESCRIPTIONS 
1, Same drug—same dose 3 
2. Same drug—increased 18 
3. Drug discontinued 93 
a. No drugs restarted 15 
b. Same type continued 21 
c. Different type started 24 
d. For E.C.T. 11 
e. Drug eliminated (but other drugs continued) 22 


Mental disease not treated by the doctor 
No doctor 
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have made no attempt to prove which side 
was correct. Conceivably, they both could 
have been, because the patient's illness 
may have changed in the course of time. 

Even in Category 4 (mental disease 
not treated by the doctor), we do not 
intend to point an accusing finger. These 
cases may have deteriorated precipitously 
and taken on an emergency character which 
precluded an adequate trial of pre-hospital- 
ization drug treatment. About one-fourth 
of the patients admitted to our hospital 
had no outpatient drug treatment prior to 
their hospitalization although they had 
been under medical care. 

The final category, Category 5, shows 
that as many as ten percent of the patients 
yoluntarily preferred hospital admission 
over any attempted outpatient treatment. 

Table 2 lists the discrepancy between 
the patient’s medication count and the 
doctor’s record. Congruence was complete 
in only 60 percent of the cases. The range 
of discrepancies varied from minus eight 
(the patient was not taking eight pre- 
scribed drugs) to a plus four (the patient 
was taking four prescription drugs, yet 
the doctor had no record of this). 

In Table 3 this discrepancy is further 
broken down into the drug categories in 
which it occurred, Tranquilizers comprise 
the largest category. Almost one in five 
patients admits to not taking a prescribed 
tranquilizer, One might surmise that in 
reality the figure is higher, since the pa- 


TABLE 2 
Discrepancies Between Patient's Medication 
Count and Physician's Record 


NUMBER OF 
DRUGS TAKEN PATIENTS 

Minus 8 1 

7 0 

6 0 

5 1 

4 1 

3 2 

2 4 

1 18 

0 60 
Plus 1 3 

2 1 

3 2 

4 1 


TABLE 3 
Drug Categories in which Doctor-Patient 
Differences Occurred 


PATIENTS NOT TAKING PATIENTS TAKING 
DRUG PRESCRIBED DRUGS NOT RECORDED 
USE BY DOCTOR BY THE DOCTOR 

Tranquilizers 19 3 
Sedation 3 1 
Sleep 1 1 
Stomach 2 1 
Infection 6 1 
Headache 1 0 
Hormone 2 1 
Vitamins 3 2 
Mood elevators 2 1 
Pain 1 0 
Skin 1 0 
Weight reduction 1 0 
Specifics 7 5 
Totals : 49 16 


tients were probably more inclined to 
picture themselves as cooperative than as 
the opposite. The number of drugs taken 
without a prescription is not very high in 
comparison. 

On the basis of these data, the doctor 
should always bear in mind the possibility 
that his patient may not take what he has 
prescribed, and also that the patient may 
be taking drugs he has not prescribed. 
Deviations from the prescribed dosage, 
both upwards and downwards, were so 
frequent as to probably involve the major- 
ity of the patients at one time or another, 
but reliable data proved too difficult to 
accumulate. Therefore we gave up oD 
recording the actual fluctuations in drug 
intake in detail and limited our inquiries 
to the two extremes in which patients 
omitted the prescribed drug completely 
or added a new prescription drug unbe- 
knownst to the doctor. Ý 

“Over-the-counter” drugs, for which no 
prescription is needed, were used liberally 
by our patients. They took an average 
of 1.4 such items each. Ordinarily their 
physicians would not know about this; 
in part, no doubt, because they did not 
ask, and in part because even when ques- 
tioned the patient would usually forget 
to mention over-the-counter drugs. Most 
of them we detected only when we ex- 
amined the drug supplies brought in for 
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our inspection by relatives. The patients, 
when confronted with their failure to re- 
port such a drug, would usually express 
themselves to the effect that they did not 
consider these items as drugs, since they 
could be bought anywhere and without a 
doctor’s prescription. 

Almost one-half of our patients had con- 
sulted more than one physician during the 
three months pre-admission time covered 
by our inquiry. The average number of 
visits was about three per patient during 
this time span. The median number of pre- 
scriptions that each patient received from 
his doctors was about two. Outpatients’ 
diagnoses covered the entire range of psy- 
chiatric disorders, as can be seen in Table 
4, Roughly one-half were psychotic, with 
schizophrenia occupying the greatest share. 


DISCUSSION 

It is easy to conclude, as we have done, 
that outpatient chemotherapy had not been 
given a full trial with our patients. It is 
much harder to judge whether a full trial 
on chemotherapy would have really pre- 


TABLE 4 7 
Diagnoses of Psychiatric Patients 


DIAGNOSIS NUMBER 


Acute brain syndrome 
Chronic brain syndrome 
Involutional psychosis 
Manic depressive reactions 
Psychotic depressive 
Hebephrenic schizophrenia 
Paranoid schizophrenia : 
Chronic undifferentiated schizophrenia 
Acute undifferentiated schizophrenia 
Schizo-affective schizophrenia 
Paranoid state 

Anxiety reaction 

Dissociative reaction 

Conversion reaction 

Depressive reaction 

Schizoid personality 

Emotionally unstable personality 
Passive aggressive personality 
Sociopathic personality disturbance 
Dyssocial reaction 

Alcoholism 

Adult situational reaction 
Adjustment reaction of late life 
Transient situational personality di 
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isturbance 


vented many admissions, For the former 
we have the evidence; the latter remains 

conjecture as far as our own study is 

concerned. 

One may even question whether or not 
it should be considered always desirable 
to keep a mental patient out of the hospital 
by means of chemotherapy. The welfare | 
of others, not only of the patient, has to — 
be taken into account. The prevention of 
complications such as are posed by suicidal 
risks is certainly a legitimate reason for 
hospitalization. 

Since we did not examine all the relevant 
and specific aspects of individual cases 
we are not entitled to pass judgment on — 
those who had responsibility for these 
patients. We simply want to show that in 
our patients psychochemotherapy as an 
alternative to hospitalization was frequent- 
ly not even attempted, and such attempts 
as were made often appeared inadequate 
if measured against the standards of effec- 
tive inhospital psychochemotherapy. 

It would be rash, however, to conclude ~ 
that the physician administering outpatient 
treatment was necessarily performing worse 
than the hospital staff. The hospital psy- 
chiatrist often has the benefit of knowing 
the outcome of the therapeutic trials made 
during outpatient treatment. Even diagnos- — 
tically the advantages are all on the side 
of the hospital doctor. He has the patient 
under direct and prolonged observation. F 

4 
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The patient’s illness has reached a more 
severe degree and therefore it is easier 
to recognize. Thus it is quite possible that 
the specialist in the hospital would do no } 
better than a nonpsychiatrist if he had to | 
diagnose and administer treatment under 
outpatient conditions comparable to those a 
under which the family physician must ~ 
work. S 

Finally, because chemotherapy may work 
in a hospitalized patient, we are not en- 3 
titled to assume that it would be equally ~ 
effective to give the same drug and dosage v 
to the same patient while the patient 
stayed at home. In fact, our study shows — 
that outpatient treatment may fail primari- — 
ly on account of the patient's uncoopera- | 
tiveness, Elimination of this handicap 1s f 
not the only advantage hospitalization has — 
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to offer, since hospital admission means, 
also, removal from stress, corrective ex- 
periences, wholesome milieu influences and 
opportunity for beneficial participation in 
recreational and group activities. All this 
is furnished in the hospital in addition to 
drugs, but is much less (if at all) available 
in outpatient treatment. Successful inhos- 
pital management, obviously, cannot be 
credited simply to differences in the drugs 
ri 


` used inside and outside the hospital. 
A Here we may caution against other un- 
reasoned extrapolations from our study. 
Clinical patients on the wards of the psy- 
chiatric division of the university hospital, 
as ours were, may not be representative 
_ of most psychiatric patients in the country. 
Possibly private patients will be more co- 
operative and chronic state hospital pa- 
_tients less so. Possibly age, sex, socio- 
economic level, cultural background, etc., 
may make a difference in the acceptance 
of and response to psychochemotherapy. 


_ treatment plan and hesitated therefore to 
_ teveal it. Perhaps they were just the busiest 
_ physicians, 

The reader will have to make his own 
decision as to which of our findings he 
_ feels are applicable to his own patients 
_ and to the larger psychiatric population. 
_ Yet it seems plausible to conclude from 
ie our findings that physicians need to be 
-= more, aware of the possibility of using 
chemotherapy in lieu of referral to a psy- 
_ chiatric hospital. Furthermore we feel phy- 
_ sicians are not yet reaching an optimal 
level of sophistication in the use of psy- 
chochemotherapy. Finally, we usually do 
not fully face the unpleasant fact that 
many patients will not heed our advice 
and will disregard our prescriptions, 


SUMMARY 


Since the advent of psychotropic drugs 
a decade ago, the number of psychiatric 
patients hospitalized at any one time has 
been decreasing as the average length of 
stay in the hospital has become shorter, 


-but readmission rates have markedly in- 


creased. Why are these drugs not as effec- 
tive in keeping patients out of the hos- 
pital as they are in reducing the need for 
lengthy inpatient treatment? Two of the 
factors that may contribute are examined, 
It is hypothesized that : 1) outpatients fre- 
quently do not take the drugs according to 
instructions and 2) local nonpsychiatric 
physicians are less effective in choosing the 
appropriate drugs and dosage levels than 
the mental hospital staff. 

A random sample of 100 females, vol- 
untarily admitted to a clinical psychiatric 
service at a university hospital, were ques- 
tioned in a standardized, one-hour inter- 
view to assess all drugs taken by the 
patient during the three months preceding 
admission. The patient’s claims were re- 
layed to the referring physician to be 
compared with his records. Further cor- 
roboration came from interviews with the 
patient's family or friends, who were also 
asked to bring in any drugs the patient 
kept around the home. This allowed in 
many instances a check on whether the 
patient had used the prescribed amount of 
drug. 

In half the cases the opportunity to 
avert the need for hospitalization with 
the proper use. of drugs was lost or severely 
curtailed by the patients’ own actions: 
ten percent did not consult any physician 
prior to admission and another 40 percent 
did not take the drugs as prescribed for 
them by the physicians they had consulted. 
In 64 percent of the cases the physician 
also failed to take full advantage of out- 
patient drug treatment before initiating 
hospitalization: in 24 percent no psycho- 
tropic drugs were prescribed at all, in 


another 24 percent medication prescribed ` 


seemed inappropriate to the hospital psy- 
chiatrists for the condition found on ad- 
mission and in 16 percent appropriate 
medication, but in insufficient dosages, had 
been prescribed. In only 26 percent of the 
cases did the drug treatment prescribed 
prior to admission seem to have been such 
that it was unlikely that admission could 
have been prevented by a change in medi- 
cation. 


Since we are dealing with clinical ad- 
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missions to a university hospital, our sam- 
ple cannot be considered representative of 
the entire population admitted to psychiat- 
ric hospitals. Other limitations of the study 
are discussed, e.g., the possibility that the 
patients’ condition took on different features 
with hospitalization, that the choice of 
treatment is inherently easier in the hos- 
pital and that prevention of hospitalization 
may not always be desirable. 

A decline in the rate of readmissions 
to mental hospitals could probably be 
achieved by making greater efforts to insure 
the patient’s cooperation in outpatient treat- 
ment with psychotropic drugs. Improving 
the physicians’ skill in administering out- 
patient chemotherapy would seem to be an 
urgent task for psychiatrists. 
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A NATIONWIDE SURVEY OF OUTPATIENT PSYCHIATRIC 


Whether or not a person seeking help at 
an outpatient psychiatric clinic gets past 
the first interview often depends on how 
he fits into the clinic’s conception of its 
functions. Clinic staff usually have a key 
role in determining intake policies, but 
advisory boards, legislatures, parent organ- 
izations (health departments, universities, 
etc.) also may make these policies. 
Outpatient psychiatric clinics are seeing 
an increasing number and proportion of 
persons each year (862,000 or 463 per 
100,000 population in 1963), but many 
_ clinics have given the impression that they 
are unduly restrictive in the patients that 
_ they choose to serve(2). In an attempt to 
_ obtain data on some aspects of this problem, 
a special nationwide survey was conducted 
_ as of April 30, 1963 with the assistance of 
_ the State Mental Health Authorities. Ques- 
tionnaires to individual clinics asked the 
clinic director about principal functions 
and “clinic intake practices” or policies 
_ (Figure 1). From one point of view this 
= study may be seen as a survey of per- 
ceptions of clinic staff about the role and 
functions of outpatient psychiatric clinics. 
Approximately 93 percent or 1,573 of 
_ 1,695 clinics in the United States reported : 
1) principal functions; 2) admission prac- 
tices in relation to source of referral; 3) 
intake policies on the acceptance or ex- 
clusion of patients with specified diagnoses 
or problems, and needs for services; and 
4) the number of persons on “active” wait- 
ing lists for services. 
The 67 clinics of the Veterans Adminis- 
tration are excluded from this study since 
only veterans with service-connected dis- 
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abilities are eligible for treatment in these 
clinics. 
FUNCTIONS 

Principal clinic functions. Clinics were 
asked to rank their principal functions, 
which were listed on the questionnaire as 
follows: a) direct services to patients; 
b) consultation services to agencies and 
other professional groups about problems 
of a general nature or about individuals 
who are not clinic patients; c) training, 
defined as formal structured programs of 
education or training for psychiatric and 
mental health personnel or for allied pro- 
fessional groups; d) research, limited to 
formal research activities with a specific 
objective ; e) other functions such as public 
education and community organization for 
mental health. In many cases, clinics gave 
the same rank to two functions. 

Most clinics reported that they were not 
responsible for all specified functions 
(direct services, consultation, training, re- 
search and other functions ). 

All clinics reported direct services to pa- 
tients as a function ;! 87 percent of clinics 
reported consultation ; 59 percent, training; 
44 percent, research ; 50 percent, other func- 
tions. 

Children’s clinics have a broader concep- 
tion of their functions than adult clinics. 
Proportionately more children’s clinics than 
adult clinics reported responsibility for each 
of the four functions, in addition to direct 
services. At least three-fourths of the clinics 
operated by each type of auspices reported 
consultation services as a function. State 
and local government clinics reported 
the highest proportions providing consulta- 
tion as a function (93 percent and 97 per- 
cent) ; clinics operated by hospitals, pri- 
marily general hospitals, departments of 


By definition a clinic must give some direct 
Services to patients to be eligible for inclusion 


in the reporting syste X chiatdð 
clint g system for outpatient psychia' 
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FIGURE 1 


Questionnaire Related to Cli 
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"education and courts reported the lowest 
proportions (74 percent and 75 percent). 
As might be expected, university clinics 
most frequently reported training (96 per- 
= cent) and research (84 percent) as func- 
_ tions, At the other extreme, only 38 percent 
of mental hospital clinics had a training 
function and 20 percent a research func- 
tion. 
In relation to “other functions” (mental 
health education of the public, community 
_ organizations for mental health, etc.), local 
_ government and independent clinics most 
_ frequently indicated responsibility for these 
© functions (71 percent and 69 percent); 
_ mental and other hospitals least frequently 
~ (20 percent and 33 percent). 
Priority of functions. Almost all clinics 
(94 percent) ranked direct services to pa- 

tients as their primary function, However, 
_ university clinics gave first rank more fre- 
quently to training than to direct services. 
Relatively few clinics reported consultation, 
training, research or other functions as pri- 
mary. 

Consultation was ranked highest by 13 
percent of the clinics, training by the same 
_ Proportion and research by two percent. 
Consultation was rated most frequently as 
= of second importance, training third and 
research last. 
= There is no generally accepted standard 
or model which can be used to evaluate 
clinic practices, However, considering the 
_ Severe inadequacies of current knowledge 
about mental health and the vast gap be- 
tween patients’ needs and the available 
mental health personnel, a public health 
_ viewpoint concerned with total mental 
health needs of the community would argue 
for less emphasis by clinics on direct serv- 
ices to patients and more emphasis on 
training, research, consultation and mental 
health education. 


INTAKE PRACTICES 


Intake policy on source of referral. Clin- 
ics were asked to specify whether they 
accepted only patients referred by other 
agencies or professionals, only patients re- 
ferred within their own agency or whether 
they had an open admission policy which 
accepted self-referred patients as well as 
those referred in other ways. Over four- 


fifths of the clinics reported an “open ad- 
mission” policy, 12 percent accepted only 
other agency or professional referrals and 
seven percent accepted referrals within 
their own agencies only. 

There has been some discussion in the 
mental health literature about the policy 
of accepting patients only through referrals 
from other community agencies or from 
professional personnel, such as general 
practitioners(7). The reported advantages 
of this policy are that inappropriate refer- 
rals to the clinic can be reduced and non- 
psychiatric facilities can often be helped 
to deal with mental health problems, that 
consultation relationships with outside or- 
ganizations and professional groups are 
fostered and that after the specialized 
clinic service is completed, the patient ul- 
timately returns to the referral source, 
which often has a long-time, continuing 
relationship with the patient. 

Following the medical model, the out- 
patient psychiatric clinic is seen as taking 
the role of the medical specialist. 

Advocates of the “open admission” poli- 
cy stress the importance of responding 
directly and quickly to a patient's request 
for help, particularly in emergency or crisis 
situations. When clinics require referrals 
from intermediary sources, in effect intake 
is limited or delayed and an unnecessary 
and often artificial barrier is set up between 
the applicant and the clinic. 

Whatever the merits of either point of 
view, it is clear that currently the large 
majority of the clinics are using the “open 
admission” policy. 

Diagnoses or problems of applicants. In 
the questionnaire, the clinics were asked 
whether persons with specified diagnoses 
or different types of problem. behavior or 
need were usually accepted, seldom ac- 
cepted, accepted for emergency only or 
excluded. The following definitions were 
Provided: “usually accepted’”—within the 
Tange of problems usually and effectively 
handled by the clinic ; “seldom accepted”— 
clinic services not considered to be designed 
especially for the problem or need. “Emer- 
gency only” and “excluded” were considered 
to be self-explanatory. / 

_ The detailed findings on intake prac- 
tices with regard to problems and needs 


Å 
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are presented in Table 1. Only the high- 
lights will be cited here. 

Of the specific problems of concern in 
this questionnaire those most frequently 
accepted by clinics were as follows : 

All clinics—Psychotie, sex deviation. 

Clinics serving children—Mental retarda- 
tion, brain damage, acutely disturbed, ac- 
tively delinquent minor. 

Clinics serving adults—Aftercare. 

The types of patient problems which 
were least frequently accepted (seldom 
accepted, accepted for emergency only, or 
excluded) by clinies were drug addiction, 
alcoholism and homicidal behavior; for 
clinics serving adults only, cerebral arterio- 
s was least frequently accepted. Few 
clinics only for adults serve mental retar- 
dates or those with brain damage, while 
few children’s clinics serve drug addicts. 

Besides the specialization of clinics in 
terms of whether they serve children or 
adults, some clinies are organized to deal 
with only one special type of patient as, for 
example, an alcoholism clinic, a mental re- 
tardation clinic or a clinic which is part of 
a school system. Such clinics cannot be ex- 
pected to have the comprehensive intake 
policy of a multipurpose clinic serving chil- 
dren and adults, But these specialized 
clinics constituted a relatively small propor- 
tion (six percent) of all clinics included 
in this study. 

Children’s clinics generally are more will- 
ing than adult clinics to accept patients 
with any type of mental health problem. 
The data indicate also that, by and large, 
part-time clinics usually accept patients 
with a broader range of problems than 
full-time clinics. The only exception was for 
persons awaiting disposition of criminal 
charges. Part-time clinics usually are lo- 
cated in rural areas where they are the 
only specialized mental health resource in 
the community. 5 

Examining these data in relation to 
clinic auspices, mental hospital clinics were 
most likely to accept a patient with most 
of the disorders specified, whereas inde- 
pendent clinics, university clinics and gaa 
eral and other types of hospital clinics were 
most restrictive. 

Need for evaluation 
ices. The clinics wer 


or treatment serv- 


their policies on the acceptance of patients 
who had: a) evaluation needs only; b) 
treatment needs which could be met within 
three months; c) treatment needs whic! 
could be met within 3-12 months; and d) ~ 
treatment needs which could be met in 1 
or more months. A high percentage of all - 
the clinics indicated that they usually ac- ~ 
cepted patients who needed evaluation 
(84 percent), treatment of three-month 
duration (92 percent) or treatment of three- _ 
to twelve-month duration (88 percent 
However, the proportion dropped sharply 
to 68 percent when treatment for one year 
or longer was needed. Independent clini 
were most willing to take cases for long- 
term treatment (80 percent). ; 
In relation to the intake policies about 
treatment needs, part-time clinics were 
more restrictive than full-time clinics, par- 
ticularly for patients who needed long- 
term treatment. Also unexpectedly, mental 
hospital clinics showed the lowest propor- 
tion of clinics that were willing to accept 
patients with treatment needs of one year — 
or more. An emphasis on reaching larger 
numbers of patients through ‘use of short: 
term treatment or the impracticability of 
treating long-term patients requiring inten- 
sive care may account for these findin 
for both part-time clinics and mental ho: 
pital clinics. _ 


WAITING LISTS 


On April 30, 1963 two out of three clin- 
ics (64 percent) had a waiting list of p: 
tients with whom the clinic had made a 
contact in the previous three months, On 
28 percent of the mental hospitals had a 
waiting list as contrasted with 83 percent 
of the independent clinics. Waiting lists 
were much more prevalent in children’s 
clinics than in adult clinics (85 percent 
versus 42 percent), in clinics that had an ~ 
“open admission” policy than in clinics tha 
accepted referral only within the agency 
(69 percent versus 29 percent) and in clin- | 
ics with a large staff as compared with 
clinics with a small staff (83 percent ver- 
sus 48 percent). i 

A total of 64,000 patients, or about ei 
percent of the patients served during th 
year, were on waiting lists. Two-thirds 
the persons on waiting lists w 
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even though they constituted only 38 pe 
cent of total patients served. 
Of all persons on the waiting list, 41 
percent were awaiting their initial inter- 
www view, 32 percent were awaiting evaluatio 
and 27 percent, treatment. Clinics servin 
children only tended to have a relatively 
high proportion of persons waiting for an 
m+ 0 sags + . * 
initial interview; those serving adults, 
high proportion waiting for treatment. 
Waiting lists are generally regarded as 
undesirable and are often used as evidence 
of the unmet need for services and of the 
need for increased staff. Certainly waiting 
lists are discouraging for patients who face 
urgent or emergency problems; for low 
ge income patients who are oriented to the 
present and cannot wait for the future 
and for patients who need and can benefit — 
from outpatient services but whose moti- 
vation for treatment is not strong because 
of personal or social reasons. 
However, the number of persons on 
waiting lists constitutes only a fraction—and 
an unknown fraction—of the persons who 
need clinic service but do not apply to a 
clinic. Many clinics do not have waiting | 
lists but simply close intake for a period 
of time. When it becomes generally known 
that a clinic has a long waiting list, com- 
munity agencies will cut back their refer- 
rals and patients who want help will not 
apply. A small number of clinics in the 
country have handled the waiting list prob- 
lem by keeping intake open continuously 
and refusing to have a waiting list. Some 
of these clinics try to make some disposition 
for every applicant at intake. Sometimes a 
referral is made to other agencies, some 
times the applicant is promptly engaged 
in group therapy. Usually the clinic em 
phasis is on brief, short-term supportive 
treatment rather than on long-term treat- — 
ment which attempts basic personality 
change. 


are excluded from totals since problem is not considered particularly appropriate in this c 


303 clinics serving adults only. 
. 


DISCUSSION 


This survey was the first conducted on 
nationwide basis to determine functions, 3 
intake practices and size of waiting lists 
of outpatient psychiatric clinics. With 
exception of the data on numbers of p 
sons on waiting lists, most of the data 
this report are based on a stateme’ 
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policy rather than on actual practice. This 
survey did not attempt to study the dis- 
crepancies between policy and practice, but 
this general question deserved intensive 
study and could lead to significant insights 
into the administrative process. 

As a check on the accuracy of the policy 
statements in this report, in some instances 
it was possible to compare the data in 
this report with data on patients served by 
the same clinics. As might be expected, 
some inconsistencies were found. The data 
on intake policies in regard to diagnoses or 
problems of patients tended to underesti- 
mate actual clinic practice. For example, a 
few mental hospital clinics reported that 
they did not accept psychotics, probably be- 
cause they limited their services to psy- 
chotics discharged from their hospital rather 
than to any psychotic in the community 
who applied for service. Similarly, some 
clinics reported that they did not usually 
accept persons who were mentally retarded 
or brain-damaged, although in fact the clin- 
ic did actually provide diagnostic or evalua- 
tion services (but not treatment) to such 
persons, It seemed apparent that there were 
some errors of response as a result of misin- 
terpretation of the intent of the questions, 


_ probably stemming from some ambiguity 


in the questions themselves. However, 
based on cross checks with other types 
of available information, the authors be- 
lieve that, while the data do not have a 
high degree of precision, they probably do 
give a basically valid picture of clinic 
policies, 

This survey suggests the need for a wide 
range of additional studies of clinic func- 
tions and intake practices—some to gather 
additional data from clinics over the nation, 
some to study a particular problem in depth 
in a small number of clinics. There is need, 
for example, to explore the apparent dis- 
crepancies in the reporting of consultation 
as the second most important function of 
most clinics in comparison to the amount 
of time actually spent in this kind of activ- 
ity. Studies have indicated that less than 
seven percent of the professional clinic 
staff time is devoted to consultation(6). 
With the population continually increasing 
and staffing problems becoming more acute, 
will the traditional role of the clinic of pro- 


viding primarily direct service to patients 
change in favor of indirect or community- 
oriented services? Another question con- 
cerns the possible changes in clinic functions ` 
as a result of the many new develop- 
ments in mental health services and facili- © 
ties in the last decade such as the com: 
munity mental health center(3), growth of 
inpatient psychiatric services in general 
hospitals(5), day hospitals(1, 4), ete. 

Nationwide data are lacking on the ~ 
characteristics of all applicants to clinics, 
on differences between those accepted for 
service and those excluded. Despite the 
great interest in clinic services to low socio- 
economic groups in the population, nation- 
wide information of this kind is not avail- ` 
able. Nor do we have sufficient information 
about how policies on income limitations 
affect clinic intake. The intake process it- 
self needs to be examined, Probably most 
important are studies that examine the 
consequences to people of different clinic — 
policies such as “open admission,” as com- 
pared with intake which accepts profes- 
sional referrals only. i 

One of the important goals of the new 
community mental health center of the” 
future is to develop a comprehensive, mul- 
tipurpose facility which will be responsible” 
for dealing with the total mental health” 
needs of a community. Whether existing 
clinics will become part of the new centers 
or, if not, the extent to which clinic func- 
tions will change, are two crucial questions 
for clinics in the next decade. 


SUMMARY 


All clinics provided direct services to pa- 
tients (the definition would exclude any 
who did not), with 94 percent ranking it” 
as the primary function; consultation was 
most frequently rated as second in impor- 
tance, training third, and research last. 

Over four-fifths of the clinics reported an 
“open admission” policy; 12 percent ac- 
cepted only other agency or professional 
referrals and seven percent accepted refer- 
rals within the agency only. 

Three-quarters of the clinics in the coun- 
try accepted psychotics and sex deviates 
while relatively few accepted drug addicts 
and homicidal cases. A wider range of prob- 
lems was accepted more often in the chil- 


dren’s clinies than in adult clinics and in 
the part-time clinics than in the full-time 
clinics. 

Sixty-four percent of the clinics reported 
a waiting list of patients with whom they 
had made contact in the previous three 
months. Waiting lists were more prevalent 
in children’s clinics than in adult clinics, 
in clinics that had an “open admission” 
policy than in clinics that accepted referral 
only within the agency and in clinics with 
a large staff as compared with clinics with 
a small staff. Eight percent of the patients 
served during the year were on waiting 
lists, Two-thirds of the persons on waiting 
lists were children, even though they con- 
stituted only slightly over one-third of the 
total patients served, 

Note : Detailed tables reflecting data in 
this report are available on request from 
the authors, Also available on request are 
lists of readings on : 1) clinic intake policies 
and waiting lists and 2) characteristics of 
patients and services provided in outpatient 
psychiatric clinics. 
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IMAGINATION 
‘They have observed but little, who have not remarked how much Imagination con- 


tributes to give success to the curative power of a medicine, 


—Vicesimus Knox, D.D. 
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THERAPEUTIC ORIENTATION: A HANDICAP IN MENTAL 
HEALTH ADMINISTRATION ? 


ANDREW S. WACHTEL, M.D. 


During the past ten years, there has been 
a great increase in concern within the 
profession of psychiatry and medicine 
generally about the administrative aspects 
of treatment programs. In part, this is 
undoubtedly a reflection of the expanding 
complexity of health services and the need 


_ for coordination of function of an ever- 


enlarging number of services and profes- 
sional groups. With the increasing com- 
plexity of services and personnel, there 
has also been an increasing awareness of 
the importance of the total environment 
to the effectiveness of treatment programs. 
At the same time, there has been an 
emergence of the professional manager and 
the definition of a “science of manage- 
ment”(1), 

We have seen the further development 


_ of the profession of hospital administrator 


and the utilization of nonmedical admin- 
istrators in general hospitals. The effec- 
tiveness of the trained hospital adminis- 


trator in nonpsychiatric hospitals has 
_ resulted in what has been called “a low- 


pressure movement to replace the medical 
superintendent”(2). 

It should be emphasized that the im- 
portance of knowledge of both the art 
and science of administration is considered 
essential, Such knowledge cannot be 
assumed on the basis of one’s professional 
training alone, be that psychiatry, psy- 
chology or any other therapeutic discipline. 
Is the “ability to work with an institutional 
team and leadership ability” foreign to the 
abilities necessary for psychotherapy (9)? 
Are the attitudes of the effective leader 
incompatible with those of the “therapeutic 
individual”? 

The organizational goal of the psychi- 
atric hospital must be implicitly related 
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to the therapeutic needs of the individual — 
patients, as well as to the needs of society, © 
The therapist, by virtue of both training 
and orientation, has significant advantages 
in determining such goals. To what extent 
are his attitudes and sensitivities detri- 
mental to the accomplishment of those 
goals through others? 

Administration has been defined as a 
way of accomplishing organizational goals 
through others(4). In another view, it has 
been called development of people. In 
considering the assets and liabilities of 
the clinician, it might be well to review 
the areas of management/administration. 
While they have been defined in various 
ways, the basic processes (as described 
by Newman[10]) of planning, organizing, 
assembling resources, directing and con- 
trolling are as pertinent to the operations 
of mental health programs as to the com- 
plex industrial organization. Hayes has 
defined the areas of management as in- 
cluding planning, organizing, coordinating, 
motivating and controlling(8). 


IMPORTANCE OF PLANNING 


The current emphasis on community and 
state-wide planning certainly indicates an 
increasing awareness within the profession | 
of the importance of planning as essential 
to effective action. Planning can be con- 
sidered in terms of both immediate and 
long-range objectives. In all human organ- 
izations it is, perhaps, the most effective 
means of avoiding perpetual emergency 
action and decision. It is intimately related 
to the definition of goals and. necessarily 
depends, in mental health programs, on a 
mutual communication of goals within the 
institution and from the community. Clear 
and accurate planning and forecasting 
enable the administrator and staff to 
effectively mobilize their resources to ac- 
complish the mission. In mental health 
organizations the need for flexibility, in 
view of the ever-changing therapeutic — 
techniques, is paramount, ý 
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The process of organization is closely 
related to planning, and, to a considerable 
degree, dependent upon it. It is “an ar- 
rangement of functions to accomplish an 
objective”(8). In a medical organization 
the primary functions will, of necessity, 
be those which are most directly related 
to the treatment responsibility of the 

_ institution. Other services, then, become 
predominantly the supporting means to 
accomplish this end. Inherent in organiza- 
tion is the essential necessity for intelligent 
delegation. This implies a high degree of 
accuracy in evaluating both the profession- 
al and administrative competence of per- 
sonnel and the willingness to allow them 
to utilize these qualities in the ways best 
fitted to their own function. 

An additional necessary process in ad- 
ministration is coordination, which fre- 
quently poses notable problems in hospital 
organization. It is dependent on the ability 
of the administration not only to work with 
differing individuals in various departments 
but to enable them to do the same. In a 
sense, it depends on the functional freedom 
to cross channels and mobilize the re- 
sources of the group to accomplish a 
„specific purpose. 

Motivation and controlling can be con- 
sidered as the opposite sides of the same 
coin. The effectiveness of motivation is 
often dependent upon the clarity with 
which the specific goals of the individual 
department or staff person are defined 
and the degree to which the staff is able 
to share in the definition of goals. In 
organizations including professionals, it is 
important to mobilize professional values 
and to be sure that they are congruent 
with the goals of the institution. If these 
are accomplished effectively, the use of 
control measures to indicate the extent to 
which specific and institutional goals are 
being met is both simplified and non- 
threatening. The technique of controls, be 
it chart, report or conference, is most 
readily met where controls are designed 
to reflect the effectiveness of both adminis- 
tration and staff rather than to detect the 
individual’s vulnerability. 


TRAITS OF THE ABLE EXECUTIVE 
The traits of the able executive have 


been described as: 1) vitality and en- 
durance, 2) decisiveness, 3) persuasive- 
ness, 4) responsibility, 5) intelligence. In 
addition to these, and perhaps the most 
notable, is the ability to involve oneself 
predominantly in the function of the 
job(12). Such an executive then deter- 
mines his areas of function, his ability to 
remain in a given setting, and his modus 
operandi solely on the basis of nonperson- 
al factors, Perusal of the literature does 
not reveal any similar studies of able 
hospital executives. Does this indicate that 
the medical administrators of hospitals are’ 
of such minor degrees of responsibility, 
or that the possession of these qualities is- 
so rare, as to make research efforts im- 
possible? It seems more likely that the 
interest in this particular field has been 
predominantly supported and encouraged 
by industrial organizations. ; 

The handicaps of the clinician in mental 
health administration have been neglected 
in studies of the administrative process in — 
hospitals. Inadequacies in specific settings — 
have been noted, but the ways in which 
these relate to the clinical orientation have — 
not been delineated. It would appear that — 
in part this reflects the philosophic dichot- 
omy of those who feel that the clinician 
should necessarily be the responsible ad- 
ministrator and those who feel contrari- 
wise that this responsibility should be 
given to a nonclinical, administratively 
trained individual. It is possible that our 
own defenses make it difficult for us to” 
examine these areas critically. 


“PRESUMPTION OF EXPERTISE” 

There has been, not only in psychiatry 
but in all professions, a tendency to 
presume expertise extending beyond the 
boundaries of one’s professional discipline. 
Psychiatry is, perhaps, more vulnerable in 
this regard by the very nature and breadth 
of its clinical responsibilities. This 
presumption of knowledge and resultant 
presumption of management skills can, ani 
often does, constitute a very real handicap. 
The recent recommendations of the Con- 
ference on Graduate Psychiatric Education 
for increased training in the areas of ad- 
ministration are a recognition of this 
weakness(13). Related to the Saati 


Tof expertise is the understandable profes- 
sional set toward an undisciplinary orienta- 
_ tion to institutional or organizational prob- 


p lems. This is exemplified in many mental 


_ tion of the values of the psychotherapeutic 
approach, even though significant data 
would indicate that other alternatives may 
be more effective. Let me emphasize that 
the issue is not which mode of treatment is 
‘more effective; the issue is whether or not 
the psychiatrist is so rigidly set that alter- 
natives cannot be freely recognized. 
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ulnerable as a direct function of his skill 
recognizing intrapsychic problems, The 
delineation of organizational problems may 
~ be confused by awareness of an individual's 
~ personal dynamics, Unfortunately, in the 
psychopathologie focus, the psychiatrist- 
administrator may lose sight of the institu- 
tional problem which requires solution, 
Certainly, if administrative action is neces- 
sary, this need is poorly met by therapeutic 
interpretation, 


In considering the assets of the clinician 
_ in administration, the defining of organi- 
zational goals is critical. It may be thought 
that these are defined by society at large, 
by departmental superiors or from within 
the institution. Of course, all of these may 
= occur. However, many of the goals of 
these groups will be divergent. It then 
evolves upon the administrator to be aware 
_ of the varying directions and choose from 
them those which are most compatible 
with the primary function of the instity- 
tion. If this function is the return of patients 
to their most optimal health level, pref- 
erably within their own home community, 
the clinician has significant assets in de. 


health programs by an exclusive presump- ' 


signing the programs which will lead 
toward that end. Program development 
during the past 20 years has been depend- ~ 
ent on changes in therapeutic. modalities 
as well as increasing knowledge of group 
processes and the therapeutic utilization 
of the total environment, both physical 
and social. 

The therapist-administrator, as previous- 
ly noted, may be vulnerable to over-inter- 
pretation of administrative problems as 
intrapersonal problems. There are, however, 
frequent instances where the personal prob- 
lems of an individual are a major handicap 
in his effective functioning. His sensitivity 
to these variables can be used both in 
defining a given problem and in resolving 
iE 

The therapeutically-trained individual is 
likely to be much more aware of his own 
motivation. Frequently such awareness may 
protect against distortions of the organ- 
ization and its goals. It is true that this 
complicates the process of management. 
It is felt that it also improves it, “Ultimate- 
ly it appears that his techniques as a 
therapist are valid for administration and 
his ability to resolve problems within him- 
self will be reflected in his team’s ability 
to resolve problems”(3). It has been 
pointed out that the philosophy and pro- 
grams of institutions tend to reflect, to a 
significant degree, the intérest and bias of 
the administrator(6). The institutional 
philosophy has a significant effect, also, on 
the attitudes of the staff at all levels(7). 
Whether this is a function of selective em: 
ployment and retention or changes in the 
attitudes of staf toward therapeutic or 
custodial orientations, is in the long run 
not material. In either case, it affects the 
therapeutic function of the institution. 

The clinician in psychiatry has been 
trained in the differing roles of the various 
mental health disciplines. To the extent 
that he is sensitive to these and to the 
implicit role expectations, he is best able 
to work with his colleagues in attaining 
maximum effectiveness. In addition, the 
ability to resolve the inevitable problems 
of overlapping responsibility and skills is 
greatly enhanced. The possibility of aug- 
menting the function and expanding the 
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roles of the therapeutic team is increased by 
knowledge of the differing skills and train- 
ing that each discipline includes. 

All professionals in structured organiza- 
tions have inevitable conflicts between 
professional role and the institutional 
role(11). The clinician is most likely to 
be sensitive to these factors and to be able 
to minimize the conflict by designing 
structures which are most compatible with 
the individual's professional function. 

Effective management can be described 
as the blending of the formal authority 
with the informal leadership of an organi- 
zation. If this be true, the clinician has 
significant assets. If he is selected for both 
his skills in administration and his pro- 
fessional skills, he can effectively take part 
in the informal leadership pattern of the 
organization, The ability to exercise the 
authority of knowledge, as well as that of 
structure, can minimize conflict within the 
organization and increase its sense of 
identification with its goals. 

The assumption that the management 
expert can do a more effective job and 
that the clinician is inherently less com- 
petent in management techniques is ques- 
tionable, It would appear that the impor- 
tance of evocative leadership and sapiental 
authority is overlooked in this trend. As 
we recall the early history of the American 
Psychiatric Association, one cannot but be 
impressed with the evidence that progress 
in hospitals was due to the successful 
executive-clinician. 
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From the time of the Korean conflict to 
the present, a great number of experi- 
mental investigations have been undertaken 
which, within a diversity of conceptual 
frameworks and using a variety of some- 
__ times very ingenious methodological ap- 
proaches, have studied a multiplicity of 

_ perceptual, affective and cognitive conse- 
quences of conditions variously referred to 

as “sensory deprivation,” “sensory isolation” 
and “perceptual isolation,” in addition to 
several other less common designations. A 
host of papers covering virtually every 
aspect of these phenomena has been exten- 
_ sively reviewed by many authors(11, 12, 
15, 17, 21, 25, 27), and it is certainly not 
our purpose nor our intention to repeat 
such a review here. However, we would 
like to call attention to the countless vari- 
ables encompassed in these many experi- 
= mental approaches, and to suggest that 
_ these have impeded systematic study and 
__ have consequently contributed to the dearth 
_ of definite knowledge acquired from over 
a decade of research. 

Among the areas of continuing chaos has 
been the conceptualization of the mecha- 
nisms responsible for the production of the 
experimental effects. Among the factors 1 
implicated have been the alteration of the 
physical characteristics of sensory input by 
absolute reduction(13, 23), depatterning 
(1, 2), or invariance (monotony) (14), the 
limitation of physical mobility(8, 10, 25), 
the social isolation of the subject (6, 8), 
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the state of arousal(28) and even the sug- 
gestion to the subjects that the described 
effects would occur(3, 11). 

Our own contribution to the confusion 
was the suggestion that it is the restriction 
of meaningful information rather than the 
physical alteration of the sensory input 
which is primarily responsible for the ef- 
fects of sensory isolation(19). Others have 
made similar suggestions(5, 8, 9, 10, 18) 
and some of them(5, 7) have attempted to 
explore experimentally the relationship of 
meaning to the sensory isolation effects, 
While their findings are in agreement with 
our hypothesis, we believe that there are 
limitations to these studies which preclude 
clear conclusions. We therefore felt it de- 
sirable to design an experiment that would 
permit comparisons within a common struc- 
ture that allows for maximal control and 
minimal manipulation of the variables. 

The present investigation thus represents 
an attempt to subject to systematic study 
the hypothesis that even when sensory in- 
put contains considerable pattern but pre- 
sents no meaningful information to the sub- 
ject, the typical “sensory isolation” effects 
will still occur. 


METHOD 


The experiment provided three condi- 
tions, identical except for a single variable. 
Condition I was a version of the sensory 
deprivation situation as described by sev- 
eral authors(8, 10). The subject, clad in 
loose clothing, reclined as motionless as 
possible for a predetermined period of time. 
His tactile sensory input was limited by cot- 
ton gloves and cardboard sleeves to pre- 
vent him from “feeling” the surroundings 
with his fingers. His vision was limited by 
translucent goggles. His hearing was re- 
stricted to white noise, fed in over ear- 
phones. 

The second condition was identical with 
the first, except that instead of white noise, 
tapes containing various playlets, stories, 
puzzles, jokes and so on were introduced 
through the earphones. 
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Condition III was again identical except 
that the auditory input consisted of the 
sounds of the same tapes used in Condition 
II, but played backward, rendering them 
unintelligible. 

Each subject was to remain in isolation 
for a period of eight hours, regardless of 
which condition was used, in order to have 
comparable data. There were to be ten 
subjects for each condition, a total of 30 in 
all. A subject who failed to complete eight 
hours of isolation could not be included in 
the group of ten for that condition. 

The subjects were male volunteers of 
comparable age and educational back- 
ground. They were recruited from local 
universities and hospitals by means of post- 
ers and brief campus newspaper ads which 
promised only an opportunity to earn as 
much as 20 dollars for spending several 
hours participating in a research project 
dealing with perception. Those who applied 
were given a preliminary screening using 
the MMPI. Those showing overt psycho- 
pathology were disqualified. The others 
were given return appointments to report 
for the experiment. Subjects took part in 
the experiment at the rate of one per eve- 
ning and were assigned to one or another 
of the three experimental conditions in a 
random fashion. 

On reporting for the experiment, each 
subject was taken to the office of the psy- 
chologist where he filled out a question- 
naire and was given a battery of psycho- 
logical tests. The test battery administered 
before and after the experiment consisted 
of the Benton Visual Retention Test (Form 
C before, Form D after), reproduced under 
conditions of recall after ten seconds’ ex- 
posure ; and the even-numbered plates from 
the Holtzman Inkblots (Form A before, 
Form B after). ‘ 

After the initial testing, translucent gog- 
gles were placed over the subject's eyes 
and he was led to the EEG laboratory 
where the experiment was conducted. All 
30 subjects were dressed in hospital gowns, 
wore translucent goggles, gloves and card- 
board sleeves as described previously. Re- 
cording EEG electrodes were affixed to the 
scalp, and the subjects were placed in a 
reclining chair with the earphones com- 
fortably fitted to their ears. 


De pt’ bart 


TE 
Before the earphones were put on, the 

subjects of all three groups were read the © 

following instructions verbatim: k 


The experiment which you are about to begin 
is a study of perception over-time. Therefore, 
we will be interested in what you perceive as 
the experiment progresses. We want to know 

if what you experience is related to what we are 
doing or to other variables. 

I am now attaching a number of instruments 
to your head because we want to make cer- 
tain measurements (EEG) during the experi- 
ment. None of these instruments—or for that i 
matter anything in the experiment—will do 
you harm. All that you have to do is to relax 
and report your experiences. It is important 
that you remain as still as possible and that | 


you avoid falling asleep. Otherwise you will 
probably disconnect the measuring apparatus. — 
Remember, we want you to report your ex- | 
periences. Just speak right up ; for, even though : 
I will not talk with you or answer your ques- — 
tions, I will always be present to hear you. 4 
If you complete the pre-set number of hours — 
required in the experiment you will be paid 
the 20 dollars. If, however, you should fall A 
asleep or leave before the experiment is over the — 
results will be of little value to us; and instead 3 
of receiving the 20 dollars, you will be com- 3 
pensated for your time at the rate of fifty S 
cents per hour. If at anytime you should want 
to terminate the experiment for some reason, 4 
just say “I want to stop, I want to stop, I want 3 
to stop!” Do you understand ? Are the instruc- — 
tions clear? All right, the next time you hear 
my voice the experiment will be over. > 


The subjects were observed throughout 
the period of isolation, and recordings were 
made of changes in behavior with specific 
attention to body movement, restlessness, 
relaxation, etc. The verbalizations of sub- — 
jects were recorded via a voice-activated — 
tape recorder on tapes which were stored 
for later analysis. The time of each verbali- _ 
zation and behavioral change was noted by — 
the experimenter. EEG recordings were 
made for 60-second periods at half-hour in- 
tervals during the experiment. i 

When the isolation was terminated, the — 
postexperiment test battery was adminis- 
tered and each subject was asked a stand- — 
ard series of questions about his experiences 
during the period of isolation. These ques- 
tions covered a variety of sensory isolation 
phenomena based upon effects reported in — 
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the experimental literature. In addition the 
subjects were asked to go home and make 
_ a written description of their experiences 
which was to be returned after two or three 
_ days. 

_ The assumption implicit in this design 
_ was that the subject of a sensory isolation 
- experiment found himself in an anxiety- 
laden situation. He was cut off from mean- 
ingful external stimuli which he could uti- 
lize to resolve his anxiety by secondary 
process activity and a regression to primary 
process modes of problem solving, includ- 
‘ing turning of attention inward with in- 
creased autism and heightened fantasy ac- 
_ tivity. The effects of sensory deprivation 
were felt to be the direct consequences of 
_ this regression. 

The anticipated consequences of the ex- 
periment as they relate to several of the 
implicated variables are illustrated in Ta- 
ble 1. 

Since Condition I had been reported by 
many authors to produce sensory depriva- 
tion effects after eight hours, this was con- 
_ sidered the standard control condition, and 
__ it was expected that the sensory deprivation 
_ effects would be seen under these condi- 
_ tions. If restriction of movement was the 
_ critical variable, then the effects in Condi- 
__ tions II and III should not differ significant- 

ly from Condition I since opportunities for 
- movement were equally restricted in all 
_ three conditions. If suggestion was the sig- 
= nificant determinant, here again all three 
= conditions would be expected to produce 

the same result, since each group received 
' identical instructions. 

If the physical limitations of the input, 

either in terms of absolute level or in- 


variance or depatterning of input were the 
critical factors, then we would expect any 
lessening of the production of the effects 
from those seen in Condition I to apply 
equally to Conditions II and III since both 
conditions were identical in the physical 
characteristics of the auditory input. ‘That 
is, Conditions II and III were each likely 
to have the same effect if the physical 
characteristics of the input were the critical 
variable. If our own hypothesis is correct, 
however, we would predict that only Con- 
dition II, where meaning is present, would 
fail to produce the expected effects. Con- 
ditions I and III, both lacking in meaning, 
should each yield the by now familiar 
phenomena. In fact, our belief was that the 
effect of Condition III might be even more 
marked than that of Condition I because 
the undecipherable human voice would 
produce an even greater challenge than 
the white noise of Condition I. 


RESULTS 


Reaction to experimental conditions. An 
initial finding of considerable interest was 
the marked difference in’ the number of 
potential subjects needed to acquire the 
ten able to tolerate eight hours of each 
experimental condition required for pur- 
poses of comparison. A total of 62 volun- 
teers began the experiment; less than half 
of these completed it. Time spent in isola- 
tion by subjects who left before complet- 
ing the experiment ranged from as little as 
15 minutes to as long as 7% hours. Under 
Condition I (white noise), 20 volunteers 
were needed in order to obtain ten subjects 
who completed eight hours. Under Condi- 
tion III (tape reversed), 30 volunteers be- 


TABLE 1 
Summary of Predictions Regarding the Importance of Cettain Experimental Variables in 
Producing Deprivation Effects 


CONDITIONS IN WHICH EFFECTS WOULD BE EXPECTED (H 
IF VARIABLE IS RESPONSIBLE FOR PHENOMENA 


POSSIBLE RESPONSIBLE VARIABLES CONDITION : t ii W 
1. Body movement E; i A 
2. Suggestion + + a 
3. Physical characteristics of input 
a. Reduction in the absolute level of input + an ei 
b. Invariance of input (monotony and depatterning) + Ey rs 
4. Meaningful input + E $ 
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gan the experiment, 20 of whom left be- 
fore completing their eight-hour period of 
isolation. The difference between the ratios 
for the different experimental conditions 
(10/20, 10/12, 10/30) yields a Chi-square 
value of 8.63. For two degrees of freedom 
this is a significant finding (p <.01). 

Since the investigators had no particular 
basis for predicting which of the volunteers 
would or would not complete the experi- 
ment under any set of conditions, and since 
assignment to each condition was random- 
ized among the subjects, it is assumed that 
the experimental conditions are responsible 
for this difference. Those volunteers who 
left the experiment before completion were 
unwilling to discuss the reason why. The 
most frequent reports verbalized by these 
subjects during isolation were of intense 
anxiety, confusion and _hallucinatory-like 
experiences. 

Observations recorded of behavior of sub- 
jects completing the experiment showed no 
significant differences between groups. Spe- 
cifically, there was no difference in the fre- 
quency of restlessness and motility. The 
analysis of the EEG record as well as ob- 
servations showed no significant difference 
between groups in drowsiness or sleepiness 
over the eight-hour period. A single sub- 
ject fell asleep during the third hour of 
isolation and was excused from the study. 

Subjects reports. Information on the 


conscious experiences of the subjects during 


the eight hours of isolation was obtained 


TABLE 2 
Comparison of Frequency of Reported Sensory Deprivation Experiences Under 
Different Experimental Conditions 


from spontaneous verbalizations recorded 
on tape during the experiment, from theg 
structured interview conducted after the — 
experiment and from written reports sub- — 
mitted by each subject a few days after his ; 
period of experimental isolation. In general, — 
the self-reports of our subjects support the 
findings of previous investigators. A com- 
parison of the three groups in terms of the : 
frequency with which a number of common 
deprivation effects were noted is shown in 
Table 2. 

It can be seen from Table 2 that Groups 
I and III reported significantly greater fre- 
quency of sensory isolation effects than did 
Group II. This was particularly true in re- 
gard to difficulty in concentrating (p <.05), 
confusion (p<.05), emotional lability 
(p <.01), and sexual fantasy (p < .025). 
There was a tendency for Groups I and HI 
to report greater frequency than Group II _ 
in the confusion of waking and sleep, al- — 
though of a much lower level of reliability 
(p<.10). A significantly greater number 
reported intense auditory imagery in Con- 
dition I than in either of the others 
(p<.01). It is interesting that only one 
subject each in Groups II and III reported 
hallucinatory-like auditory imagery, while 
six of the ten subjects in Group I reported — 
such imagery. Reports of visual imagery — 
and of visual difficulties after the goggles 
were removed (“visual change”) showed 
no statistically significant differences be- 
tween conditions. 


GROUP I (N = 10) GROUP II (N=10) GROUPIII(N = 10) 

REPORTED EXPERIENCE WHITE NOISE TAPE FORWARD TAPE BACKWARD x: 
Disturbance in concentration 7, 2 6 
Confusion 6 1 3 
Wake-sleep confusion 6 2 5 
Emotional {ability 5 0 6 
Visual “imagery” 3 4 2 
Visual changes 5 6 6 
Speech disturbances 2 1 1 
Body image distortions 6 3 3 
‘Auditory “imagery” 6 1 1 
Suspiciousness 4 3 6 
Anxiety and fear 4 4 3 

7 1 5 


Sexual fantasy 


* pis: = not significant. 
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Psychological test findings. Psychological 
tests were administered by a research assis- 
tant and scored by one of the investigators. 
_ The experimental condition assigned to the 

_ subject to whom the test belonged was un- 
_ known to the scorer. In the analysis of the 
= experimental results a comparison of the 
groups on the pre-experiment test battery 
_ showed the subjects to be essentially com- 
parable. Pre- and post-isolation scores were 
recorded for each subject, and difference 

scores were computed for each of the 21 

variables of the Holtzman Inkblots and the 
_ single variable of the Benton Visual Re- 

tention Test. In comparing the three groups, 

the difference scores were used to deter- 
_ mine the magnitude of change induced by 
__ the experimental conditions, Table 3 pre- 
sents data on the significance of the differ- 
ences between the groups using an exten- 
sion of the median test, where there were 
_ significant pre- and post-test differences, 
= Calculations were made for all 21 psycho- 

logical variables on the Holtzman Inkblots. 

Most of the Holtzman variables were not 
= significantly related to the conditions of the 
experiment. For example, no significant 
differences were found between pre- and 
post-test scores on card rejection, location, 
space, form definiteness, color, pathognomic 
verbalizations, integration, abstract, animal, 
anxiety, sex, hostility, barrier, penetration 
= or balance responses. There were significant 
pre- and post-test differences on shading 
_ and movement, but there were no signifi- 
cant intergroup differences. Significant pre- 
and post-test differences and significant or 
near significant intergroup differences were 
found on only three of the Holtzman vari- 
ables. These were form appropriateness 


(p < .025), human responses (p <.05) and 
popular responses (p <.10). 

For each of these three variables, Condi- 
tion III produced the greatest deterioration 
of performance as seen on the different 
scores, while Condition II showed the least 
deterioration or greatest improvement in 
pre- to post-isolation performance scores. 
The effects of isolation on the scores of sub- 
jects in Condition I fell somewhere in be- 
tween these extremes. 

It might be of interest to note that seven 
of the ten subjects under Condition I show- 
ed decrements in their popular response 
scores, none showed increments and three 
were unchanged. Under Condition III, eight 
of the ten subjects showed decrements, none 
showed increments and two were un- 
changed. In sharp contrast, however, only 
four of the subjects under Condition II 
showed decrement, while four showed in- 
crements with two unchanged. 

The Benton Visual Retention Test dem- 
onstrates a similar contrast. Subjects ex- 
posed to Conditions I and III showed a 
significantly greater increase in the number 
of errors in recall of geometric designs fol- 
lowing isolation than did those in Con- 
dition II ( p <.05). 


DISCUSSION 


The low number of subjects naturally 
imposes a limitation on the interpretation 
of the results, so that the statistical in- 
ference must be regarded as tentative. How- 
ever, there is a reasonable expectation that 
with a larger sample these results would not 
be significantly altered(4, 16, 26). 

One of the clearest results of the present 
study is the demonstration that sensory 
isolation phenomena are not unitary, but 


TABLE 3 
Median Test Comparison of Difference Scores on Psychological Test Variables 


VARIABLE GROUP | 


GROUP 11 GROUP Iii xt P 
Form appropriateness 4 7 1 7.50 <.025 
Shading 4 3 5 0.80 nis.* 
Movement 3 7 5 3.20 ns. 
Human 5 8 3 5.07 <.05 
Popular 5 6 2 353 <.10 
Visual retention errors 8 3 6 5.10 <.05 


* n.s, = not significant. 
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that different effects are related to different 
aspects of the experimental situation. 

For example, the tendency for increased 
imagery distributes itself differently from 
the other cognitive, affective and perceptual 
effects; and the distribution of auditory and 
visual imagery differs each from the other. 
Auditory imagery is greatest where audi- 
tory patterning is least (Condition I). It is 
equally inhibited whether the patterned 
auditory input is meaningful or meaningless 
(Conditions II and III). Thus, this effect 
seems to be directly related to the physical 
limitation (depatterning) of input in the 
auditory sphere. 

Visual imagery occurs without statistical- 
ly significant differences in frequency in 
any of the conditions. While the present 
experiment does not permit us to ascribe 
the occurrences of this effect to any particu- 
lar variable among those that remained con- 
stant in all conditions, it seems reasonable 
to surmise that the visual imagery, like the 
auditory imagery, is directly related to the 
limitation of visual input. This surmise is 
supported by the parallel distribution of 
post-isolation “visual change,” which sub- 
jectively at least tends to be attributed to 
the limitation of patterned vision imposed 
by the goggles. 

On the other hand, many of the reported 
cognitive, affective and perceptual effects 
of sensory isolation seem clearly unrelated 
to the physical characteristics of the input, 
but related rather to the absence of mean- 
ingful sensory input. Disturbances of con- 
centration, wake-sleep confusion, emotional 
lability and sexual fantasy all correlate with 
the meaning variable, but not with the 
physical characteristics of the input, or with 
any of the other stationary variables such 
as movement or suggestion. That the Holtz- 
man variables of form appropriateness, hu- 
man responses and popular responses follow 
the same distribution pattern gives strong 
support to the initial hypothesis. 

The conclusions are additionally support- 
ed when one considers the distribution of 
subjects who left prior to completing eight 
hours in isolation, particularly when one 
takes into account that anxiety, as reported 
by the subjects themselves, and as reflected 
in the Holtzman Inkblots, is fairly equally 
distributed among all three conditions. In 


this connection, it is of some interest to — 
note that there seemed to be a general — 
tendency for the subjects to minimize the — 
intensity of their experience of anxiety in ~ 
their verbal reports, but this tendency seems — 
to have been fairly equal in all groups. > 

The findings on the Benton Visual Reten- — 
tion Test show a marked difference in their ~ 
distribution from those of reported imagery, 
whether auditory or visual, thus further un- 
derscoring the need to separate the imagery 
effects conceptually from the other percep- _ 
tual findings. 

The fact that the Visual Retention errors 
cluster with those cognitive and affective 
impairments associated with regression from 
secondary to primary process modes of — 
functioning lends further support to the ini- 
tial hypothesis. p 

While the observation that many of these 
effects are even greater in Condition III — 
than Condition I is consistent with our orig- 
inal hypothesis, the present experiment does 
not provide sufficient information to inter- 
pret this finding satisfactorily. Also, while 
the tendency for the subjects’ reports of — 
confusion and body image distortions tend- — 
ed to follow the distribution of the auditory — 
imagery variable, the results were not suf- 
ficiently clear to draw any inferences. i 

We have suggested some influences of the 
depatterning of visual or auditory input, but 
these deserve further examination in their 
own right. More pertinent to the goals of — 
this study is the question of “meaning.” In ~ 
the present experiment meaning was ap- — 
proached in its broadest sense, but more — 
critical inquiry into the relationship of the 
relevance of the meaning to the individual 
needs to be considered. 3 

On our tapes there was a variety of con- 


Some of the material on the tapes was re- 
assuring and directly related to the experi- 
ment. Some of the material consisted of © 
puzzles to which each subject was expected — 
to respond directly. The majority of the con- 
tent of the tapes, however, consisted of ~ 
comic monologues, serious stories and play- — 
lets in which the subject might be expected ~ 
to have varying degrees of interest, depend- | 

ing upon diverse factors. Thus some of the ~ 
critical questions regarding meaning, rele- — 
vance and distraction remain for further 


ay 
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study. Future experimentation in this area 
should be directed toward the establish- 
ment of standard conditions with the isola- 
_ tion of the variables to be studied in con- 
trolled comparative systematic experiments. 
The difficulty in obtaining thoroughly sat- 
isfying results with the psychological tests 
_in sensory isolation experiments continues 
to be a problem. However, our experience 
_ with this study was somewhat more encour- 
_ aging than has been reported in previous 

_ studies by other authors. The Benton Visual 
Retention Test especially was quite effec- 
tive. The Holtzman Inkblots, however, 
showed only a few areas of sensitivity. Al- 
_ though these areas appeared to have signifi- 
_ cance, it remains for more effective psycho- 
_ logical measures to be developed which are 
© more suitable for experimental use in this 
_ type of study. One of the problems is the 
| fact that the sensory isolation effects are 
_ short-lived after the isolation is terminated 


SUMMARY 


This investigation was designed to sub- 
ject to systematic study the hypothesis that 
the effects of sensory isolation are due to the 
removal of meaningful information relevant 
4 to the solution of an internally perceived 
_ problem. Three experimental conditions 
were used in which auditory input was the 
only experimental variable not held con- 
stant. The three varieties of auditory input 
were: 1) white noise (no meaning); 2) 
recordings of playlets, puzzles, jokes, etc, 
(meaning present) ; and 3) tape recordings 
played backward (no meaning). 

The paper reports comparative effects 
produced in ten subjects in each condi- 
tion as obtained from subjects’ reports and 
psychological tests. The results suggest that 
heightened imagery seen in sensory isola- 
tion is related to depatterning of input, 
but that disturbances of concentration, 
sleep-wake confusion, emotional lability, 
impairment of reality testing, errors of 
visual retention and certain other cognitive 


and perceptual impairments seen are re- 
lated to the absence of meaningful input. 
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DISCUSSION 


Arruur W. Epstein, M.D. (New Orleans, 
La.).—Drs. Rosenzweig and Gardner haye per- 
formed a valuable service by introducing pre- 
cision to the study of the heterogeneous phe- 
nomena comprising sensory deprivation. They 
have experimentally altered one variable, 
namely, auditory input, and, in response, have 
elicted results which clarify the nature of 
sensory deprivation and also, by extension, 
certain more general aspects of human be- 
havior. 

The experimental design employed by Drs, 
Rosenzweig and Gardner has the desirable 
qualities of directness and simplicity auto- 
matically accompanying a clearly posed ques- 
tion, The experiment speaks for itself; the 
technique and procedure prompt little discus- 
sion. Perhaps the meaningful auditory input 
(Condition II) could have been restricted to 
less complex and redundant content ; however, 
this might have produced an adaptation effect 
and defeated the authors’ purpose—which I 
assume to have been the maintenance of a 
changing and rich input in order to continu- 
ously capture the subjects’ attention. 

The implications of the study rather than 
the experimental design prompt discussion. In- 
put relevance, i.e., meaningful stimuli, reduce 
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the disruptive effects of sensory deprivation — 
on the human psyche. This is not surprising. 
Input relevance, almost by definition, would — 
be expected to dilute the intensity of thi 
deprivation experience. Presumably the modal 
ity of input is not the crucial factor—the visu: 
channel (and perhaps even the tactile or ol 
factory or gustatory) may serve as well as the © 
auditory—but rather that the input via the 
modality be meaningful. a 

Meaning, either as immediately presented 
or anticipated, captures the attention anc 
alerts the organism. This mobilization in itself 
would appear to protest against the disruptive 
effects of the sensory deprivation experien 
Secondly, with stimuli now available for stru 
turing and organizing the environment, master 
increases and anxiety lessens. 

Although one cannot with confidence 
relate behavioral processes with neurophysio-~ 
logical alterations, the capturing of attentioi 
would appear to bring into play reticular 
perhaps hippocampal and frontal mechanisms 
It has been demonstrated in animals that th 
act of attention (mediated through reticular ¢ 
limbic mechanisms) affects the electrical po- 
tentials recorded from various central sensory 


Sara ee 


928 INPUT RELEVANCE IN 


a aa aa 


SENSORY ISOLATION [ February 


Structures. In short, the introduction of mean- 
_ ing—as in the experiment of Rosenzweig and 
_ Gardner—alters the neural substrate and puts 
the nervous system in a different state than 
_ should the attention not be engaged (as in 
_ Conditions I and III) and, one might add, 
__ should anxiety be high and the sense of mastery 
_ low (as would also appear to be more the case, 
_ from the presented data, in Conditions I and 
Ml). 

___ Psychiatric theory should give more recogni- 
_ tion to searching and manipulative behavior— 
_ the organism’s scanning the environment for 
_ structure and meaning. The lack of such mean- 
_ ing and the sudden intrusion of the unexpected 
_ (one might say the immediately unmeaning- 


ful) are often productive of intense fear. These 
factors, which appear particularly important 
in the primate order, must be considered in 
any theory of anxiety in the human. 

In the dyadic psychotherapeutic setting, 
which in itself may have characteristics of the 
sensory deprivation experience, an interpreta- 
tion or other communicated response by the 
therapist offers meaning—engages the mental, 
or neural, apparatus—and may heighten self- 
esteem. The validity of the interpretation may 
not be crucial. But, as the void becomes 
meaningful, as the patient sees structure and 
effects a relation to the objects or ideas (intern- 
alized objects) which are the manifestations 
of that structure, mastery may be attained, 


and friendly physician— 


strove to go deep into his patient's bosom, delving among his principles, prying 


a cautious touch, like a 
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SOCIAL PSYCHIATRY AND THE CONCEPT OF CAUSE 


E m E The notion of cause in human affairs is like the concept of gravity— 
everyone takes it for granted, but nobody understands it. At least, almost. 

In psychodynamic psychiatry we have our share of difficulties arising from this 
general situation. Consider some of the key terms. Are these to be taken in a 
literal or a metaphorical sense, and if not exactly in either, then in what way? 

The word “dynamic” itself illustrates the point. 

Statements couched in such terminology may help toward an intuitive grasp 
of causal relationships, but they do not readily lead to scientific criteria whereby 
the speculative can be distinguished from the assumable. In matters pertaining 
to mental and emotional processes, one man’s fact is another man’s theory. 

The discussions arising from this conflict can be lively and healthy for the 
development of knowledge, but only up to a point, and only if they lead to 
formulating questions where a choice can be made on the basis of demonstration. 

The Special Section on Social Psychiatry in this issue of the Journal makes it 

appropriate to ask whether any help may be expected from this field. The work 
that has been carried out so far suggests that as in the rest of psychiatry, there 
is recognition of the principle of multiple, interwoven factors that range widely 
from the psychological to the genetic and organic; and further that modalities 
may be employed such as originating, precipitating and perpetuating causes. 
One difference in phenomenal emphasis, however, is a greater attention to the 
impairing aspects of psychiatric disorder, and a tendency to ask what causes 
impairing symptoms rather than what causes a disease. While not denying 
interest in a question such as “What are the psychodynamic roots of a neurosis?”, 
social psychiatry is more focussed on the less ambiguous query, “What are 
the situational factors which evoke certain patterns of feeling and behavior to 
such an extent that they are disturbing to the person, the social group around 
him or both?” 

One of the tests that can be applied to thinking about cause is to ask where 
it leads. Does it raise questions that appear both significant and answerable? - 

In the present instance there are grounds for predicting that this somewhat simple 

—not to say simple-minded—approach does reach ahead toward a new under- 
standing of psychiatric processes, social processes and the improvement of ; 
mental health. 

Such a modest claim requires illustration, and this may be done by pointing ;: 
to the “social breakdown syndrome.” Withdrawal, hostility or both are the 
features of this condition, and it is believed to be the direct result of societal 
patterns commonly found in large chronic hospitals. The syndrome is thought 
of as superimposed on the schizophrenic, depressed, senile or other disorder 
that has led to the individual's hospitalization. It is regarded as exceedingly 
serious because it compounds the original disorder, creating far more impairment 
than would otherwise occur because it builds formidable resistance to most kinds 
of therapy and because it leads to severe deterioration. On the other hand, 
the syndrome does respond to changes in the social system of the hospital, 
with the result that discharge rates go up, while among patients remaining 
there is a much more satisfactory level of adaptation. 
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All this is interesting enough in itself, but what gives it greater meaning is 
the fact that in recent years anthropologists, sociologists and others have reported 
that the behaviors among people living outside of hospitals in the depriving 
social systems of some natural communities are strikingly similar to those of 
hospitalized patients. Such groups have been variously described as displaying 
the “culture of poverty” or “sociocultural disintegration ;” but whatever the label, 
a common feature is a high prevalence of persons who exhibit in marked degree 
the symptoms of withdrawal and/or hostility. There is apparently a widespread 
characteristic psychological set that constitutes a severe handicap to programs 
concerned with education and economic development, 

The congruence of these observations and independently developed concepts 
gives some perspective to the questions treated in the articles of the Special 
Section. Other questions that might be asked are: To what extent is the well- 
known epidemiological finding of high psychiatric disorder prevalence in low 
socioeconomic groups a manifestation of the social breakdown syndrome? 
Since large chronic mental hospitals draw disproportionately from low socioeco- 
nomic groups, to what extent is the presence of the social breakdown syndrome 
in these institutions due to many patients already having the syndrome at the 
time they enter? If changing the social system in hospitals reduces the social 
breakdown syndrome, can this be applied to the depriving social systems of 
some natural communities? Is there theory and method to be derived from the 
hospital experiences and experiments that will aid in understanding some of the 
problems of economic development and sociocultural change? Does psychiatry 
have something to offer toward understanding and dealing with the psychological 
qualities of deprived groups? 


ALEXANDER H. LeicHton, M.D. 


A PSYCHIATRIC COUNCIL FOR THE AMERICAS 


| i | m The Council of the American Psychiatric Association, on December 11-12, 
1965 ratified the constitution and by-laws of the newly formed Inter-American 


X creation of formal organizational ties that link all of the nationally representative 

psychiatric associations in the Americas, 

; This confederation in the Western Hemisphere is the first of its kind to achieve 
- a major objective of the World Psychiatric Association. The World Psychiatric 
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parochial interests. Their exemplary accomplishment is an instance in itself of 
the efficacy of social psychiatric concepts. 

Dr. Dávila’s resume points out that during the Third International Congress 
of Psychiatry held in Paris in 1950, a small group of distinguished delegates from 
Latin America, motivated by the expanding scope of their interest in social 
psychiatry, undertook the creation of APAL under the leadership of the late 
Dr. Raul González Enriquez of Mexico. His tragic death in October 1952 delayed 
the final consummation of their aspirations until May 1961. His contributions are 
memorialized in APAL by a tribute entitled “Una Pagina de Historia Lejana.” 
Since 1961 an annual congress of Latin American psychiatrists has been held 
under the auspices of APAL. 

In a similar fashion, the social psychiatric horizons of the American Psychiatric 
Association have expanded under the stimulus of a series of joint meetings held 
in Japan, Israel, Mexico, Peru, Brazil and Scotland in recent years, following the 
annual meetings each May. The memorable 1963 meetings in the Near and 
Far East established a model for what was to follow in Latin America in May 
1964, The discussions begun then in Mexico, Peru and Brazil left no doubt that 
the time was at hand for the creation of a regionally international affiliation that 
would represent all of the psychiatrists of the Americas. With these preliminaries 
agreed upon in principle, it remained only to formalize that intention by enlisting 
the support of the parent organizations. Their enthusiastic endorsement has ' — 
been gratifying. 

The cordial invitation of the officers of the Fifth National Congress of the 
Sociedad Colombiana de Psiquiátrica, held in Barranquilla, Colombia, November 
23-27, 1965, provided the international delegates to the first meeting of IACPA 
with an auspicious opportunity to discuss the details of its future operations. 

The Inter-American Council of Psychiatric Associations is composed of 12 
members. Three councilors represent the Canadian Psychiatric Association: 
Dr. George Davidson of Vancouver, the current president of the CPA, Dr. Denis 
Lazure of Montreal, the president-elect of CPA and Dr. William A. Blair, the 
secretary of the CPA. The Asociación Psiquiátrica de América Latina (APAL) 
is represented by Dr. Guillermo Davila of Mexico, its current president and 
therefore president of IACPA, and Dr. Carlos A. Lucero Kelly of Argentina, 
secretary general of APAL. Dr. Lucero Kelly on this occasion served as an alter- 
nate councilor for Dr. Omar J. Ipar of Argentina. Dr. Clovis Martins of Brazil, 
Dr. Abel Sanchez Pelaez of Venezuela, Dr. Carlos Alberto Seguin of Peru 
and Dr. Humberto Rosselli of Colombia, the treasurer of APAL, are also coun- 
cilors. The American Psychiatric Association was represented by Dr. Daniel Blain 
of Philadelphia, Dr. Eugene Brody of Baltimore and myself. 

The focus of the Council's attention was directed to,the formulation of a con- 
stitution and by-laws. When this document is ratified by the three parent associa- 
tions, it will declare in their behalf that the Council’s purpose is “of a scientific 
and a professional nature and (is) not concerned with the pursuit of financial 
interests or of political, religious or racial goals.” The term of office for each 
councilor will be three years and its president will be elected in accordance with 
a system of succession that will rotate this responsibility among APAL, CPA and 
APA in that order. The president “will be proposed by the delegates from the 
association he represents.” Accordingly, Dr. Denis Lazure of Montreal has been 
designated by the CPA as president-elect. It has been determined that meetings 
of the Council will be held at least twice yearly at a place and time selected 
by the president after consultation with the members. 

The objectives and goals of IACPA are clearly defined as the following: 

1. To promote scientific and professional relations between the psychiatric 


associations of the Americas. 
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2. To sponsor congresses, roundtables and symposia of a regional, national 
and international nature. 

3. To develop relations with the World Psychiatric Association and with 
regional, national and international associations with similar objectives. 

4, To promote a high standard of excellence for the teaching of psychiatry 
and to encourage the eventual reciprocal acceptance of psychiatric credentials 
throughout the Americas, 

5. To provide information and assistance in regard to teaching, research and 
clinical services in mental illness and retardation in the Americas. 

6. To facilitate the interchange of scholarships, grants, professional experts 
and technicians in the field of mental health, at various professional levels, 
between countries, 

7. To stimulate and coordinate research on mental health and illness and 
mental retardation, social and transcultural psychiatry. 

8. To promote publications in reference to the above. 

9. To promote high ethical levels of professional psychiatric practice. 

10. To work toward the establishment of a uniform system of classification 
and psychiatric nomenclature and comparable methods of statistical reporting. 

11. To collect and disseminate new information in the field of psychiatry 
and mental health. 

The officers and councilors of the American Psychiatric Association welcome 
this important affiliation with its sister organizations. 


Howarp P. Rome, M.D. 
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This section includes articles which are less lengthy than the preceding scientific and 
scholarly articles. Included are clinical notes (for whose validity the Journal assumes 
no responsibility), case reports, historical notes and other material selected by the Editor. 
In general, articles submitted for this section should be no longer than eight double- 
spaced typed pages. 


SIX CASES OF HYPERTENSIVE CRISIS IN PATIENTS ON 
TRANYLCYPROMINE AFTER EATING CHICKEN LIVERS 


DAVID L. HEDBERG, M.D., MALCOLM W. GORDON, Pu.D., ano 
BERNARD C. GLUECK, Jn., M.D. 


= Reports in the literature cite the occur- given separately, At 1:30 p.m. the first 
P rence of moderate to severe elevation of report of a patient experiencing severe 
blood pressure in patients taking MAO headache, nausea, dizziness, heart palpita- 
inhibitors following Mui ‘of cheese, tions and marked elevation of blood 
herring, alcohol or ‘r antidepressant pressure was received. Within 45 minutes 
medications(1, 2, 6, 7, 8, 9). These side five other patients experienced similar 
effects are known to have caused death or severe symptoms, with elevated blood ` 
y cerebrovascular accidents in some cases. pressures being recorded. These patients 
E” Horwitz and associates gave tyramine to were given sodium amytal, gr. 3-3/4 IM, ~ 
seven patients and noted elevations in with fairly rapid lowering of blood pres- — 
blood pressure($). One hypothesis ad- sure and relief of severe headache. Moder- ~ 
vanced is that tyramine acts at nerve end- ate hypotension was reported over the — 
ings and other storage depots of adrenaline next 18 hours. r 
and noradrenaline to release these pressor Immediately after the fifth reaction was 
amines and that the MAO inhibitors pre- reported and investigated at 2:30 p.m., & 
vent the normal oxidation of these pressor collation of reports led to the hypothesis 
amines, resulting in hypertensive crises that chicken livers eaten at the noon meal, 
similar to those seen in cases of pheo- in combination with tranyleypromine, were — 
chromocytoma. responsible for the hypertensive crises, 
The following represents an acute clini- Each of the above-mentioned patients, plus 
cal episode encountered at the Institute of four others showing milder symptoms but 
Living, a 400-bed private, nonprofit psy- with significant rise in blood pressure and 
chiatric hospital in Hartford, Conn. minor discomfort, had eaten chicken livers 
On October 21, 1965, there were 27 approximately 45 minutes prior to the onset — 
patients receiving tranyleypromine ( Par- of symptoms. A description of the reaction” 
nate), alone or in combination with other of 17 patients is given in Table 1. 
ty psychotropic drugs, mainly phenothiazines, Further analysis of the data on 
Fourteen patients were taking part in a patients receiving tranylcypromine 
t research project to determine the advan- the following: 4 
f tages of the combination of tranyleypromine 1. No patients had eaten cheese over the 
(d and trifluoperazine over either of the drugs preceding 48-hour period and no single 
food other than chicken livers had been 
eaten by all of the patients with side ri 
actions." 
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2. Patients who were not on tranyleypro- — 
mine did not experience symptoms. Patients 
on tranylcypromine did not experience side _ 
effects unless they had eaten chicken livers. 
All four patients who were on tranyleypro- 1 
mine alone and had eaten liver had serious — 
side effects with the exception of one pa- 
tient on tranyleypromine alone who had ~ 
only one bite of liver. This patient showed a — 
rise of 32 mm. systolic pressure with no sub- — 
jective symptoms. j ; 

3. Of the 13 patients who were on tranyl- 
cypromine and a phenothiazine and ate liv- 
er, six had side reactions and seven did not. 
These six reactors were on relatively small- 
er doses of phenothiazine and/or larger 
doses of tranylcypromine, when compared 
with nonreactors. 


INVESTIGATION 


Since tyramine, as noted above, has been 
implicated as the amine responsible for 
hypertensive reactions in combination with — 
MAO inhibitors, samples of the chicken ~ 
livers served to patients and comparison 
samples of chicken livers were analyzed for — 
tyramine content by the biochemistry labo- 
ratories of the Institute of Living. The 
methods employed were modifications of 
the following :° 

A. Extraction. Yoshinaga, K., Itoh, C., 
Ishida, N., Sato, T., and Wada, Y.: Quan- 
titative Determination of Metadrenaline — 
and Normetadrenaline in Normal Human 


Urine, Nature 191:599-600, 1961; and Spec- — 
tor, S., Melmon, K., Lovenberg, W., and — 
Sjoerdsma, A. : The Presence and Distribu- — 
tion of Tyramine in Mammalian Tissues, J. 
Pharm. Exp. Ther. 140:229-235, 1963. 

B. Paper chromatography. Spector et al., 
ibid. | 

C. Color development on paper (p-nitro- | 
aniline). Wickstrom, A., and Salvesen, B. 
Separation and Identification of Some Sym- 
pathomimetic Amines by Paper Chroma- 
tography, J. Pharm. & Pharmacol. 4:631- 
635, 1952. 

D. Color development on extracts (p- 
nitroaniline). Bray, H. G., and Thorpe, — 
W. V.: “Analysis of Phenolic Compounds ~ 
of Interest in Metabolism,” in Glick, D, ed.: 
Biochemical Analysis. New York : Intersci 
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2 Details of analysis on request. 


BRIEF COMMUNICATIONS | 


shi [ February 


ence Publishers, 1954, vol. 1, pp. 27-52. 
_. E. Fluoremetry. Spector et al., op cit. 
Tyramine content of the suspected liver, 
by two independent methods, was 94 
pvg/gm and 113 ug/gm. The tyramine con- 
tent of comparison chicken livers was be- 
low limits of detection by the methods 
used (less than 0.5 ug/gm). (See Table 


f TABLE 2 
Analysis of Tyramine Content of Livers 


SUSPECTED COMPARISON 
LIVERS LIVERS 
(u6/GM OF (u6/GM OF 
k, METHOD TYRAMINE) TYRAMINE) 
= Isotope dilution 
= and purification 
to constant 
specific activity 94 <05 
Fluorometric 
analysis 
(Method of 
113 <05 


-Spector et al.) 


_ DISCUSSION 


_ Previous reports indicate that hyperten- 
_ sive episodes have occurred while patients 
were taking MAO inhibitors with wines 
aving approximately 25 ug/ml of tyramine 
and cheese with 1.4 mg/gm(8). Chicken 
livers ingested by patients as noted above 
had a tyramine content sufficient to include 
this food among those to be avoided if 
MAO inhibitors are prescribed. Since ordi- 
nary liver does not contain tyramine, one 
might hypothesize that decarboxylase en- 
zymes are activated, converting normally 
_ present tyrosine to tyramine. It would be 
= valuable, perhaps, to investigate at what 
temperature range, and for what period of 
time, liver must be maintained to facilitate 
this enzymatic reaction. 

A second, and perhaps more clinically 
valuable, investigation might be directed 
toward examining the question of why 
some patients on tranyleypromine and 
phenothiazine had a reaction while others 
on this combination did not. All patients 
in this sample on tranylcypromine alone 
had a reaction, and all patients who were 
on milligram dosage of trifluoperazine (or 


an equivalent dose of other phenothiazine ) 
which was more than half as much as the 
milligram dose of tranylcypromine, were 
protected. All the patients on tranylcy- 
promine and phenothiazine whose tranyl- 
cypromine dose was equal to or more than 
two times the trifluoperazine (or equiva- 
lent) dose had some degree of reaction. 
There have been hypertensive crises in pa- 
tients on Parstelin, but the ratio of tranylcy- 
promine to trifluoperazine in this medica- 
tion is ten to one. 

Work being carried out by one of the 
authors over the last few years indicates 
that chlorpromazine modifies the release 
of catecholamines from their normal stores 
and also changes the sensitivity of these 
stores to mobilization by tyramine(3, 4, 
5). Further studies in this area may estab- 
lish dose ratios of phenothiazine with MAO 
inhibitors which will protect the patient 
from dangerous hypertensive reactions. 


SUMMARY 


Chicken livers ingested by patients who 
were receiving the MAO inhibitor, tranyl- 
cypromine, gave rise to six serious hyper- 
tensive episodes and four moderately 
severe side reactions. Biochemical analysis 
of samples of chicken livers ingested by 
patients who showed adverse reactions 
showed the presence of approximately 
100 ug/gm of tyramine. Further investiga- 
tion is needed to verify the hypothesis that 
patients on tranyleypromine and a pheno- 
thiazine who ingested liver were free of 
symptoms as a result of the protection af- 
forded by the phenothiazine when pre- 
scribed with the MAO inhibitor at a given 
milligram ratio, 
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AN EXPERIMENT IN PROGRAMMED TEACHING 
OF PSYCHIATRY 


JAMES L. MATHIS, M.D., CHESTER M. PIERCE, M.D., AND 


VLADIMIR PISHKIN, Pu.D. 


The object of this study was to deter- 
mine whether or not basic psychiatry could 
be taught more efficiently and rapidly by 
programmed methods, thereby freeing 
didactic classroom hours for student con- 
tact with patients. It was felt that true 
assimilation of psychiatric concepts and at- 
titudes could be obtained best by actual 
student-patient contact, and that many 
hours now being expended on learning 
basic psychiatry in the pre-clinical years 
could be so used. 

The authors first compiled a list of what 
they thought were the concepts and terms 
basic to the psychiatric field. The task of 
listing and defining over 450 items revealed 
that psychiatric dictionaries, glossaries and 
textbooks contain an amazing amount of 
ambiguity and that while description is fre- 
quent and lengthy, true definition is rare. 

After the authors had agreed upon the 
definitions, they were submitted to three 
full professors of psychiatry for further vali- 
dation and rating. Two of these men are 
full-time faculty members and psychoanal- 
ysts, and the third is a clinical professor 
who is in private practice. The lack of 
agreement upon what was pertinent, and 


Read at the 121st annual meeting of the Ameri- 
can Psychiatric Association, New York, N. Y., May 


-7, 1965. f 
z TE authors are with the University of Okla- 
homa Medical Center, Oklahoma City. Dr. 
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try, Neurology and Behavioral Sciences. Dr. Pish- 
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if pertinent, upon the correct definition, was — 
astounding. As has been reported elsewhere 
in detail, complete agreement among the ~ 
experts and between the authors and the a 
experts was finally reached on only 174 of 
the terms, although the teaching impor- 
tance of many of the excluded terms was — 
probably equal to that of those retained. 
The next step was to arrange the selecte: 
items from the least to the most difficult 
in accordance with learning theory. This 
was done by giving them in test form via” 
tape recording to 87 junior medical stu- 
dents who had finished a minimum of 250 — 
hours of classroom instruction in basic 
psychiatry. The definition or concept was 
read to them and they were allowed ten 1 
seconds to record the word or phrase in- 
dicated. A cue word or phrase was then ~ 
given, and the students were allowed an 
equal amount of time to change the orig- 
inal answer if so desired. The results were ~ 
then graded and analyzed according to 
the percentage of students correctly iden- 
tifying the item so as to achieve the final ` 
ordering from least to most difficult. ; 
An outline of basic psychiatry consisting | 
of 77 double-spaced typewritten pages was 
compiled. This began with personality de-i 
velopment and was consistent with the 
American Psychiatrie Association Diagnos: 
tic and Statistical Manual of Mental Disor= 
ders. Ninety questions and statements wer 
programmed from this outline so that th 
statement, the cue and the answer were” 
interlocking learning material and formed — 


a sequence from personality theory 
through clinical syndromes. The final eight 
tatements were brief case abstracts which 
ended to summarize the entire program. 
_ Statement number 32 is an example of 
the programmed material. 
“Simple, hebephrenic, paranoid and pseu- 


actions. Another type frequently seen acute- 
in young people is ” The cue 
“negativism and automatism.” The an- 
wer is “catatonic.” . 
In order to determine the validity and 
ectiveness of the method and the materi- 
al, the outline and the programmed ques- 
tions were given to student volunteers at 
local seminary. These were freshmen 
nd sophomores whose maximum train- 
‘ing in psychiatric concepts was either high 
School psychology or nothing. Twenty-five 
olunteers were asked to study the outline 
ind use the programmed sheets until they 
re 90 percent proficient in identifying 
the statements on the program. They were 
iso asked to record the number of hours 
ecessary to reach this state of proficiency. 
they knew that the task was to be done 
n their own time and that the outcome 
uld have no bearing upon their scholas- 
standing. 
None of the seminarians completed the 
task to 90 percent efficiency on the state- 
ments. The time spent on the material was 
from 8 to 25 hours, with an average of 
17.3 hours, but only ten of the volunteers 
ook the examination. 
Testing was done by means of ten ques- 
ions prepared by a West Coast psychia- 
ist who is an assistant examiner on the 
_ American Board of Psychiatry and Neurol- 
ogy.' He prepared questions that he had 
sed previously on board examinations 
or psychiatrists ; it was obvious that with 
_ questions of this degree of difficulty, per- 
centage grades could be expected to be 
quite low. The examination was given to 
the seminarians and to the junior medical 
_ class. The medical students were given the 
exam as if it were a routine quiz, but the 
seminarians knew that the outcome would 
not alter grades or class standing. Each 
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group was allowed one and one-half hours 
for the examination. 

Twenty-five papers were chosen random- 
ly from the junior class and were com- 
bined with the ten papers from the semi- 
narians so as to be unidentifiable to the 
grader. They were graded by a practicing 
psychiatrist? who is a member of the Ameri- 
can Board of Psychiatry and Neurology 
and who is also a member of the faculty 
at the University of Oklahoma Medical 
Center. He had no contact with the stu- 
dents, and he was not aware of the proj- 
ect. The papers, and subsequently the 
grades, were identifiable only by a code 
number which was not available either to 
the grader or to the experimenters prior 
to the analysis. 

The seminarians were not given the pro- 
grammed definitions, as the authors felt 
that too much material added to their rou- 
tine studies would reduce their efficiency 
and motivation. This was probably an 
error. The volunteer students reported that 
most of their study time was expended 
in looking up definitions of what should be 
familiar words to medical students. 

The seminarians made an average grade 
of 43.2 percent, and the third-year medical 
students averaged 58.4 percent. The grades 
for the seminarians ranged from 82 percent 
for a boy who spent 17 hours on the ma- 
terial to a grade of 15 percent. The medi- 
cal student grades ranged from a high of 
78 percent to a low of 42 percent. 

The grading psychiatrist felt that with 
hindsight he could differentiate the medi- 
cal student papers from those of the semi- 
narians. The medical students, as would be 
expected, tended to use more clinical 
terms and examples than did the seminari- 
ans. However, the paper with the highest 
grade was misidentified as belonging to a 
medical student. 

DISCUSSION 


_ The minimum of 250 hours of classroom 
instruction for the junior medical students 
does not include knowledge obtained 
through other courses and case presenta- 
tions and time which they hopefully spent 
in study for examinations. They were fur- 
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ther motivated in believing that they were 
taking a regular, although somewhat more 
difficult, examination. The seminarians had 
no such motivation, no clinical contacts 
and no previous didactic instructions. By 
far the best examination paper, one with 
the phenomenal grade of 82 percent, was 
written by a freshman seminarian with a 
total of 17 hours self-instruction. 

The authors do not consider this more 
than an introductory study. They feel, how- 
ever, that even in its present admittedly 
crude form this exercise indicates that much 
time is being wasted in lecturing to large 
bodies of students, The inclusion of the 
programmed definitions, some case demon- 
strations and perhaps some other visual 
aids probably would have markedly nar- 
rowed the gap between the seminarians 
and students. The seminarians felt that an 
occasional few minutes’ consultation with 
an instructor would have been of great 
value. If one keeps in mind the great dif- 
ference in time spent and the marked dif- 
ference in academic sophistication, one is 
forced to conclude that our present teach- 
ing methods leave much to be desired when 
one tests for purely didactic material. 

The inescapable conclusion is that self- 
instructional didactic material can be of 
great value as a supplement to our present 
traditional methods of teaching. The meth- 
od also offers an efficient orientation to the 
beginning resident in psychiatry, or it 
could be used for a relatively quick review 
by students. Most psychiatrists would agree 
that attitudes and feelings are of prime 
importance in the psychiatric sophistication 
of a physician. Since it is further agreed 
that this can .be developed only through 
supervised contact with patients, it is the 
author's contention that programmed in- 
struction could free innumerable,hours for 
this more profitable experience for the 
medical student. 


DISCUSSION 


Hizuarp Jason, M.D., Ed.D. (Rochester, 
N. Y.).—I find myself vigorously supporting the 
intent and conclusions of this paper while 
having to challenge part of the methodology. 

I am in unrestrained sympathy with the 
notion that much which we now do as teachers 
could be accomplished more efficiently and 
effectively by other methods. One of the most 


useful of these methods is the careful prepara- 
tion of materials for individual use by student 
It was fully 50 years ago that Thorndike 
wrote: “A human being should not be 
wasted in doing what 40 sheets of paper or 
two phonograph records can do. Just because 
personal teaching is so precious and can do 
what books and apparatus cannot, it should be 
saved for its peculiar work”(3). These words 
have special relevance for psychiatry. 
I contend that learning psychiatry is so — 
fraught with subtleties and overtones, that 
complex conceptual models and emotional en- < 
tanglements are so central, that the human 
teacher is here more precious than in other — 
educational settings. I applaud this attempt to 
free the teacher to use himself where he is most 
needed. 
The authors prepared a booklet incorporat- 
ing definitions of many of the key concepts in 
basic psychiatry. I know, from an earlier 
report(2), the pains to which they went in ` 
arriving at these definitions. For the most — 
part they are an admirable achievement of 
brevity without loss of clarity. I will sidestep 
the question of the adequacy of these defini- — 
tions, not because it is unimportant, but be- 
cause it is not germane to the present discus- 
sion. I do want to question, however, the 
educational technique of having a course of 
study begin with a statement of definitions. 
The hallmark of definitions is that they are 
generalizing conclusions drawn from a body © 
of observations. They can, by their very nature, 
only be meaningful and only come to life for ~ 
a learner when they help him to explaii 
synthesize or summarize observations which © 
he himself has made. He must see them as 
answers to questions he has raised. As Cantor 
says in his excellent chapter on this topic, 
“The time for definitions is at the end of ~ 
exploration, not at the beginning of inquiry” 
(1). The point, then, is that the teacher's — 
task in an introductory course is not to provid 
crisp definitions but to help students recognize 
the relevant questions for which the definitions ~ 
will later provide answers. 5 
To briefly illustrate, the booklet used in this 
study provides this definition of repression : 
“An unconscious, but purposeful forgetting. It 
is used massively in childhood and adolescence. 
Unacceptable memories, ideas, thoughts 
impulses are simply removed from conscio 
ness.” Few of us would disagree with wl 
that says. But, oh, what it doesn’t say—the 
enormous range of associations and experiences” 
that well up inside each of us who has 
to grips with the problems of emotional 
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_ functioning. To “learn” the definition out of a 
book without having some measure of ex- 
perience in which to fit it is simply to accept it 
on faith or to memorize, neither of which, I 
_ submit, is learning. 

The subjects in this study were asked to 
acquire a variety of definitions and conclusions 
which could not have had any genuine mean- 
ing for them. I must conclude that one outcome 
_ of this study has been the demonstration of a 
principle which was not intended. It upheld 
the notion that definitions are inappropriate for 
_ beginners. For them, definitions are hardly 

different from nonsense syllables, which can 
__ be temporarily retained by anyone of average 
intelligence who devotes himself to the task. 
If recalling definitions had demanded more of 
_ the learners, the vastly superior backgrounds 
of the medical students should have caused 
_ far wider score differences. 
= What we have seen, I believe, is that 
several hundred hours of devotion to definitions 
__ by medical students left a residue not signifi- 
_ cantly greater than the effect of a few hours of 


If I were to personify our psychiatric 
_ terminology, I would portray depression as 
_ an old man, the manic as an acrobatic 
i court jester and anxiety as a prostitute— 
a prostitute, because she lends herself to 
all men, all functions, all diseases, all moods 
and all needs. Even as descriptive ter- 
minology, anxiety states are uniform only 
[ because a variety of phenomena are 
blended together into one semantic soup. 
: A popular way of defining anxiety is to 
~ contrast it with fear. Fear, it is said, is a 
= reaction to an objective, real danger, while 
anxiety is diffuse, often without cause and 
not warranted by the reality situation, One 
difficulty with such attempts at definition 
is that we are using one and the same word 
for a large number of phenomena. 
We have witnessed acute anxiety mani- 
festations resembling panic that occur 


Based on a paper read at the 12st annual 
meeting of the American Psychiatric Association, 
New York, N. Y., May 3-7, 1965. 
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intensive work by far less sophisticated learn- 
ers. As the authors have concluded, this 
Poses a serious question about the efficacy of 
the method of didactic instruction of the first 
two medical years. It also, I feel, raises an 
inescapable question about the appropriateness 
of having definitions be the content of intro- 
ductory instruction. 
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PSYCHOTHERAPY OF ANXIETY STATES 
MARIANNE ECKARDT, M.D. 


when a person is unable to focus on the 
tasks confronting him due to inner pre- 
occupation. These affect us quite differ- 
ently than the high-pitched, colloquially 


called hysterical, tone of a person who in- - 


sists he could not possibly do something, 
or who threatens suicide with a pressure 
resembling blackmail, hoping to get some- 
body to change an aspect of the situation. 
We have seen the well-established, phobic- 
like anxiety that concerns certain actions 
or situations which seem to be ritualized 
tabus of living, often connected with priv- 
ileges that are insisted upon because one 
is anxious. We are all familiar with the 
great discomfort arising in a person who 
finds himself in a quandary because he 
has gotten into a situation he is unable to 
cope with due to certain personality con- 
stellations. 

Our difficulty in pinning down the pre- 
cise meaning of anxiety is, however, not 
only due to our lack of semantic subtlety. 
It has also been compounded by our con- 
ceptualizing anxiety as the prime motor 
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in establishing neurotic functioning, in 
terms of the initial trauma that causes anx- 
iety, the anxiety that establishes the pat- 
tern of defense and the anxiety that is the 
guardian of the neurotic defenses by means 
of sounding warning signals when danger 
is anticipated. We thus perceive anxiety 
behind every bush and, for example, will 
speak of an overly arrogant, overly obse- 
quious or overly eager person as one who 
is really very insecure and anxious, although 
no outward manifestations are present. 

In addition to all this confusion we have 
declared anxiety to be the emblem of our 
time. The present era, it is said, is the age 
of anxiety. The uprooting of tradition, the 
flooding of everyone with the most con- 
tradictory bits of information through our 
mass media, the confusing interdepen- 
dence in world politics and our knowledge 
of possessing the tool for humanity's self- 
destruction—all this and more is cited to 
create the image of lost, alone, isolated 
man, who can find comfort only by facing 
up to these existential anxieties and con- 
soling himself in his historical fate. 

We too easily equate anxiety with basic 
helplessness since, very often, we deal 
with a phenomenon that has teeth as well 
as vulnerabilities, system as well as con- 
fusion. Most patients take to an image of 
themselves as basically helpless and mis- 
treated as readily as ducks to water. They 
may find us, however, more sympathetic 
than helpful. 

I have wondered why we have become 
so enamored with this helpless image when 
we talk of anxiety. A historical view may 
give us some perspective. With his mar- 
velous ability to observe phenomena, Freud 
soon established that not all phenomena 
were spontaneous anxiety. He recognized 
that some anxiety reactions seemed to have 
a definite, purposive function. The func- 
tion was a warning not to proceed with 
whatever one was about to do. But Freud 
also had a talent and genius for tying the 
observed into a grand over-all scheme. 
Thus he immediately deduced that this 
purposive anxiety was present only be- 
cause it had been initiated by the memory 
of a feeling of helplessness in face of a 
potentially traumatic situation. Essentially, 
we have retained this reasoning. No mat- 


eased of 


ter how strongly manipulative a patient 
may be through his anxieties, how strong 
in imposing his preferences on others, we ~ 
automatically regard this behavior as 


„defensive posture which shields the fun 


damentally helpless and frightened indivi- 
dual. 

- Clinical observation does not bear this 
out. Many a child will learn to control his 
mother by screaming. If the child is suc- | 
cessful in getting his way he will become 
very good at this method of proceeding. 
And why not? Children will test the flex- 
ibility of our limits. This is not a response 
to anxiety. It is normal learning. This may 
not be very useful education and the child 
may get into trouble. All I wish to point 
out is that it was not insecurity and anxiety 
that started the particular willful behavior 
pattern. :) 


NEED TO DEFINE AIMS 


Psychotherapy has to have a model, a 
framework of proceeding just as other ther- 
apies do. Psychotherapy has tended to dif- 
fer from medical therapeutic models by 
purposely disregarding the symptom. In: 
stead, it has endeavored to unravel the 
mysteries of the whole personality struc- 
ture. The reason for this has been that the - 
initial symptoms were often the bridge 
which permitted a distressed person to 
come to a therapist but not the real focus o; 
trouble. This intentional policy of noncom 
mitment to changing any specific particular 
aspect of the patient’s behavior has thera: 
peutic disadvantages. I suggest that we also 
try to define our aim of change and thus 
mobilize the therapist’s as well as the pa- 
tient’s efforts towards this enterprise. 

Differential diagnosis is essential for 
treatment. Since the range of phenomena 
to be differentiated is wide, I will limit 
my comments to two possibilities for in 
quiry. Are anxiety manifestations an expres 
sion of a way to get things done by arousing — 
others, or are they the consequence of a 
personality dilemma? Patients who seem 
helpless and very anxious, imploring ye 
passive and who have a long history 
psychiatric therapy, pastoral counseling or 
casework therapy, face us with the q 
tion whether running for helpful guidance 
and arousing missionary spirits in others 


has become part of their coping pattern. 

_ Profound inadequacies may exist in many 
_ areas, but these patients may be expert at 
the “dumping problems in other people's 
___ laps” manner of behavior. They are just as 
good at this as someone else may be good 
at running a store. The therapist must be 
keenly aware of this, for the patient will 
be cooperative in investigating the past 
_ and the distressing present and yet misuse 
therapy as part of the established way of 
conducting his business of living. Beneath 
this tactic of helplessness we must bring 
into direct focus the patient’s thoughts, ‘de- 
ires and feelings and help him organize 
ese into a preferable plan. Bringing others 
- Into action tends to obscure what one 
__ thinks or what ought to be done. 
Most of the time anxiety is the conse- 
| quence of inner personality dilemmas in 
_ which the patient is confronted with alter- 
native courses of action, neither of them 
compatible with his way of existing. For the 
sake of simplification I will invent an ex- 
ample. 
___ A boy who had a good record in elemen- 
_ tary school falls behind in junior high 
_ school and develops severe attacks of anx- 
jety. In elementary school he had de- 
veloped the pleasing notion that he was 
_ so bright that he had no need to study, 
© While his fellow students could match his 
level of performance only by hard work. 
Now school requirements had changed, 
however, and he finds himself confronted 
with the choice of failing or the shame of 
F making an effort. 
K It is important to remember that it is 
the conflict rather than the scholastic de- 
linquency that caused the anxiety. Another 
boy may also fail but not be troubled by 
his failure as he has decided that “school 
is not important” or that “learning is not 
for him.” More precisely, it is the fact that 
he is trapped by the conflict that causes 
the anxiety, The first boy’s self-image was 
that of effortless, superior brightness ; his 
expectation was that he would come 
through with flying colors. He found him- 
self in difficulties when his performance 
did not match his expectations. The second 
boy's self-image was one of “he who fails,” 
and his expectations and his performance 
were in accord with his image. This boy 


might be disquieted by unexpected success, 
a phenomenon frequently encountered in 
adult therapy. 

Patients will say, and therapists often 
think, that anxiety disrupts functioning, 
However, in stressing conflicts as a source 
of anxiety we are reversing the proposition. 
Anxiety appears because we cannot func- 
tion because intentions are jammed. A clini- 
cal observation bears this out, We see pa- 
tients who insist that they are afraid to 
telephone, make business contacts, learn 
how to drive or to speak to an audience. 
They strenuously avoid these activities and 
have avoided them for years, The mere 
contemplation of such engagements causes 
anxiety. But one day something happens 
that either leaves them no choice or that 
tips the balance of motivation in favor of 
the activity, and the person does what he 
dreaded doing without a flicker of discom- 
fort. The relief is great and the improve- 
ment may last. The only change in the 
patient is that he acts rather than agitates 
about the not doing. 

The implications for therapy are modest 
yet significant. Symptoms may be an ex- 
pression of a more pervasive difficulty in 
living, which has no easy answer, But 
dramatic favorable and lasting changes in 
patients warn us to retain some therapeutic 
optimism. Conflicts and trappedness in 
dead-end living experiences are part of 
human existence, Resourcefulness depends 
on many factors; rigidity of personality 
characteristics. is only one. Change is not 
only related to the resolution of old pat- 
terns and reactions but also to seeing new 
possibilities, new contexts and new ways 
of perceiving our situations and relation- 
ships. As therapists we are apt to overesti- 
mate the “ruttedness” of behavior, We do 
not sufficiently entertain the possibility that 
the person may be in a rut because he 
literally does not see acceptable alterna- 
tives. When he does, he May surprise us 
with the ease with which he leaves the rut 
behind. 

_ The anxiety of a person who feels caught 
in a jam looks the same no matter what 
the source of the difficulty. Neither the 
intensity of the anxiety nor its duration 
are of prognostic significance. Obtaining 
a good history of the person’s personality 
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development leads to a historic understand- 


ing, but it does not necessarily give us an 


estimate of the potential for change. Our 
theories have viewed character traits or 
patterns of existence too much in the light 
of defense mechanisms and from the van- 
tage point of the ideal norm. The implica- 


tions were that we would have the neces-. 


sary flexibility of character, the capacity 
to learn and cope with no matter what, if 
neurotic defenses did not interfere. An- 
thropology and sociology have taught us 
a more realistic view. We normally grow 
into existing patterns of our culture and 
subculture. We adapt to a select way of 


existence which may well be at odds with’ 
circumstances encountered at a later point 
in life. 

The challenge of our time demands a 
much greater capacity for tolerating change 
than ever before. We need to keep up with 
the times and develop a willingness to re- 
learn. Our theories have favored the idea 
that the personality is basically set at five 
years of age. I believe we need to reorient 
ourselves and learn more about man’s po- 
tentials for change. A re-evaluation of our 
too one-sided concepts of anxiety may con- 
tribute toward greater differentiated thera- 
peutic effectiveness. 


ST. AUGUSTINE: ON GRIEF AND OTHER 
PSYCHOLOGICAL MATTERS 


STANLEY L. BLOCK, M.D. 


“There is a Spanish proverb,” San- 
tayana once remarked, “which says that 
every good house contains a winecel- 
lar and every good sermon a quotation 
from St. Augustine”(2). Aurelius Augus- 
tinius (354-430 A.D.) has been elevated 
to the position of one of the five Doctors of 
the Catholic Church along with Jerome, 
Ambrose, Gregory the Great and Basil. 
Two of his many books, Confessions and 
The City of God, have become classics of 
world literature. 

It is not the purpose of this paper to 
examine Augustine’s writings from the 
standpoint of literature, theology or phi- 
losophy. Much has been written; undoubt- 
edly, much more will be written by 
qualified scholars. His psychology, how- 
ever, warrants examination by the student 
of the history of psychiatry. Confessions 
represents a remarkable psychological 
achievement. It may very well be the first 
recording of a critical introspection into 
memories, thoughts, feelings and desires. 
His description of his personal life and 
many of the insights derived therefrom 
are parallel to modern observation and 
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theory. The purpose of this brief paper is 
to review some of these insights. 


ON 


For the modern psychiatrist, Augustine's 
description of infantile psychology has a 
surprisingly familiar ring : 


INFANCY 


At that time, I knew only to suckle and to be 
satisfied with enjoyable things and to cry at 
injuries to my flesh—nothing more. Later, I 
began to smile: first, while sleeping; then, | 
while waking. . . . Then, gradually, I became 
aware of where I was and began to desire to 
make known my wishes to those who might 
take care of them, But I could not, because 
these wishes were inside and those people 
outside. These latter were not endowed with 
any sense whereby they may enter into my 
soul. So I began to toss about my limbs and 
my cries, as signs indicating my wishes, doing 
the few things that I could, as well as I 
could, for they were not like the truth. When 
I was not heeded, either because not under- 
stood or because of a harmful request, I 
became indignant at the fact that my elders 
did not obey and, independent, would not 
serve me. So, I got even with them by cry- 
ing(3, Book I, chap. 6 [7-8], p. 9). 


Augustine seems to have recognized, as 
modern child psychology recognizes, that 
the neonate has not made a differentiation 
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of self and nonself ; rather, this is a develop- 
mental task that proceeds in a stepwise 
fashion after birth. It is likely that the neo- 
nate can only perceive states of increasing 


or decreasing tension, pleasure or pain. 


Rene Spitz(5) and others have demon- 
strated that if development proceeds nor- 
mally, the infant begins to recognize some 
external object and to retain a memory of 
it at age two and one-half to three 
months, This stage of object recognition is 
expressed in the smiling response of the 
infant. There is little question that Augus- 


tine recognized this, even citing the smile 


ty 


s the earliest expression of a developmental 
phase attained. At a later developmental 
stage, Augustine called attention to the in- 


‘Tonment’s failure to behave in accordance 
with omnipotent wishes. Aggression, there- 
fore, was recognized as a basic ingredient 
of the human condition arising from 
frustration of need or from anticipated 
frustration of need in the form of jealousy 
or envy. 
Augustine was not fooled by the myth of 
he innocence of babes : 


. .. the weakness of infant limbs is innocent, 
but not the minds of infants. I myself have 
seen and have had experience with a jealous 
child: he could not speak, but, growing pale, 
would stare with a bitter look at his foster 
brother. Who does not know this? (3, Book T 
chap. 7 [11], p. 12). 


Unfortunately, too few investigators in 
the long history of medical psychology 
have known this. Systematic investigation 
of infantile psychology was delayed some 
fifteen centuries until Augustine’s observa- 
tions were elaborated. 


ON MEMORY 


In his investigation of memory, Augus- 
tine came close to some momentous 
discoveries. Certainly he was aware of 
conscious and preconscious memories. He 
was quite clear in his description. There 
are even some hints that he knew about 
associative processes, a discovery which 
we attribute to Hobbes, when he refers to 
“uninterrupted sequences” of memories. 
One looks in vain, however, for any 


recognition of unconscious processes. An- 
other quotation will serve to illustrate his 
thinking regarding mentation. 


So . . . I come into the fields and broad 
palaces of memory, where there are treasures 
of innumerable images, brought in from all 
sorts of sense objects [that is, memory traces]. 
There is stored away whatever we cogitate 
on, too, either by adding to, or taking away 
from, or changing in any way the things which 
sense perception has contacted, and anything 
else kept or put back there, which forgetful- 
ness has not yet engrossed and buried. 

When I am in it, I can request that what- 
ever I wish be brought forward. Some things 
come forth immediately; others are hunted 
after for a longer time, yet they are dug out 
as it were from some concealed containers ; 
still others rush out in a mob, when something 
else is sought and looked for, jumping forth 
in the middle as if to say: “Would we do 
perhaps?” . . . . Other things come up as 
they are required, in easy and uninterrupted 
Sequence . . . . Great is this power of memory, 
exceeding great, O my God, a vast and un- 
limited inner chamber. Who has plumbed its 
depths? (3, Book X, chap. 8 [12-15], pp. 
273-275). 


Who, indeed, has plumbed the depths ? 
But the method that Augustine employed, 
the introspective method, has proved the 
most fruitful for meaningful exploration. 


ON GRIEF 


A third area of psychology that Augus- 
tine developed in his writing is that of 
grief and mourning. Not only does this 
represent a beautiful and poignant piece 
of literature, but it represents, I think, 
some remarkable insights into the process 
of grieving. At the death of his mother, 
Augustine wrote : 


I pressed her eyes closed, and a huge wave of 
Sorrow flooded my heart and flowed outward 
in tears, yet at the same time my eyes turned 
the forceful command of the mind, repressed 
their flow until they were quite dry... . For 
we did not think it appropriate to mark this 
funeral with sorrowful tears and ejaculations : © 

t was the usual custom in mourning the 
unhappy lot of the dead, or their complete 
extinction. But, she did not die unhappily, 
nor did she die altogether. We had good 
on this point, both from 
way of living and from 


reasons for assurance 
the evidence of her 
her faith unfeigned. 
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What, then, was it which caused grievous 
pain within me, if not the fresh wound arising 
from the sudden breaking of a very sweet 
and cherished habit of living together? ... . 
Since I was thus bereft of such great comfort 
from her, my soul was wounded and it was 
as if the life which had been made one from 
hers and mine were torn to shreds... . I 
discoursed in another part of the house, where 
I could do so fittingly, with those who felt 
that they should not leave me, on a subject 
appropriate to the occasion. By this balm of 
truth, I softened the torment which was known 
to Thee but not to them, and they listened 
carefully and thought that I was without any 
sense of sorrow. But I, before Thy ears, 
where none of them could hear, rebuked the 
tenderness of my feeling and suppressed the 
flow of grief. It gave way before me, a little ; 
again it returned in its violent flood, but not 
enough to overflow in tears, or in any change 
of my countenance. But I knew what I was 
suppressing in my heart... . When the body 
was ried to the grave, we went, we re- 
turned—without tears... - But throughout 
the day, I suffered heavy grief within me 
and, in the turmoil of my mind, I besought 
Thee, in so far as I could, to heal my sorrow 
_... It seemed to me then that I should go 
and bathe, for I heard that the word for 
baths (balneum) has its origin in the fact 
that the Greeks say balaneion, that which 
drives anxiety from the mind... - I bathed, 
and was in just the same condition as I had 
been before bathing. The bitterness of my 
grief did not flow off in sweat from my 
heart. 

Then I slept, awakened, and found that my 
sorrow was softened not a little. As 1 lay 
alone in my bed, I recalled the veracious 
verses of Thy Ambrose. : - - Then, by 
degrees, I recovered my former way of think- 
ing of Thy handmaiden and her holy behaviour 
in regard to Thee, along with her saintly 
kindness and benevolence toward us, of which 
I was suddenly bereft. It was a relief to weep 
in Thy sight about her and for her, about 
myself and for myself. I gave freg course to 
the tears which I was still restraining, per- 
mitting them to flow as fully as they wished, 
spreading them out as a pillow for my 
heart... i 

‘And now, O Lord, I am confessing to Thee 
in writing. Let him who wishes read and 
interpret it as he wishes. If he finds it a sin 
that I wept for my mother during a little part 
of an hour, the mother who was dead for the 
time being to my eyes, who had wept over me 
for many years that I might live before Thy 


eyes—let him not be scornful; rather, if he is 
a person of great charity, let him weep him- 
self for my sins, before Thee, the Father of all 
the brethern of Thy Christ (3, Book IX, chap. 
12 [29-33], pp. 255-259). 


Here in some 600 words is a detailed 
description of grief. The extreme sense of 
personal loss of a loved one, the attempted 
suppression of weeping, the attempts to 
redistribute his libidinal investment and 
the final abreaction of the loss through 
weeping are all chronicled in the most 
graphic terms. 

A more detailed inspection of this ex- 
cerpt reveals the following: Augustine 
began with the death of his mother and — 
his attempt to suppress his grief and the 
weeping which must accompany grief. He 
realized that a strong emotional tie had — 
been broken; he phrased it well in the 
sentence, “it was as if the life which had 
been made one from hers and mine were 
torn to shreds.” He tried to shift his atten- — 
tion by discussing other things with friends — 
in order to suppress his grief. He tried | 
prayer and hydrotherapy to no avail. He — 
tried sleep without relief. If he dreamed — 
during that sleep, he does not report it, — 
unfortunately. Finally, he found the psy- | 
chological keystone ; he began a recitation 
of some verses of St. Ambrose, These, in — 
turn, led his associations back to his mother — 
and he was struck by the reality of her — 
death. At this point, he cried. With this — 
emotional catharsis, Augustine had begun | 
the work of mourning—“it was a relief to 
weep . . . about her and for her, about — 
myself and for myself.” 

One millennium and a half later, modern 
insights concerning mourning were formu: 
lated which bear witness to the honesty of 
Augustine's self-revelation and the intui- 
tive understanding that he discerned from ~ 
his own grief. The classic paper in modern 
dynamic psychiatry which formulates a 
theory of grief is Freud’s 1917 paper, 
“Mourning and Melancholia’(1). I quote 
excerpts from this paper in order to — 
illustrate the parallelism between Augus- | 
tine’s self-observations and Freud’s clinical 
descriptions and theoretical formulati 
Freud asked : 


Now in what consists the work which mou 
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the loved object no longer exists, uires 
forthwith that all libido shall be withdrawn 


may be universally observed that man never 
willingly abandons a libido-position, not even 
_ when a substitute is already beck 
~ him. This struggle can be so intense that a 


being clung to through the medium of a 
hallucinatory wish-psychosis. The normal out- 


tachment of the libido from it accomplished. 
Why this process of carrying out the behest of 
= reality bit by bit, 


ego 


Unfortunately, the influence of Platonic 
idealism is 


preoccupation with 
_ the world of ideas, The fact that observa- 
tion led to his introspective insights did 
committing himself 
= to a preference for speculation over obser- 
revelation through 
faith and ecstatic experience, Augustine 
dealt a severe blow to further scientific 
progress in his denial of the value of seek- 
ing truth through direct observation of 
the natural world : 


To this, another kind of temptation joins 
company, one dangerous in many ways. For, 
over and above the concupiscence of the 
flesh which finds a place in the enjoyment of 
all sensations and pleasures, to which they 
who put themselves far from Thee become 
slaves unto their perdition, there is present in 
the soul through the same bodily senses a 
certain vain and curious desire . . cloaked 


under the name of knowledge and science 

- hot for fleshly enjoyment, but for gaining 
personal experience through the flesh, Be. 
cause this consists in the craving to know, and 
the eyes are the chief agents for knowing 
among the senses, it has been called con- 
Cupiscence of the eyes in holy Scripture (3; 
Book X, chap. 35 [54], p. 311). 


In summarizing the psychology of St. 
Augustine, one is impressed with his 
Courageous self-examination, although he 
scorned the very technique that he was 
employing. The validity of his insights 
has been attested by time; but he was a 
product of his age—an age dominated by 
Platonic ideals and the fervor of Christian 
faith. His insights did not lead him to 
further psychological exploration and in- 
vestigation. They led instead to further 
spiritual revelation and devotion, 

George Sarton has phrased the issue 
most clearly ; 


Unfortunately, most men are incapable of 
they exaggerate it to 
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NOCTURNAL ENURESIS: REMISSION IN A PATIENT 
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TREATED WITH DESIPRAMINE AND PROTRIPTYLINE 
CONRAD M. AYRES, M.D., F.A.C.P. 


In January 1960 the writer noted that 
imipramine (Tofranil®) controlled enure- 
sis in a hyperactive and depressed male 
adolescent.t Since that date several obser- 
vations on this property of imipramine have 
been reported(2, 3, 6, 9, 10, 12, 13). 

Desipramine (Pertofrane®),* the mono- 
methyl derivative of imipramine, is con- 
sidered to be an antidepressant having a 
quicker onset of action and fewer side 
effects than the parent compound(1, 4, 5, 7, 
8, 11). The structural formulas of both 
drugs, the only two dibenzazepine com- 
pounds known at present, are shown in Fig- 
ures 1, 2 and 3, as well as the dibenzepine 


nucleus. 


Figure 2. 
Imipramine hydrochloride 
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Figure 1. 

Dibenzepine nucleus 
(Dibenzazepine; N in position 5) 
(Dibenzcarbepine: G in position 5) 


; 
6 4 
i 


Illustrotion by C.M. Ayres, M.D. 


On the assumption that drugs with simi- 
lar chemical structure would have similar 
pharmacologic action, it was expected that 
desipramine would also possess the proper- 
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ty of controlling enuresis. The following — 
report from the author's private practice 
would seem to strengthen this assumption. — 
A 38-year-old married woman first came for 
consultation in April 1964. She related the — 
following history. f- 
Her parents were divorced when she was 
an infant and her mother had a lifelong his- 3 
tory of mental disturbance and emotional in- — 
stability. The patient had suffered from — 
depression and nocturnal enuresis since age ] 
18, when her family objected to her involve- — 
ment in a premarital relationship. Her first — 
marriage, at age 20, ended in divorce 2 years 
later. Her present marriage, contracted at age 
24, has been quite stormy with numerous 


Figure 3. 
Desipramine hydrochloride 
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separations and reconciliations. From age 18 
to 38, she received supportive therapy at 
various psychiatric clinics and had a series of 
9 electroconvulsive treatments with some im- 
provement of the depression. However, the 
enuresis continued, except on 4 occasions wh 
she was hospitalized (in 1946 and 1947 for 
obstetrical deliveries, in 1952 for nasal sur- 
gery, and in 1958 for psychiatric treatment) 
Recently, she had experienced more acute 
emotional disturbance because of severe mari- 
tal conflicts and the social maladjustment of 
her two children. In April 1964, irritability 
and argumentativeness had resulted in the loss 
of her job, and this in turn increased h 
depression. On examination, she showed un- 
warranted fears of impending disaster, ha 
feelings of depersonalization and complained 
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that life did not seem worth living. — 
During April and May 1964, she was treat- 
ed with phenothiazines without noticeable 
improvement. At the beginning of June, drug 
therapy was changed to desipramine, 25 mgs. 
orally, t.i.d., at mealtimes, and, within a few 
_ days, she improved remarkably. 
In May 1965, the patients drug therapy 
was changed to protriptyline (Vivactyl) for 
wo reasons. She suffered from early morning 
retarded depression not relieved by desipra- 
ine, which continued to relieve her nocturnal 
nuresis. In addition, she suffered from a side- 
ffect of desipramine, profuse perspiration, 
n the author's experience, this side effect, 


_ Under treatment with protriptyline, the 

atient became totally free of retarded depres- 
ion, and enuresis was controlled with the 
“Same success achieved by desipramine treat- 
‘ment. 


These observations raise the following 
questions: 1. Are desipramine and pro- 
iptyline as effective as imipramine in the 
ontrol of enuresis, 


f a depressive syndrome, perhaps in some 
ses a symbol of “nocturnal weeping ;” or, 
in this particular patient (who had suffered 
from severe fears of an out-of-wedlock preg- 
ancy) a symbol of menstruation ? 4, Will 
the knowledge acquired from the specific 
effects of drugs widen and clarify our under- 
standing of motivation processes as postulat- 
_ed by Schilder(14) ? 5. Can the more chal- 
lenging neurotic conflicts be ultimately 
resolved by the combined use of chemical 
and psychodynamic techniques? Further 
investigation of these questions would seem 
warranted. 
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PSYCHIATRY IN IRAN 
EBRAHIM J. KERMANI, M.D. 


The Kingdom of Iran occupies an area of 
628,060 square miles (about 1/6 of the 
United States) and has a population of 21 
million. It is located in Southwestern Asia. 
Iran, the name that replaced Persia in 1935, 
is a nation of great antiquity, oriental cul- 
ture, and has a history of a monarchical 
government for more than 2,500 years. 
Iran is potentially the greatest reservoir of 
oil in the east with all kinds of mining 
materials, and should be an industrial 
country. However, 68.6% of the population 
is rural and living in a primitive, agricul- 
tural manner. 

Education and religion. Education is 
supposed to be compulsory, but 48% of 
the youth are not able to attend school and 
have to work from the age of 8 to 10(4). 
There are 6 universities with more than 
20,000 students, and it has been estimated 
that 15,000 Iranian students are in training 
in Europe and the United States. The 
religion of the people is predominantly 
Islam. 

Customs, Discrepancy and contradiction 
in social classes are obvious at first view 
to foreign visitors. While well-dressed la- 
dies like mannequins are walking in the 
streets, many women with veils are going 
to the mosque or are busy with some sort 
of primitive work. Cadillacs and Lincolns 
are driven, as well as donkeys and horses. 
Some people are rich, with million-dollar 
assets, but still per capita income is less 
than $150 a year. In Tehran, the capital, 
and other big cities, one can visit night- 
clubs, go dancing, see cabarets, restaurants, 
movies and skyscrapers which can com- 
pete very well with famous European cit- 
ies. A few miles away, some people are 
living in the style of a thousand years ago. 

In Tran, the members of a family usually 
live together. It is not unusual to see father 
and mother with their children and grand- 
children, as well as grandmothers and 
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grandfathers all living in a family house 
They have lunch and dinner together. Th 
parents pay the children’s expenses even 
after they reach adulthood. The children 
take care of their parents in later life. In ~ 
other words, members of the family are 
very dependent upon each other. 

History of psychiatry in Iran. According — 
to the monograph of some famous Persian 


‘physicians, such as Avicenna (980-1037) E 


and Rhaze (865-925), psychotic patients — 
were called “mentally ill” in ancient Iran, — 
not lunatic or crazy as they were labeled — 
in Europe at that time. Khaje Rashid Al- — 
dine, a philosopher and physician, has writ- 
ten in his famous book, Comprehensive — 
History (dated 1240) . . . “for the treatment _ 
of melancholia,! perfume and soup with — 
saffron (crotus) should be used . . .” In ~ 
the ancient famous city of Yazd in 1280, — 
there was a state clinic named “The Home ei 
for Sick People” and there was a special — 
clinic set aside for mental patients only. — 
This was known as the “Unsound Mind 
Division.” ; 
Present time. Some of the procedures 
that have been initiated since 1917, when a a 
new kingdom and government were organ- 
ized, are as follows : 
1. In 1987, the medical school began teach- 
ing methods of psychiatry to its students. 
2. The Association for the Protection of — 
Insane Patients was organized in 1940. 3. 
Professor Krauz, the envoy of the Worl 
Health Organization, sent a comprehen- 
sive and regrettable report about the situa- — 
tion of mental patients to WHO in 1954, - 
and, since that time, WHO has paid some — 
attention to the mental health problems in 
Iran. 4. A radio program known as “Mental 
Health” has been broadcasting since 1955. — 
It encourages the people to contact a phy- 
sician if they have mental problems. 5. Since ~ 
1959, there has been a magazine (Mental - 
Hygiene) published in order to acquaint — 
the layman with the advance of psychiatry. 
WA 
1 According to the Persian history of medicine, 
melancholia means insane and disturbed, and was a 
called Mali Kholia. ik 
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TABLE 1 
Mental Hospitals in Iran 
fora LOCATION STATE PRIVATE CAPACITY 
1. Rhaze Tehran x — 1700 
2. Roozbeh Tehran x = 100 
3. Maymanath Tehran — $4 80 
4. Chehrazi Tehran = x 80 
5. Rezai Tehran — x 80 
6. Isfahan 
A Mental Center Isfahan x — 250 
© 7. Dereche Isfahan as x 12 
. H. Chehrazi Isfahan = x 12 
. Salami Shiraz = x 200 
k Boali Hamedan — x 200 
11. Mashhad 
= Mental Health Mashhad x a 250 
12. Tabriz 
Mental Health Tabriz x 4 200 
. Khajavi Tabriz = x 30 
Ordobady Tabriz — x 25 
5 9 3219 


_ 6. Tehran School for Social Workers started 

a special course in psychiatry for social 

_ workers in 1958. 7. A School for Psychiat- 

_ ric Nursing was established in 1960. 8. The 

= Third Plan Organization advocated $2,000, 

_ 000 for the development of mental hygiene. 
9. A School for Mentally Retarded Children 
was organized in 1962.” 

Mental hospitals in Iran. At the present 
time, there are only 14 mental hospitals 
with an over-all capacity of 3,200 patients 
(see Table 1). Nine of them are private and 
5 state owned. Two-thirds of the patients 
are hospitalized in Tehran. 


# This school has been recently named John F. 
Kennedy Mental Center by the permission of Mrs. 
Jacqueline Kennedy. This school has 5,911 students, 
of whom only 72 are hospitalized. There are in- 
sufficient facilities to hospitalize any further pa- 
tients, 


Mental patients according to sex. The 
ratio of female to male is about 2 to 3 (40% 
female and 60% male). The lower percen- 
tage of female patients, unlike the Western 
countries, is common in Eastern ones. In 
India, the sex distribution in the various 
diagnostic categories is 60% men and 40% 
women(6). In Saudi Arabia 80% male and 
20% female(2), in Tunisia, 75% male and 
25% female(3), and in Kuwait 66.9% men 
and 33.1% women(5) have been referred 
to psychiatric clinics or mental centers. The 
number of females referred to the mental 
health facilities increases each year in Iran, 
e.g., in 1935 31% of admissions to Rhaze 
Menal Hospital were female and in 1962, 

%. 

Mental illness according to age and pro- 
fession. Table 2 contains data obtained from 
4 state mental hospitals in 1962. 


TABLE 2 
Patients in Four Mental Hospitals in Iran 
PERCENT PERCENT 

ABE MALE MALE FEMALE FEMALE TOTAL PERCENT 
Below 20 156 10.2 111 10.7 267 10.8 
20-39 599 39.3 429 41.6 1028 40.2 
40-59 443 29.1 277 26.8 720 28.2 
60-79 244 16 150 14.5 394 15.4 
Over 80 80 5.2 64 6.2 144 5.6 

Total 1522 as 1031 ae 
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Of the patients, 3.2% were housewives ; 
2.2% were laborers and 24.8% were peas- 
ants ; 6.8% were businessmen and 5.6% were 
divided among teachers, secretaries and 
other office workers. When one considers 
that almost 70% of the population is rural, 
it is not surprising that such a large number 
are peasants, 

Diagnostic distribution. Schizophrenia 
constitutes 25% of the total among the diag- 
nosed psychoses; manic-depressive makes 
up 12% and is second to schizophrenia. 

Table 3 shows the diagnostic distribution 
in major state hospitals in 1962. 


TABLE 3 

Schizophrenia 646 
Manic-depressive 326 
Epilepsy 227 
Involutional psychosis 215 
Psychoneurosis 196 
Other categories 902 

Total (Male and Female) 2512 


The problems of mental hospitals and 
patients in Iran, 1. Outmoded resident 
facilities: The resident facilities for most 
patients are relatively outmoded. Adequate 
facilities which are taken for granted in 
thinking of mental hospitals, such as oc- 
cupational therapy, recreation halls, are 
nonexistent, 2, Budget deficiency : The state 
mental hospitals are involved in continuous 
struggles to obtain sufficient funds from the 
government. Per capita allowance per pa- 
tient does not exist—25c a day for food and 
medication. However, roughly speaking, the 
cost of living in Iran is in the order of 
7 to 8 times cheaper than in the United 
States. 3. Deficiency in psychiatric per- 
sonnel; The total medical staff in terms 
of physicians is approximately 30 for the 
5 state hospitals. One estimate is that the 
total number of psychiatrists is about 60 in 
Iran. 4, Deficiency of personnel and medi- 


-3 At the present time, a considerable ae af 
Iranian physicians are in residency trainin, 

psychiatry and neurology in the United og a 
Europe, but there is always the question as to 
whether they are going to return to fhe pve 
country to serve their people. The pepe el nyes 
that most of these physicians menig T noe ihn 
psychiatry will not return to their oma n The 
partial socialization of medicine and the grossly 


cation: The hospitals are greatly under- 
staffed, and there is an insufficient number 
of trained nurses and attendants. Shoel 
treatment is the usual and regular metho 
of treatment. Dr. Bash, representative of — 
WHO, believes that too many patients are 
given ECT without consideration of their 
diagnosis(1). It is the opinion of the 
writer that the frequent use of ECT in 
treatment of patients is mostly due to the — 
inadequate budget for medication. For ex- 
ample, the budget for drugs in Isfahan 
Mental Center (state hospital) having 250 
patients was about $500 in 1960. 5. Psychia- — 
try and law: There is no special law for 
the types of admission of patients to mental 
institutions; according to civil law, the 
hospitalized patient is not permitted to — 
vote or participate in any social activities. 
The Attorney General is responsible for the 
patient’s property. 6. Ignorance of the peo- 
ple : About 60% of the population are illiter- 
ate and accustomed to rural living, and 
most of them are ignorant and superstitious 
as to the nature of diesase, and so it would 
not be surprising in these areas for a visitor 
to see a group of people gather around a 
man who is in convulsive seizure trying — 
to remove the bad ghost from him by 
magic. Magic, amulets and other supersti- 
tious beliefs still play an important role in 
psychiatric treatment in small towns and 
villages. The writer believes that the peo- 
ple’s ignorance is mostly due to their lack 
of education, for which the failure of the 
government to order mandatory education 
and the failure to provide a sufficient num- ` 
ber of hospitals and beds are responsible. 

Future. Like the Philippines(7) at pres- — 
ent the poor and unstable national econ- 
omy is the greatest handicap and threat to 
the development of a more ambitious and 
desirable mental health program. The fu- 
ture of psychiatry in Iran or any nation is 


inadequate budget allocated for medicine are two ~ 
strong reasons, among others, why psychiatrists” 

trained abroad frequently do not return, A deter- 
rent to the foreign-trained psychiatrist is the fact 
that a large percentage of population has a per 
capita annual income of about $150, so that their — 
ability to afford even the most minor psychiatric 
therapy is enormously limited. 


; T February ; 


4. Educational Statistics in Iran. Tehran : 
Bureau of Statistics, p. 8. 

5. Kline, N. S.: Psychiatry in Kuwait, Brit. 
J. Psychiat. 109:766-774, 1963. 

6. Kohlmeyer, W. A., and Fernandes, X. : 
Psychiatry in India, Amer. J. Psychiat. 
119: 1033-1037, 1963. 

7. Maguigad, L. C. : Psychiatry in the Philip- 
pines, Amer. J. Psychiat. 121:21-25, 1964, 


MOODS 


in the least oppressed by a sense of solitude, but once, 
I came to the woods, when, for an hour, I doubted if 
was not essential to a serene and healthy life. To be 


society in Nature, in the very Pattering of the drops, and in every sound and sight around 
my house, an infinite and unaccountable friendliness all at once like an atmosphere sus- 


taining me, as made the fancied advantages of human neighborhood insignificant, and 
I have never thought of them since, 


—HeEnry THOREAU 


DR. SZASZ’S CONTRIBUTIONS 
Editor, THE AMERICAN JOURNAL oF PsycuHI- 
ATRY: 

Sır : In December 1964 the Journal printed 
Dr. Thomas S. Szasz’s paper, “The Moral 
Dilemma of Psychiatry; Autonomy or Heter- 
onomy ?” Following it were six extensive, 
rhetorical objections to Szasz’s writings, gener- 
aly ignoring the article and concentrating on 
his book Law, Liberty and Psychiatry (1964). 
The paper had been first read as the leading 
presentation of a section on civil liberties of 
that year’s annual APA meeting, and the other 
authors were presumably discussants. A similar 
polemic on Dr, Szasz appeared in the May 
1965 issue of the Journal. It may be surprising 
that a major thesis of the above paper is the 
clarification of rhetoric in order to further pre- 
cision and understanding in psychiatry as a 
science involving verbal communication. 

But it is not surprising that many of us as 
human beings react with avoidance or deroga- 
tion to Szasz. His theories diverge, augment 
psychoanalysis with harvests from possibly un- 
familiar fields such as philosophy, challenge 
established operations and are expressed with 
force and lucidity. As psychiatrists, however, 
we are aware that human reactions of this 
nature are often inadequate. In the realm of 
ideas, moreover, it is still not a truism to note 
that dissent is vital. As John Stuart Mill ob- 
served, truth, just as readily as error, can be 
destroyed or buried for centuries. Presently the 
time factor of existence seems particularly 1m- 
portant. X 

Revolutionary scientific changes of this era, 
for example in aerodynamics, are accepted with 
equanimity, Psychodynamics depend likewise 
on logical and empirical validation, yet may 
be considered in some aspects to have remained 
in the equivalent of the pre-jet age. ae 
dynamics are grounded in the social and ethica 
transcendence of rationality which countervails 
change with the weight of personal identity. 

Dr. Szasz has been among the first to deal 
explicitly with what has been until recently 
unmentionable, the moral TA | eae 
although early American and — E 
English oTa appreciated this foundation 
with limitations which became exclusionary. 
Since the nadir of World War I, it has been 


obvious that sciences and professions concerned 
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with people are based on ethics. In this same 
paper, as in previous and subsequent writings, 
Szasz posed questions which are intrinsic to — 
our psychiatric situation : “How are we to deal 
with these problems ? The answer must depend 
on our aim. If we want fast action, we shall — 
try to do the best we can; and we shall act 
from expediency. If, on the other hand, we 
want understanding, we shall try to clarify our — 
problems ; we shall then act from principle.” 
Such dilemmas are formidable for us now both 
as psychiatrists and as citizens of the para- 
mount nation where freedom is the primary 
principle of operations. Szasz quotes frequently _ 
from a standard treatise on this value-premise, 
Mill's On Liberty (1859). 

Our attention has also been focussed by — 
Szasz in more pragmatic directions. Because 
of our tradition and affluence, psychiatry here, 
since Freud, has been occupied mainly with 
understanding and aiding the individual. Szasz — 
has indicated equally necessary endeavors to | 
improve archaic, oppressive codes and social 
penalties which compound individual “dis-ease.” 

I am grateful for Dr. Szasz’s continuing con- 
tributions and I believe they require the dif- — 
ficult consideration underlying the word eval- — 
uation. i 

Raven B. Eras, M.D. 
San Francisco, Calif. 


SUPRACONSCIOUS EXPERIENCE 
Editor, THE AMERICAN JOURNAL OF 
CHIATRY : 

Six: I wish to add a further plea to Dr. 
Dean’s letter in the October 1965 issue of the — 
Journal calling for psychiatric investigation of 
supraconscious experience. It would seem that 
psychiatry as a whole has deliberately turned a 
blind eye to this phenomenon. This is under 
standable enough when we consider that the 
claim of supraconscious experience is one of — 
the common signs of an impending schizo- 
phrenia. To talk of this subject immediatel 
makes one suspect by one’s colleagues; and 
who would want to jeopardize his practice by — 
being known as a dabbler in mysticism or 
occult? Dr. Dean is indeed to be congratu 
lated on bringing up such a subject for open 
discussion. 

My interest in supraconscious experience has 
in fact led me to make some attempt to 
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conditions uncontaminated by western sophis- 

tication. Observations on Yoga practice in 
India, Burma, Kashmir and Nepal; Zen in 

Japan; fire-walking in Bali and Macumba in 

Brazil have led me to at least one firm con- 

a clusion: I believe that the supraconscious 
i states all occur on a basis of regression, and 
that this regression is atavistic in nature, 
_ rather than toward childhood or infantile 
modes of functioning. 
i This belief has led me to follow up the 
dea, also expressed in Dr, Dean’s letter, that 
it might be possible to use supraconscious 
_ experience in some way in psychiatry. 

The bridge between the two disciplines, 
riental mysticism and scientific psychiatry, is 
of course, hypnosis, In both we have the same 
regression and, in both, the regression is 
_atavistic in nature. I have led patients into 
leep hypnosis by completely passive and 
almost nonverbal techniques(1). Sometimes, 
but not always, the patient has subsequently 
spoken of the experience in terms that are 
_ quite consistent with supraconscious awareness, 
This has occurred in the complete absence of 
ny suggestion from me, either verbal or 
nonverbal, as to what the patient might ex- 
_ pect. Patients who have had this experience 
have not only shown marked relief of symp- 
toms, but have also shown a subtle change of 
personality toward better integration and 
_ greater understanding. 
It would seem that this area of study might 
well be a good starting point for the investi- 
gation of supraconscious experience which is 
so fittingly called for by Dr. Dean. 


The reference is : 
1. Meares, A.: A System of Medical Hyp- 


nosis, Philadelphia; W. B. Saunders Co., 
1960. 
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AINSLIE MEARES, M.D., D.P.M. 
Melbourne, Australia 


DEANOL 
Editor, THE AMERICAN JournaL oF Psy- 
CHIATRY ; 

Sm: There have been many requests for 
information concerning the drug deanol 
acetamidobenzoate (Deaner), which was used 
in a recent study by me published on pp. 586- 
589 of the November issue of the American 
Journal of Psychiatry. Incidentally, this certainly 
indicates that the readers of the Journal waste 
no time in thoroughly digesting the articles 
therein contained. 

The drug deanol is an active principle and 
a natural constituent of the body which, when 
given therapeutically, acts to stabilize emotion- 
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ally disturbed patients. It is not to be confused 
with other tranquilizers which may produce 
increased drive but lead to problems of depen- 
dency. The drug is a para-acetamidobenzoic 
acid salt of two-dimethylaminoethanol. This is 
present in free and bound forms in the brain 
of man. The ability of the body to convert 
Deaner base (deanol) to choline by methyla- 
tion has been reported and confirmed. The 
concept that Deaner is a precursor of acety- 
choline has been postulated. Further studies 
indicate that Deaner crosses the blood-brain 
barrier and probably is converted within the 
cells to acetycholine. Direct demonstration of 
this has not been accomplished. It antagonizes 
some of the effects of pentobarbital on the 
electroencephalogram. It has been shown to 
produce a unique and selective block between 
the hippocampus and the reticular formation of 
the brain. 

It has been used extensively for over eight 
years in the treatment of both adults and 
children. There is an extensive bibliography 
attesting to the safety of the drug. 

IsaporE Green, M.D. 
Boston, Mass. 


POLICE TESTING 
Editor, THE AMERICAN JournaL oF Psy- 
CHIATRY : 

Sm: Dr. Edward Dengrove, in a letter to 
the editor in your November issue, raises some 
questions about the psychiatrist’s function in 
testing police applicants. I was surprised at his 
omission of several more fundamental ques- 
tions, namely : 

Can a psychiatrist on the basis of his 
specialized knowledge predict who will make a 
good or a poor policeman? Can he do this 
with greater accuracy than a seasoned police- 
man? Finally, is evaluation of police candi- 
dates (whether or not requested by police 
chiefs) a legitimate use of psychiatry? 

I recommend that Dr. Dengrove see S. L. 
Halleck and M. H. Miller, The Psychiatric 
Consultation: Questionable Social Precedents 
of Some Current Practices, Amer. J. Psychiat. 
120:164-169, 1963, 

Irwin N. HASssENFELD, M.D. 
Philadelphia, Pa. 


A CORRECTION 
In the December issue, the Letter to the 
Editor titled “The Dewey Pitcher and the 
Gold-Headed Cane” contains an error. The 
second paragraph refers to an article titled “A 
Sixth Professor of the Gold-Headed Cane ;” 
it should have read “A Sixth Possessor of the 
Gold-Headed Cane.” 
The Editor regrets the error. 


Your Cnap Is a Person: A PSYCHOLOGICAL 
APPROACH TO PARENTHOOD WITHOUT GUILT. 
By Stella Chess, M.D., Alexander Thomas, 
M.D., and Herbert G. Birch, M.D., Ph.D. 
(New York: The Viking Press, 1965, pp. 
207. $4.75,) 


This book is the outgrowth of a research 
study by the authors begun in 1956 which 
covers the psychological development of 231 
children from birth through first grade. It is 
written for the professional mental health 
worker, the educator, the physician and the 
parent. As the subtitle indicates, it is “A Psy- 
chological Approach to Parenthood without 
Guilt.” The authors, two psychiatrists and a 
pediatrician, base much of their material on 
the concept that children come into the world 
with different inborn characteristics and that 
parents and others should give more attention 
to these individual differences. 

For instance, they point out that some chil- 
dren are more active and some more passive ; 
some take to new situations rapidly and some 
slowly ; some are more distractible, while others 
are not. The authors feel these characteristics 
are discernible early in infancy and that they 
remain with the child. Their sample consists 
of 136 children who are for the most part 
from middle-class, native-born parents, Also in 
their sample are 95 children of working-class 
Puerto Rican families. 

The book is divided into chapters which 
deal with various practical problems faced by 
parents. The authors begin with a chapter 
called “The Parents’ Dilemma,” discussing 
guilt feelings in parents which are often the 
outgrowth of the widespread idea that chil- 
dren’s problems stem primarily from parental 
inadequacies. The authors then deal with 
various situations faced by parents in raising 
children, These include the vicissitudes of 
feeding the infant and the young child, sleep- 
ing arrangements, learning social conformity, 
nursery school, working mothers, the arrival 
of a new sibling and other such topics. 

This book is certainly very readable and 
will undoubtedly ap) I to many people, both 
professional and nonprofessional. It Has ha 
practical suggestions and the case vignettes 
are succinct and clear. The reviewer mush 
however, take issue with the over-all se 
which seems not only anti Ponies ee 
overly simplified. One could easily get the 
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impression that there is really no unconscious 
either in parent or child. 5 

In addition, the authors seem to imply th 
all analysts have spoken out only in favor of 
permissiveness and never for conformity de- ` 
mands upon the child. It would seem fair! 
obvious, as the authors stress, that infants come — 
into the world with different constitutional 
dispositions and that parents need to take these 
differences into account. More fundamental, — 
however, is the question of why many parents: 
cannot intuitively understand their children’s 
differences. Above and beyond that is the fact 
that some people will not be good pareni 
to any child, regardless of his constitutional 
disposition. 

This book is apparently written to relieve 
parental guilt, and undoubtedly there are ce: 
tain parents who will feel less guilty after 
they have read it. The reviewer doubts, ho’ 
ever, that parental guilt is as widespread as- 
the book indicates. In general it would appear 
that the book is rather narrow in its concept 
and is lacking in depth. It would not be of — 
great value to the professional in providing a 
basic understanding of the development of the — 
child’s personality. iJ 


Sruarr M. Fincn, M.D. | 
Ann Arbor, Mich. 


1965, pp. 226. $5.50.) 


Thomas Szasz’ The Ethics of Psychoanaly- 
sis is the third in his series of books on the ` 
subject of the psychiatric patient's libertie: 
In The Myth of Mental Illness and Law, Liber- 
ty and Psychiatry he was primarily concerned 
with hospitalized patients ; in his latest volume 
he focuses on the office patient. He presents 
the thesis that psychiatric symptoms are ni 
symptoms in the usual sense, but represe: 
restrictions of the patient’s freedom to mak 
choices. Treatment, therefore, should never, 
under any circumstances, limit the patient's” 
freedom to choose; and he considers it bol 
untherapeutic and unethical for the theraj 
to interfere with a decision the patient 
made or is making. 

Concern about the tendency of psychot! 
pists and psychoanalysts unwittingly to i € 
their patients dependency is not new, 
most critics have not been as vehement in tl 
condemnation of this tendency or as arbi 


_ Szasz argues that the modification of psycho- 
analysis he calls enn pe 
is the only technique that 
_ patient's autonomy. A substantial part of the 
Bok is concerned with the contract between 
patient and therapist; in the technique Szasz 
recommends, patient and therapist appear to 
be considered partners of equal skill in a game 
~ that he somewhat laboriously relates to con- 
tract bridge. 
_ Although Szasz claims that psychotherapy 
is an educational process, in his analogy to 
bridge the education seems limited to learning 
the rules, and it is not clear just how the thera- 
pist contributes to the patient’s education in 
strategy or tactics. Szasz rejects the idea that 
a therapist, like a parent, can provide pro- 
tection, guidance and limits in order to help 
is patient, or child, develop confidence in his 
capacity to make decisions, Instead, Szasz sees 
A ction, guidance and limits exclusively as 
to autonomy, as if most psychothera- 
pists and, by implication, most leaders, super- 
visors and teachers, are not in it for the satis- 
fa » Vicarious or otherwise, of helping 
-others grow, but only for authoritarian goals. 
_ This misanthropic view of man’s concern with 
fellowman leads him to insist that the only 
legitimate concern of the therapist for his pa- 
tient’s behavior is his concern for the payment 


of the fee. 
that Szasz has become so 


iat 
ical, f 
obs gs use many of the ideas beneath 
The im 
the 


psychoanalytic training; and the 
closer study of termination of 
are all subjects worth farther exploration. Un- 
fortunately, the value of Szasz’ ideas on these 
subjects is obscured by his resort to artificial 
_ dichotomies, strained analogies, disparaging 
generalizations and semantic carping, 

Although the author rejects any 
parallel to nondirective treatment, the differ- 
ences do not stand out clearly, and in several 
areas his book will give comfort to those who 
use this method. His insistence that the psy- 
chiatrist abandon the traditional medical and 
psychiatric models, and his implication that 
most training for psychotherapy and psycho- 
analysis is worse than useless may 
the unanalyzed, untrained layman who would 
like to play at being an analyst. Most psychia- 
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trists, however, will find his effort to extend 

the rationale of The Myth of Mental Illness 

into psychoanalysis both disquieting and dis- 

appointing. 

C. Knicut ALpRica, M.D. 
Chicago, Il], 


Tue EVALUATION OF PSYCHIATRIC TREATMENT. 
Edited by Paul H. Hoch, M.D., and Joseph 
Zubin, Ph.D. (New York : Grune and Strat- 
ton, 1964, pp. 326. $12.00.) 


The title of this commendable symposium is 
appropriately cautious in that it limits the 
participants to the evaluation of psychiatric 
treatment, rather than considering the results 
of such treatment. In other words, the book 
is a report on methodology. However, any 
study of the techniques of psychiatric treat- 
ment that does not give attention to psycho- 
pathology and to effectiveness in alleviating 
psychiatric illness would be barren indeed. The 
great difficulty in obtaining reliable, objective 
evidence about the beneficial effects of treat- 
ment in psychiatry is stressed repeatedly by 
the many competent participants in this sym- 
posium, who discuss the various kinds of psy- 
chiatric treatment available, mentioning their 
shortcomings as well as their beneficial effects. 

a variety of different methods all seem 
to produce some good results, the conclusion 
to be drawn is that we still lack the knowledge 
of any specific forms of treatment. 

Yet, since the various kinds of treatment 
do produce some beneficial effects in many 
patients, one can assume that they do contain 
a common helpful ingredient, probably that 
of a human relationship, more specifically re- 
ferred to as the doctor-patient relationship. 
We like to feel that an understanding of psy- 
chopathology enables us to use this doctor- 
patient relationship more skillfully, yet we 
really have not been able to prove this in an 
objective, scientific manner. It is this very 
vital lack that most of the participants in the 
Symposium discuss from various points of view, 
but without solving the essential problem. One 
cannot be critical of this failure ; rather it is 
encouraging that so much thoughtful con- 
sideration is being given to so complex a 
ica 

opening paper by Dr. Wolberg sets 
the tone for the symposium in a direct, lucid 
manner, summing up the seemingly insur- 
mountable issues involved, some of which we 
all face daily, Perhaps we accept objective 


insolubility of these issues all too complacently, 
our individual experiences, concepts 
too selfishly. Staying within the 
discusses the signifi- 


nursing 
and bi. 
context of the title, Cole 
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cance of methodology in drug therapy, also 
touching on the bias introduced by the phi- 
losophy of the individual therapist. He warns 
appropriately that increasing refinement of 
method may achieve greater statistical signifi- 
cance at the cost of 

While Davidman's very critical review of 
psychoanalysis has much validity, as the data 
of psychoanalysis do defy evaluation from an 
objective, scientific point of view, it is proper 
to indicate that the data of the other schools 
of thought are not much different in this 
spect. This is borne out by Kalinowsky in 
paper on somatic therapies. It would 
he should have had an easier problem, for 
treatment procedures in this area do 
themselves to clearer definition than in 
others. However, he oe of results 
not devoid of the complications ; sta 
tical vs, clinical method, double blind stud 
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still want fully logical explanations explaining 
its modus operandi,” This pets see al 
the fundamental concept 

esses do not lend themselves readily to clear 
understanding by means of logical principles, 
as emotions and logic are at different levels 
in the personality ( to 
lationship) hee boe tan ae as yet “ho 
tually convertible either 

into common terms or symbols. This conversion 
is even more fina im hse for 
lower-level metal processes, convert- 
ing the physical chemical attributes of 
certain molecules as enzymes, amino acids, etc., 
into their biologic functions in the pagor 
ganism—a conn aa which we are 

still very much in . 

In Part II, Technical Issues, there au 
overlapping of data as is almost aua be 
such symposia, Lehman's review of “sea 
response is interest indica 
the probable role of conditioning in the a 
portance he places on “the — t 
whole surrounding situation has 
He also points out the deleterious 

can 


methods in the study of the variable data of 
psychiatric treatment. This is still a vital mat- 
ter, and it is not unrelated to the need for 
the mutual conversion of emotional and logical 
processes into one another or into common 
symbols, as mentioned earlier, I might ask: 
do we not need an altogether new approach 
to our problem, as occurred in physics when 
relativity theory superseded Newtonian laws, 
and in infectious disease when the germ 
replaced the figments of man’s imagination 
When Zubin points out that emotional re- 
play a role in placebo reaction, and 
that this involves “integration of both physio- 
logic components as well as conceptual com- 
ponents,” is raising a basic issue that im- — 
plies the need for a means of converting these 
com ts into common symbols, 4 
other papers discuss the various prob- 4 
lems encountered in psychiatric treatment 
evaluation both critically and hopefully, Some — 
of them involve very conventional symptom 
analysis designs that are very detailed but offer 
little prospect of anything new. However, the 
aed Goldfarb and Pollack on the child- 
hod zophrenic’s response to schooling in 
a residential treatment center is of interest, and 
it is that this work can be b 
to test the validity of the promising 
tions reported. q 
If there is a lesson to be learned from this 
symposium, it is that we need a new, revolu- 
tionary approach to the problem of evaluating 
psychotherapy. However, if a genius were to 
arrive on the scene and provide that new 
approach, would that not be a sad day in that 
it would expose our many shortcomings? Or 
would it also be a glad day in that we would 
be able to face our problems with 
understanding and unanimity ? 4 
Hanny A. TerreLnavm, M.D. 
Baltimore, Md. 


Tux Woman iN Amenica. Edited by 
Jay Lifton, (Boston: Houghton Mifflin 
Co., 1965, pp. 293. $6.00.) N 

The editor of this book prefaces it with a 


platonic dialogue between “Inertia” (who 
hood as an immutable idea) 


womanly as forever shifting 
nomic and cultural currents), In this 
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—the “feminine” which is anchored in the 
biological. The argument is partly based on 
the authors well-known work on the play 
configurations of children, But it is expanded 
ind rounded off so as to convey in the end 
e concept of an immutable core in protean 
image of all that which we conceive as woman- 
. Robert Lifton speaks of the feminine in 
s of three categories: nurturer, temptress 
knower, The element common to all three 
sa “close identification with organic life and 
s perpetuation.” Starting with this phenom- 
nological observation, Lifton presents a 
fascinating comparison of women in two cul- 
ures : Japanese and American. 
‘Diana Trilling, in an essay called “The 
Image of Women in Contemporary Literature,” 
‘points out the startling difference between the 
“picture of woman in the fiction of the younger 
eneration of writers on one hand and that of 
he woman of our “everyday experience” on the 
her. To explain this apparent dichotomy she 
iggests that the novelist has a premonitory 
‘sense of subtle changes. David Riesman com- 
ares two generations of American women, the 
“one preceding his own and the one following 
his own. According to Alice Rossi (“Equality 
_ between the Sexes”), true equality will never 
achieved unless far-reaching changes in the 
education of women from earliest girlhood well 
into adulthood—and corresponding changes in 
the education of men towards parenthood— 
) are brought about. This postulates, overtly and 
_ by implication, many fundamental shifts in 
social values, 
_ Esther Peterson, Assistant Secretary of La- 
__ bor, gives a matter-of-fact account of the pres- 
ent status of the woman in the labor force in 
_ the United States, with an analysis of unsolved 
_ or partly solved problems, such as child care. 
David C. McClelland, in drawing a psychologi- 
cal profile of femininity in our time, argues 
that women, without aping masculine traits 
_ (as some of the classical feminists want them 
_ to do) may vigorously pursue goals which are 
_ “feminine” in the traditional sense without 
being abandoned to a submissive, or shadow 
existence. 
__ According to Degler, women in America 
have had, since early pioneer times, greater 
possibilities for adequate self-expression than 
European women. There exists a natural, built- 
in “feminist” element in American civilization 
—purely pragmatically so, and without con- 
scious ideological formulation. Nevertheless, 
Degler’s conclusions are not unlike those of 
Alice Rossi quoted above. 
For the woman who is not merely forced 
by. circumstances to work but freely chooses 


a professional career, the harmonious integra- 
tion of professional role and family role pre- 
sents conflicts unknown to the professional 
man who is a family father. This is the subject 
of Lotte Bailyn’s paper. Finally, the creative 
self-expression of American woman is presented 
in portrait-fashion, as it were, in two bio- 
graphical essays—one on Jane Addams (Jill 
Conway) and one on Eleanor Roosevelt (Joan 
M. Erikson), 

It is hard to do justice to a book such as this 
by brief summary. The volume itself is a 
compte rendu of a “Daedalus” conference and 
was published by the editors of Daedalus, 
the journal of the American Academy of Arts 
and Sciences. As it happens with books of this 
kind, a certain amount of overlapping and 
repetitiveness cannot be avoided. In the vast 
literature of the last few years on the “femi- 
nine” question—and considering the air of 
debate hovering over this subject—the work 
is remarkable for its sobriety and the wealth 
of objective material. If one compares a book 
like the present one with the crude simpli- 
fications of early feminist literature, one can- 
not help being impressed by the progress 
made. 

Kart Stern, M.D. 
Montreal, Quebec 


On Retations BETWEEN CLINICAL Factors 
AnD Erricacy or E.C.T. IN DEPRESSION. 
By S. Nyström. (Acta Psychiat. Scandin. 
Suppl. 181, ad vol. 40, 1964. $11.70.) 


In his introduction, the author gives as a 
reason for his study the need to define the 
indications of ECT as the most effective 
treatment of depression-and uses the results as 
reference in analogous studies on other newer 
treatments for depression. This reviewer has 
frequently regretted that the older, widely 
applied treatments have not been used as a 
yardstick for the appraisal of subsequent 
treatments. If one of the reasons for this 
omission was inadequate methodology in the 
evaluation of older methods, the present mono- 
graph fulfills all the requirements for a proper 
appraisal of one treatment, ECT, in one group 
of diseases, depression, 

The study not only compensates for the 


dearth of recent publications on ECT at a time 
when this treatment 


groups of antidepressant drugs. 
The monograph 
problems like the 


x ar 
states. Every case should be classified accord- 
ing to several principles such as etiology 
(e.g., endogenous, reactive, organogenic de- 
pression), the course of the disease (recurrent, 
cyclic, chronic depression), or symptomatology 
(agitated, anxious, retarded depression). To 
go one step further, the etiological factors, 
for instance, should be divided into psycho- 
genic, sociogenic and characterogenic causes. 

Regarding symptomatology, a multifactoral 
approach is even more important because only 
in this way will cases be considered in which a 
depression is present although it is not the 
dominant symptom. Whether the main symp- 
tom is anxiety or paranoia, the patient never- 
theless will be a candidate for antidepressant 
treatment if a depressive mood is one of the 
components in his clinical picture. The impor- 
tance of such a study is obvious for the proper 
evaluation of a treatment, In this reviewer's 
opinion the statistical evaluation of the original 
somatic treatments might have been too nar- 
row, but evaluation with many of the recent 
rating scales is even less informative. Appraisal 
of a treatment must take place on different 
levels, determined on broad clinical experience. 
Therefore, an extensive study like the one by 
Nyström has great methodological importance 
for the evaluation of pharmacotherapeutical 
agents as well. 

The author gives an excellent survey of the 
entire literature regarding ECT in depressive 
states. It ranges from studies which lump all 
depressions together to studies relating „the 
outcome of the treatment to such diversified 
factors as religion and national origin. A survey 
of nosology including studies based on theore- 
tical concepts as well as ones based on experi- 
ence with ECT is presented. Their comparison 
makes such distinctions as endogenous and re- 
active depression doubtful, but most recent 
studies suggest the dependence of outcome on 


The authors own clinical investigation is 
based on material from twọ different hospitals. 


sant drugs, but no case is 
and antidepressant drugs were A 
vorable prognostic factors were early awal a 
ing in the anamnesis of the patient, pronounce 


retardation and deep depression of mood, and 
Unfavorable factors 


difficulty in concentrating. 7 oe 
were tendency to seclusiveness, ideas of refer- 


ence, depersonalization, phobias and demon- 
to some other 


strative behavior. Contrary 
studies, loss of weight was not found to be 
related to outcome. Positive association existed 
between improvement and short duration of 
` 


illness, older age and what the author calls — 
“substability” (syntomic attitude) as contrasted 
to “subsolidity” (hysteroid attitude), which 
was unfavorable. 

A further conclusion is that the type of a 
depression, endogenous or reactive in accord- 
ance with the usual definition, proved to be oj 
limited practical value. Symptomatological_ 
variables appeared to be of much greater i 
portance than etiological variables. 

This is one of the many interesting findings” 
which make this monograph and its lucid and 
critical presentation most valuable to every — 
worker engaged in the appraisal of treatment 
in depression. 

Loruar B. Kauinowsky, M.D. 
New York, N. Y. 
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OCCUPATIONAL MENTAL HEALTH: REVIEW OF AN 
EMERGING ART oF 


ALAN A. McLEAN, M.D. 4 


The emerging field of occupational 
mental health is concerned with both the 
psychiatrically ill employee and with fac- 
tors in the work environment which stimu- 
late mentally healthy behavior. This report 
traces historical influences which have con- 
tributed to present practices, discusses cur- 
rent activities, surveys selected publica- 
tions and considers possible implications 
for future developments. 

Historical material has been largely 
drawn from the pages of the American 
Journal of Psychiatry, its annual reviews 
and definitive articles which, since 1927, 
have been addressed periodically to in- 
dustrial and occupational psychiatry. Other 
disciplines have increasingly contributed, 
however, broadening our base of knowl- 
edge beyond clinical concepts and ap- 
plications. From the behavioral sciences, 
occupational medicine and toxicology have 
come publications and programs of signifi- 
cant interest to those concerned with men- 
tal disorder and mental health in the work 
setting. Much of this material will also be 


considered. 


HISTORICAL REVIEW 


For a century or so prior to 1870, a 
primary aim of industrial leaders seems to 
have been the highest possible production 
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Iver, M.D. and Graham C. Taylor, M.D. Mem- 
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draft. 
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at the lowest possible cost. The wor 


was employed as a source of physic 
energy, and little consideration was givi 
to his well-being. He knew no materia 
security and “earned too much to die and 
too little to live” (85). S N 


of the factory worker was 32 years. In ~ 
many locations, particularly in England — 
and on the Continent, children start 
working at age six, putting in the sa 
12 hours a day as did their fathers. 

In this period the relationship betwe 
factory hand and industry was characte 
ized by suffering—materially, bodily a 
mentally. There probably was a certai 
kind of adjustment based upon their cu 
rent interpretations of tenets of Christianit; 
which saw suffering as an essential condi 
tion of life, labor as a punishment and — 
happiness as not to be achieved in this life. 

The rise of the labor movement was” 
the expression of a challenge to this” 
philosophy that was developing through 
out all the ranks of the society. Comfort 
and ease, even perhaps happiness, wer 
to be attainable. It was in this contex 
that concern with occupational mental 
health first appeared. £ 

While nothing appears in the literaturi 
until the 1940s concerning his activities, 
C. C. Burlingame in his first annual review 
of psychiatric progress on “Psychiatry in — 
Industry” (14) notes that his activities in ~ 
1915 at the Cheney Silk Company consti 
tuted the first full-time function of thi 
psychiatrist in industry. Neither in thi 
article nor in the many later references to — 
Burlingame in this pioneering role is there | 
a detailed outline of his functions. a 

In the first issue (1917) of the journa 
Mental Hygiene, Herman Adler, previous! 
chief of staff of the Boston Psychopathic 
Hospital, reported on patients for whom 
unemployment had been a serious prob- 
lem(1). Males between the ages of 25 
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and 55, these individuals. were grouped 
into three classifications: “paranoid per- 
alities,” “inadequate personalities” and 
“emotionally unstable.” 
‘hree years later, Mary Jarrett reported 
follow-up of this same group, observing 
that 75 percent were successfully adjusted 
fro: m an occupational point of view (43). 
Few articles appearing in the literature 


trial or occupational psychiatry. Both 
work and Jarretts appear to have 
ted from the stimulus of E. E. South- 
Director of the Boston Psychopathic 
Ospital and Professor of Neuropathology 
larvard. 
1919 Southard was asked by the 
ngineering Foundation of New York to 
à igate emotional problems among 
kers, Working with a clinical team 
at included a social worker and a psy- 
logist, he found that “62 percent of 
ore than 4,000 cases reached the dis- 
arged status through traits of social 


ai 


competence rather than occupational in- 
mpetence”(43). These statistics are still 

quoted today as a valid representation of 

ontinuing industrial pattern. 

The following year Southard commented 

follows : 


ever it becomes practically possible. 
‘practical possibilities of helping lie in connec- 
_ tion with the fact that the majority of our 
male patients have come out of industry in 
_ some capacity. Some investigations of the in- 
| dividual patient with respect to their industrial 
_ status and future should be made. I think that 
_ we will have a place in the routine of industrial 
management not as a permanent staff member 
(except in very large firms and business 
systems) but as consultants. The function of 
this occasional consultant would be preventa- 
tive rather than curative of the general con- 
dition of unrest (81). 


Thus was set down in Boston some 45 
years ago an operating philosophy for the 


psychiatrist—and, indeed, in later days for 
the clinical psychologist—in industry. 


1920-1929 


The first “Review of Industrial Psy- 
chiatry” in the American Journal of Psy- 
chiatry in April 1927(80) summarized the 
literature to date, defined the field and 
traced its development. Mandel Sherman, 
its author, considered the psychiatrist’s 
rightful area of concern to be the “individ- 
uals adjustment to the situation as a 
whole.” The psychiatrist also is said to 
“attempt to forestall maladjustments by 
aiding in developing interests and incen- 
tives.” 

The stimulus for the development of 
industrial psychiatry until that time is 
traced to: 1) the work of the psychologists 
in the industrial field, whose studies of 
abilities and intelligence were felt to fall 
far short of considering the whole man; 
2) the adjustment problems of men in the 
armed forces during World War I: 3) 
the “propaganda efforts of the mental 
hygienists” here including Southard; and 
4) the introduction of scientific method- 
ology into psychiatry. 

By scientific methodology, Sherman 
meant the study of the individual and 
his vocation from the standpoint of “de- 
velopment of conflicts in his early life.” 
He attributed this approach to the mental 
hygienists and termed it a contribution of 
American psychiatry, He went on to discuss 
a second “methodological” approach : 
“Another method stems from the European 
psyche-analytic_ method, finding conflicts 
due to lack of adequate expression of two 
primary instincts, sexual and self-preserva- 
tive.” Citing W. A. White’s paper “Psy- 
choanalysis in Vocational Guidance,” he 
notes that vocational choice often results 
from drives developed early in life. He 

er notes that W. Stekel has used 

© groups to classify vocational choice : 
1) those who developed strong positive 
identification with father, 2) those rejecting 
a hated father and 3) “the sublimation 
group.” 

Sherman cited other methods of ex- 
plaining intrapsychic conflicts manifest in 


, the work situation, He included the “instinct 
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theory” of O. Tead, whose subsequent 
books on industrial management became 
classic, and a theory of “reveries.” The 
latter contribution came from Elton Mayo 
in 1922, well before the famous “Haw- 
thorne experiments” at Western Electric 
Company which he led. 

The penchant of psychiatrists of the time 
to classify patterns of emotional reaction 
did not escape those with industrial in- 
terests. In addition to Adlers attempt, 
which did not meet with general accep- 
tance, Pruette and Fryer spoke of the 
“repressed” and the “elated” as two cate- 
gories of disturbed worker. 

At the conclusion of this first review of 
the field, Sherman said that among the 
various methods of industrial psychiatry, 
the most successful procedure used to 
aid the individual in readjusting to in- 
dustry had been one which attempted to 
analyze the total situation—the early life 
history, the social situation, the worker's 
motives and incentives in addition to the 
immediate difficulties at work. “Classifica- 
tion of maladjusted individuals into types 
or groups has been of little help.” His 
final plea was for vocational guidance 
during the formative years to obviate many 
later industrial maladjustments. 

The year 1922 saw the introduction of 
the first full-time psychiatrist in an Ameri- 
can business organization of which we have 
a full description; Lydia Giberson was 
employed by the Metropolitan Life In- 
surance Company(31). In 1924, a mental 
health service was introduced at the R. H. 
Macy department store. V. V. Anderson, 
in 1929, summarized this program m the 
first book on industrial psychiatry(3). In 
a paper at the 80th annual meeting of the 
American Psychiatrie Association, also in 
1924, Osnato discussed current £oncepts 
of the industrial neuroses, by which he 
meant post-traumatic rea ions(68). His 
primary concern was in distinguishing be- 
tween “malingerers and hysterics. 

In the 1920s the greatest stimulus to 
the study of industry as a social organiza- 
tion came from Professor Mayo. Psychia- 
trists then and now acknowledge his in- 
fluence on their thinking about the 
individual and his environment. Professor 
Mayo became interested in studies on 


fatigue and monotony at the Harv: 
Physiology Laboratory. In 1923, he wa: 
asked to investigate high labor turmove 
in a textile mill. He noted that, with th 
introduction of rest periods for worker: 
in monotonous jobs, morale rose and labor 
turnover decreased. 

In 1927, Mayo and his associates under: 
took a study of working conditions at the 
Hawthorne Plant of the Western Electric 
Company in Chicago. In several years of 


groups of workers were intensively ob- 
served as changes were made in their work 
situation. These studies demonstrated the 
tremendous importance of human inter- 
action as an integral part of the work 
situation, and that dissatisfactions arising 
in or out of the plant become entwined, 
influencing each other and affecting work 
production. 

Mayo’s classic volume, The Human Prob- 
lems of an Industrial Civilization(56), 
describes this work, as does the book 
Management and the Worker by Roethh 
berger and Dickson(76). 

The Hawthorne studies concluded that 
an industrial enterprise has two functions : 
economic and social. Production output — 
was felt to be a form of social behavior, — 
and all the activity of a plant may be 
viewed as an interaction of structure, cul- 
ture and personality. If any one of these 
variables is altered, change must occur 
in the other two. Reactions to stress on the — 
part of individual employees arise when 
there is resistance to change, when there 
are faulty control and communications sys- 
tems and in the adjustments of the in 
dividual worker to his structure at 
work(62). 

During the first World War a series of © 
papers from the Industrial Fatigue Re- 
search Board in England began to focus ~ 
attention on the psychological components ~ 
of industrial accidents(34), on fatigue and — 
on psychiatric illness in the work © 
setting(23). Little mention was made « 
these studies in American literature unti 
some two decades later. Basic concepts ~ 
of accident proneness and our first indic: a 
tions of the prevalence of psychiatric dis- 


OCCUPATIONAL MENTAL HEALTH 


order in an industrial population came 
from this work. 

The applications of psychiatry to in- 
dustry in this country during the 1930s 
are well described in Rennie, Swackhamer 
and Woodward’s 1947 paper, “Toward 
Industrial Mental Health: An Historical 
Review” (73). 


__ 1930-1939 


__ The depression years were characterized 
_ by quiescence in the field ; even the annual 
_ review was dropped from the American 
Journal of Psychiatry. The major clinical 
- activities were those of Giberson(31, 32, 
_ 33) and Burling(10, 11), the only psychi- 
_ atrists operating full-time programs. Some 
_ interest continued to be shown by indus- 
trial medicine(22). Mayo’s work, which 
continued well into this decade, was the 
_ most significant research of the period. 


1940-1949 


and psychology 
wW g the war years 
greater and more sophisticated applications 
in the mold of Southard, Sherman and 
White could be seen(7, 8, 53, 55, 59). 
Of the many papers during these years, 
‘three will illustrate the pattern of publica- 
tion during the early 1940s. In a 1944 edi- 
torial in the American Journal of Psychiatry, 
C. Macfie Campbell stated that the war 
had “swept the psychiatrist out of his 
hospital wards and his administrative 
routine.” It was to be hoped, he said, that 
the psychiatrist would continue “devoting 
more attention to that portion of social 
living which occupies the major portion 
of an individual’s life—his job.” He went 
on to conclude: “Industry turns out two 
main commodities, material goods and 
human satisfactions. The wholesome or 
unwholesome structure and the stability 
or instability of our modern industrial com- 
munity may well depend upon the amount 


of attention given to the latter com- 
modity” (20). 

In 1943, Rosenbaum and Romano dis- 
cussed “Psychiatric Casualties among De- 
fense Workers”(77). They pointed to the 
need for industrial physicians to concern 
themselves with the recognition of emotion- 
al factors underlying behavior, which so 
frequently resulted in inferior output, high 
sickness rates, high labor turnover and 
absenteeism—“of prime importance under 
wartime conditions which cannot counte- 
nance impaired efficiency.” 

Among the many articles describing 
mental health programs in wartime in- 
dustry, those concerning the Oak Ridge, 
Tenn. industrial community subsequently 
received major attention( 14, 15, 16, 17). 
With available psychiatric assistance, pri- 
marily through “emotional first-aid sta- 
tions,” a minimum of on-the-job treatment 
resulted in conspicuous on-the-job im- 
provement. As in publications prior to the 
war, psychiatrists outlining their wartime 
experiences noted that the causes of 
emotional disturbance in industry lie pri- 
marily in the individual or in the home or 
nonwork social surroundings, rather than 
in the job situation. 

Following the war, with the sharp cut- 
back in defense industries which had em- 
ployed psychiatrists, many industrial men- 
tal health programs came to a halt. Interest 
in the rehabilitation of the psychiatrically 
handicapped veteran gave impetus to the 
development of civilian programs such as 
that at Eastman Kodak Company. Success- 
ful application of psychiatric skills in the 
armed forces during the war stimulated 
the interest of several psychiatrists to 
broaden their scope of practice and to 
include preventive concepts born of their 
experiences in the service, 

The federal government initiated action 
with the Vocational Rehabilitation Act 
Amendments of 1943, and the Office of 
Vocational Rehabilitation issued a pam- 
phlet, “The Doctor and Vocational Rehabili- 
tation for Civilians”(84). Stimulus was giv- 
en to the training of clinical psychologists 
in greater number, primarily in programs 
of the Veterans Administration. Many were 
subsequently to work in industry. 

Roffey Park was established by British 
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industry immediately after the war as an 
industrial rehabilitation center for “neurosis 
cases.” During the ensuing decade, some 
8000 cases were treated. In the introduc- 
tion to the volume describing this work, 
Ling states that “Maladjustment to work 
has been a major factor in the ill health 
of many of these men and women’ (60). 

At the Central Institute of Psychiatry 
in Moscow, Melekhoy and his associates 
also dealt specifically with psychoneurotic 
World War II patients. An article outlining 
the rehabilitation of these patients appeared 
in Occupational Therapy and Rehabili- 
tation in 1947(60). 

In the United States, problems of work- 
men’s compensation were receiving increas- 
ing attention, since the courts had by 
then ruled a wide variety of illness 
compensable, According to Burlingame’s 
annual review in 1949(17), coronaries 
occurring on the job following occupational 
stress, hypertension, cancer and tuberculo- 
sis activated by employment, suicide caused 
by job-related depression and “paralysis 
by fright” had all been awarded claims. 
This trend has in the 1960s received closer 
attention as awards increase for psychiatric 
disability unrelated to physical accident. 

The first fellowship program for training 
psychiatrists for work in industry was 
announced in 1948. Under a grant from 
the Carnegie Corporation, and under the 
direction of Leighton and Burling, seven 
psychiatrists were trained at Cornell Uni- 
versity’s New York State School of In- 
dustrial and Labor Relations (13). $ 

The late 1940s also saw the publication 
of books by Tredgold(82), Ling(54), Brod- 
man(6) and Rennie, Burling and Wood- 
ward(72). These and other monographs 
focused professional interest on the role 
of the psychiatrist in industry. , 

Along with continuing concern for the 
effects of the emotionally disturbed em- 
ployee on his work environment and the 
early recognition and treatment of his 
symptoms came increased attention by 
psychiatrists for specific problems such as 
alcoholism, accidents, psychosomatic reac- 
tions, the aging worker, the executive and 
his emotional problems, emphasis on tech- 
niques of management education and the 
structuring of the work environment. These 


areas were receiving increasing attention 
from several of the behavioral science dis: 
ciplines during the same period. 


1950-1955 


In the early 1950s, Dershimer assumed 
responsibility for the annual reviews in 
the American Journal of Psychiatry(24, 
25,26,27). From 1943 to 1955 he was — 
chief psychiatrist for the du Pont Com- — 
pany. His pessimistic notes listing few of f 
the current publications complained about 
the lack of acceptance of the psychiatrist 
in business and industry. The reasons, he — 
felt, were that: 1) psychiatrists have no 
knowledge of the realities of private en- — 
terprise; 2) they belittle the practical 
knowledge of the field of human relations — 
possessed by industrialists; and 3) they — 
resort to “name calling” when industry — 
fails to demand their services. 3 

One trend Dershimer identified was the — 
increasing tendency to treat psychoneurotic 
employees while they continue at work. 
Dershimer wrote that, even though the job — 
may be stressful, “end results are better — 
when patients are helped to meet their 
responsibilities.” At du Pont, he implied, 
such an approach was then common. 

The first few years of the decade saw 
publication of a series of significant docu- 
ments. From the Tavistock Clinic in Lon- 
don came the first volume of the Glacier 
Metal Company studies, led by Jaques — 
(41). Both the methodology and the e- 
search results of this pilot application. 
psychoanalytic concepts to organization be 
havior had considerable influence on the — 
development of subsequent programs. — 
Jaques’ later concepts of equitable wage — 
payment based on the time span of respon- 
sibility inherent in any job were mainly 
published in the late 1950s but had their 
roots in the earlier work(39, 40,42). The 
reactions of the management of the Glacier 
Metal Company were subsequently re- 
ported by the chairman of its board of — 
directors, Mr. Wilfred Brown(9). k 

Kalinowsky’s psychiatric study of war i 
veterans in Germany(44), Pokorny and 
Moore’s “Neuroses and Compensation” (70) 
Burling, Lentz and Wilson’s volume on’ 
hospital (12), Ross’ excellent psychiatric text — 
for the industrial physician(78) and the 


Group for the Advancement of Psychiatry’s 
definitive statement on the role of the 
psychiatrist in industry(35) are but a few 
representative samples of U. S. publications. 

During these same first few years of the 
1950s, Mindus conducted a six-month sur- 
_ vey of industrial psychiatry in Great Britain, 
the United States and Canada for the World 
_ Health Organization and later developed 
his own concept of industrial psychia- 
try(63). The survey resulted in the most 
_ extensive report on programmatic activities 

in the field(64). The author visited plants, 
“universities, institutions, agencies and union 
facilities, summarizing his observations and 
relating them to prior experiences in the 
Scandinavian countries, 
National committees in the United States 
cluded those of the American Psychiatric 
Association, which served as a clearinghouse 
of information and represented the official 
professional viewpoint, that of the Group 
| for the Advancement of Psychiatry, which 
continued to evaluate current developments 
< in the field, and, while less active at this 
time, those of the American Medical Asso- 
_ ciation and the Industrial Medical Associa- 
_ tion, 

This period, as reflected in the literature, 
saw concern for management and executive 


Ssociations and 
g” as exemplified by pro- 
; onal Training Laboratories 
Teceived considerable attention from psy- 
chiatry. A psychoanalytic view of work and 
employment(69), significant research on 
industrial accidents(79), concern with ex- 
ecutive mental health, with labor union pro- 
_ grams and with the rehabilitation of the 
previously hospitalized psychiatric patient 
were all subjects of discussion. 


_ 1956-1959 


Training for psychiatrists, industrial phy- 
sicians and executives expanded, particular- 
ly with the stimulus of the Menninger Foun. 
dation and an enlarging number of other 
sponsoring agencies including the Univer- 
sity of Cincinnati, Cornell University, the 


National Association for Mental Health and 
the American Psychiatric Association, Inter- 
est on the part of the lay and business 
press in industrial mental health programs 
became heavier with feature articles in 
papers such as the Wall Street Journal, 
syndicated stories by a writer for the Asso- 
ciated Press and articles in Business Week, 
Fortune and the Saturday Evening Post. 

New full-time psychiatric programs were 
begun at International Business Machines 
Corporation, America Fore Insurance 
Group, the Metropolitan Life Insurance 
Company and elsewhere. At Metropolitan, 
Giberson, now reporting to an executive 
vice-president, was no longer associated 
with the medical department where a psy- 

iatrist was added. With the death of 
Walter Woodward, the program at Ameri- 
can Cyanamid was discontinued in favor of 
outside psychiatric consultations. The short- 
lived program at General Electric Company 
in Cincinnati was discontinued in favor of 
a part-time consultant. James Conant. a 
clinical psychologist, was added to the 
medical staff of the General Electric Com- 
pany at Hanford, Wash., to concentrate on 
management education and clinical consul- 
tation on a full-time basis. Research activi- 
ties under Ross at the University of Cincin- 
nati and Levinson at the Menninger 
Foundation were instituted. 

Books included McLean and Taylor’s 
Mental Health in Industry(59) and Men- 
ninger and Levinson’s Human Understand- 
ing in Industry(61). By this time articles 
and monographs Concerning the psychia- 
trist and clinical psychologist in industry, 
publications by them and others about 
mental health problems in the world of 
work were issued frequently. The majority 
of citations in a recent bibliographic defini- 
tion of the field, which included nearly 
2000 items, appeared during the late 1950s 
and early 1960s (67). 

Alcoholism, automation, absenteeism, re- 
habilitation, research, post-traumatic neu. 
Totic reactions, 
ment of the individual in the work setting, 
the ever-present, generally descriptive dis- 
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1960-1965 


The first half of this decade has been 
marked by continuing growth and expan- 
sion of interest in the field. On the inter- 
national level, a world-wide interest in the 
mental health implications of the industrial 
setting was evident in the content of papers 
read at the 14th International Congress on 
Occupational Health held in Madrid in 1963. 
More than 40 presentations were concerned 
with the psychological problems of the 
industrial environment. The 1964 annual 
meeting of the World Federation for Mental 
Health, held in Bern, had its entire program 
devoted to mental health in industry. The 
First International Congress on Social Psy- 
chiatry in London in 1964 included many 
formal presentations on this topic. 

In this country, surveys indicated more 
than 200 psychiatrists and 150 clinical psy- 
chologists active in industry. New profes- 
sional organizations were created, including 
the Occupational Psychiatry Group and the 
Center for Occupational Mental Health, 
Inc. The former, in New York City, consists 
of 75 industrial medical directors and psy- 
chiatrists who meet five times a year for 
formal discussions followed by a social hour 
and dinner. The latter, a nonprofit organi- 
zation, was incorporated in 1963 to collect 
and disseminate data in the field and devel- 
op research and educational programs and 
services for the expanding activities of 
those interested in occupational mental 
health. s 

Significant events in the early "60s 
included the omission of the word “Physical- 
ly” from the title of the President's Commit- 
tee on the Handicapped, with its subse- 
quent emphasis on the “mentally restored 
and mentally retarded worker. Legal impli- 
cations from the Carter vs. General Motors 
case(86), where a psychosis was held com- 
pensable in the absence of specific physical 
or psychological trauma, stimulated in- 
creased psychiatric attention to matters of 
workmen’s compensation. P 

Concern for the social and psychological 
implications of automation has been reflect- 
ed in seminars and symposiums, @ major 
one being held under the sponsorship of 
the Group for the Advancement of Psychia- 
try in 1964, Regular sections of the Ameri- 


can Psychiatric Association’s annual 

grams included papers on employment and 
rehabilitation as well as round-table discus: 
sions on occupational stress, compensatior 
automation and research (57,58 ). 

In the program area, new ones continue 
to develop and old ones to grow. In the 
universities these range in focus from t 
pure behavioral science research activities 
of the Institute for Social Research of the ~ 
University of Michigan(30), through th 
studies on job satisfactions and psycholo 
cal growth of Herzberg at Western Re- 
serve(36,37), to the clinical analysis of th 
organization and application of group d} 
namics by Argyris at Yale(4, 5). 

Typical of the activities in medical and. 
psychiatric centers are those of the Allan 
Memorial Institute of Psychiatry of McGill 
University(18) and the Menninger Found 
tion. The Industrial Relations Center of the 
former institution conducts a consultati 
and educational seminar program( 19,72 
The Division of Industrial Mental Heal 
of the Menninger Foundation conducts 
research on the relationship between man 
and the organization and also operates 
fellowship program for psychiatrists in in- 
dustrial psychiatry and an educational pr 
gram for industrial physicians and execu: 
tives(52). 

Industry itself currently has a full rang: 
of programs, from part-time outside consul 
ants to full-time staff personnel. The 


may report directly to a senior- executive. 
Their work may consist of straightforward 
clinical evaluation or treatment with vary: 
ing regard to the circumstance of the work 
setting, of clinical consultation, educa 
training, policy consultation, research, or 
combination of these ; the last arrangeme! 
is most common with those spending 
major part of their time in the work setting 
The professional literature of recent years 
demonstrates a continuing concern on th 
part of medicine, management, unions, the 
behavioral sciences and psychology for th 
mental health of people at work. As ex- 
pressed in publications, interest has m 
recently been focused on automation, 
dents, psychosomatic reactions, alcoholi 
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job adjustment and work satisfaction, re- 
habilitation, compensation claims, industrial 
_ mental health programs, motivation for 
_ work and symptoms of psychiatric illness 
which disturb effective performance. 
| Journal articles and books vary in their 
SAS š 3 
content from psychodynamic speculations 
to precise engineering studies of man-ma- 
_ chine relationships. Many writers continue 
_ the earlier trend of exhorting and directing 
_ others to develop better mental health pro- 
_ grams or to become interested in psychiatric 
| problems. Carefully executed clinical re- 
search is rare and not often seen in the 
_ literature. However, many clinical programs 
of fair sophistication have not seen the 
_ light of the printed page, the feeling of 
some companies being that conduct of 
_ clinical programs and the results of behav- 
_ ioral science research within the organiza- 
_ tion are properly proprietary. Additional 
_ reluctance has stemmed from professionals 
conducting such programs who feel that 
outlines of their activities are not proper 
subjects for the scientific literature, And, 
of course, many journals discourage such 
__ purely descriptive articles in favor of those 
reporting research results. It is fair to say 
that the literature does not accurately repre- 
sent the level of activity in the field. 
= In the periodical literature, in addition 
_ to the occasional individual papers, special 
_ sections relating to occupational mental 
_ health are appearing from time to time. 
_ The greater portion of one issue of Indus- 
~ trial Medicine and Surgery (June 1963) 
= was devoted to “The Worker in the New 
4 Industrial Environment” while a previous 
issue dealt extensively with “Emotional 
_ Problems of Executives” (May 1963), and 
_ one complete issue was concerned with 
= “The Impact of Psychiatry on American 
_ Management” (November 1962). 

This half decade has also produced a 
number of major publications covering all 
aspects of occupational mental health, On 
the clinical side, there is a new textbook 
by Collins(21). The American Medical 
Association issued a guide for employability 
after psychiatric illness(38). Levinson’s 
Emotional Health in the World of Work(50) 
appeared in early 1964 to aid executives’ 
understanding of behavior, and the Ameri- 
can Psychiatric Association’s Committee on 


i 


Occupational Psychiatry issued The Mental- 
ly Ill Employee(2), a management-oriented 
guide, in early 1965. Research publications 
include monographs by Levinson and asso- 
ciates(52), by the staff of the Institute for 
Social Research of the University of Mich- 
igan(30) and-a volume on the Mental 
Health of the Industrial Worker by Korn- 
hauser(45). A unique publication is a study 
of industrial mental health by a group of 
Harvard Business School graduate students, 
entitled The Legacy of Neglect(28). 
Publication of a regular newsletter in 
occupational psychiatry was undertaken by 


the American Psychiatric Association’s Com-., 


mittee on Occupational Psychiatry in 1960. 
This was recently superseded by Occupa- 
tional Mental Health Notes, a monthly 
information bulletin put out by the National 
Clearinghouse for Mental Health Informa- 
tion in connection with its bibliographic 
and abstracting activities, 


LABOR UNION ACTIVITIES 


In May 1964 a conference on Labor and 
Mental Health was held in New York City, 
sponsored by the Community Services Di- 
vision of the AFL-CIO. Organized labor 
and mental health professionals were about 
equally represented at this meeting, the 
first of its kind and the first formal step 
by the national labor movement to develop 
a mental health policy. 

While this was a major advance in the 
field, it did not appear de novo but took 
place against a background of several dec- 
ades of interest by individuals and groups 
in the labor movement. As far back as 1944, 
Clayton W. Fountain of the United Auto 
Workers addressed the American Psychi- 
atric Association on “Labor’s Place in an 
Industrial Mental Health Program” (29). 
While confirming the interest of the unions 
in the workers’ mental health, he stated that 
to be acceptable to labor, any program 
developed must not be paternalistic, nor 
should it be used to undermine the griev- 
ance procedure or in any other way subvert 
the union movement. These cautions con- 
tinue to influence labor's attitude towards 
industrial mental health programs and have 
resulted in few programs being developed 
under joint Sponsorship. Where a company 
has successfully established a program that 
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avoids these pitfalls, the union will often 
work with it in close collaboration, but 
formal participation is avoided. 

In 1957 labor movement interest in 
mental health crystallized around the for- 
mation of the National’ Institute of Labor 
Education, an organization under the joint 
directorship of union leaders and mental 
health professionals. The purpose of this 
group was to stimulate research and pro- 
gram development in the area of labor and 
mental health. As part of this program, two 
documents(65, 71) have been published to 
serve as guides to interested professionals. 

Development has accelerated in the pro- 
gram area. Although as far back as 1946 the 
Labor Health Institute of Teamsters 
Local 688 in St. Louis had a psychiatric 
service as part of its comprehensive health 
program, it was supported by money from 
a negotiated fund for general medical care 
rather than through a specific clause of a 
collective bargaining agreement(83). The 
latter pattern did not appear until 1959, 
when Retail Clerks Local 770 in Los Angeles 
obtained a contract providing funds for 
psychiatric services. Since that time a num- 
ber of other programs have appeared. There 
has generally been something innovative 
about each of them. An early one was 
established by the United Mine Workers of 
America, which contracted with a private 
mental hospital in Virginia to serve their 
members and dependents through a pro- 
gram of traveling clinics. As the demand 
for service grew, these clinics became 
permanent establishments in several com- 
munities, partly supported by a retainer 
from the United Mine Workers and partly 
from fees from nonunion patients(65). 

More recently, four union locals in Chi- 
cago have collaborated to establish a psy- 
chiatric clinic at the Union Health Center 
and have included in its design two 
training programs in the recognition and 
handling of emotional problems, one for 
their general physicians and one for union 
leaders, A recently initiated program is 
located at the Sidney Hillman Health Center 
of the Amalgamated Clothing Workers of 
America in New York City(87). An out- 
growth of a physical rehabilitation project, 
this project has sent its staff out into the 
factories where they work with union rep- 


resentatives and into the union halls where ~ 
they are visible and immediately available — 
to all workers. Cooperation by management 
has been uniformly high. 1 
The most recent development in this area, 
and a particularly important one becaus 
of its trend-setting features, is the mental — 
health benefit program recently negotiated 
by the United Auto Workers with the auto- 
mobile and agricultural implement manu- 
facturers(66). This contract represents a ` 
shift from the traditional labor emphasis 
on prepaid programs in its provision of 
limited-coverage health insurance of a tra- 
ditional type. From the point of view of the 
industrially oriented psychiatrist, it also. 
unfortunately loses the potential benefits of 
a program tied in with the work setting. — 
Despite the variation in the programs — 
described here, it is clear that the pattern — 
of union provision of services has been set. 
The labor movement, in part feeling that 
management has been neglectful of its 
responsibilities in this area of health service: 
and also recognizing its own broader re- 
sponsibility to. its members as part of its — 
general concern for their welfare, is contin- 
uing to press for mental health services of 
a kind best suited to its particular needs(75), 


OCCUPATIONAL MEDICINE 


Physicians in occupational medicine are 
increasingly concerned with the mental 
health and illness of employees. They them- 
selves feel their role in industry is one of — 
the most important contributions to the field ~ 
of occupational mental health. Their effec- 
tiveness in dealing with occupational illness 
is manyfold greater than in times past. No 
longer is the occupational physician the — 
surgeon restricting his role to repair of the 
occupational injury. His concern with proper 
placement in accord with both the physical 
and the emotional makeup of the employee 
has led to an increasingly effective role. 
While it is true that his assessment tech- 
niques vary with his competence and his 
resources, he has made successful applica- 
tion of much recent research and experi 
ence, 3 
The physician in industry has, over the — 
past few years, seen remarkable advances ~ 
in insurance coverage for treatment of 
psychiatric illness among employee groups. 


insurance carriers, many responsible em- 

_ ployers include psychiatric care, either to 
_the same extent as care for physical illness 

_or at a reduced level, in their employee 

__ benefit plans. Pressure from union groups 

__has been an increasingly potent factor in 
_ support of this trend. 


_ OCCUPATIONAL MENTAL HEALTH DEFINED 


From the foregoing, it would appear that 
_ occupational mental health may be defined 
in several ways. In the narrowest sense, 
_ it is concerned solely with the psychiatrical- 
_ly ill worker whose symptoms interfere with 
his effective functioning on the job. This 
is the purest clinical concept of the field. 
in a broader sense, occupational mental 
ealth is concerned with thought, feeling 
d behavior—both healthy and unhealthy— 
as it occurs in the work organization or 
it relates to the performance of a job. 
In this larger context, the field deals with 
factors in the work environment which 
upport mentally healthy behavior as well 
those which may be involved in trigger- 
the development of symptoms of emo- 
ional disturbance, 
_ The literature of occupational mental 
ealth has increased in breadth, scope and 
content. Through it, the clinician has con- 
tributed a great deal to our understanding 
f the individual's motivation for work, his 
uitability for various occupational roles 
and the influence of work on his physical 
_and mental health( 46), 
f The volume of sophisticated study from 
the behavioral sciences is 


through 
_ occupational medicine, social, clinical and 
industrial psychology, cultural anthropology, 
social psychiatry and psychiatry proper. An 
indication of this may be obtained from a 
listing of the subject matter most frequently 
cited in a partially annotated bibliography 
published by the National Clearinghouse 


ma 


oe 


for Mental Health Information(67) : 


utive, his role and psychopathology; in- 


dustrial health and occupational medicine; _ 


organized labor and the unions; leader- 
ship and supervision; motivation and in- 


centives ; specific occupations. Also, indus- 7 


trial mental health programs ; occupational 
roles and status; the relationship between 
specific personality variables and the work 
setting ; specific psychiatric illnesses as they 
relate to the job (traumatic neurosis, psy- 
chosomatic reactions and organic brain 
syndromes are most often discussed) ; re- 
habilitation of physically and psychiatric- 
ally disabled; psychodynamics of person- 
ality functioning in relation to work; the 
roles of psychiatrist, psychologist, industrial 
physician and behavioral scientist; the 
meaning of work; and the structure, func- 
tion and environment of the work organi- 
zation. 


IMPLICATIONS FOR THE FUTURE 


The future development of occupational 
mental health can perhaps best be seen 
when envisioned in the context of the 
change in the world of work during the 
past century. Today there is a high degree 
of industrial mechanization and automa- 
tion, a skilled and educated work force, 
an acceptance of the results of research 
from the physical and behavioral sciences, 
improvements in the health and longevity 
of the population and legal advances and 
accelerating change in work style as well 
as in the social and cultural environments. 

Changes in our society have altered the 
ways in which people satisfy their econom- 
ic, social and psychological needs. They 
have required people to find new ways of 
obtaining job security, new social devices 
for protection against injury, sickness and 
death, new modes of developing skills, 
forms of recreation and sources of emo- 
tional support. 

The extended family unit can no longer 
be relied on for support as its members 
are less likely to be found living in the 
same area, where they can turn to each 
other for social activities and mutual] aid. 
Even where the geographic problem does 
not exist, social class mobility—a compara- 
tively common phenomenon—may often 
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make it impossible to turn to the extended 
family. Nor can one rely on neighborhood 
or community roots for psychological sus- 
tenance in a nation where 20 percent of the 
population changes residence annually. 

Instead of a geographical orientation 
point, many now have developed a cor- 
porate orientation point. They identify them- 
selves with an organization—a company, 
church, university or government depart- 
ment. The work organization frequently 
provides the thread of continuity for a 
family moving from one area to another 
and may become a psychological anchor 
point for it. Often a man’s social friendships 
arise from his work associations. Old Navy 
men have long had a ready bond of 
friendship, and two strangers who work for 
a nationwide organization are likely to 
have much in common(51). 

While people have increasingly begun to 
turn to work and the employing organiza- 
tion for many of these lost supports, even 
in work some sources of gratification and 
support are being lost. Rapid technical 
changes have altered the composition of 
work groups and work tasks, Occupational 
and status achievements are somewhat ten- 
uous when skills can readily be made obso- 
lete or when their social value can depreci- 
ate rapidly, as occurs with technical changes 
and new industrial developments. When 
skills become obsolete, they not only lose 
their meaning as instruments of economic 
security but also of psychological security, 
for a man loses an Lr method of 
mastering some part of his world. 

Many of the services formerly performed 
by small entrepreneurs are now carried out 
by larger units of production and market- 
ing ; for those who were part of the smaller 
group, these changes contribute to the loss 
of a sense of group purpose about work 
and of group solidarity. Movement from a 
small business to a larger enterprise usually 
means some loss of personal freedom. It 
also results in relatively less recognition of 
the individual as an individual and rela- 
. tively more of the individual as part of the 
organization. It gives added weight to the 
importance of the relationship between a 
man and his work organization as a way 
for the man to gain social power. Within 
that relationship, however. the individual 


seeks increasing individual recognition 
consideration and responsibility and seeks 
support from his supervision to ob- 
tain them. 

Programs of clinical application in indus- 
try have begun in the past few years to ap- 
ply a variety of techniques in support of the < 
mental health of people at work. Many of 
these applications represent advances over ~ 
the previous role of evaluator of the em- 
ployee with mental illness. From psychiatry 
proper we have major advances in theory 
and practice. Tremendous strides have ~ 
been made in occupational medicine as” 
well as the other medical specialties. The 
behavioral sciences are contributing new — 


relating to the health of employees and | 
managers—and, indeed, of companies and 
organizations. : 

Mindus stated in 1952 : 


sif 
I do not think that in the present situation the 
industrial psychiatrist exerts very great in- 


could benefit from discussing their problems — 
with a good psychiatrist their points of view 
always were broadened and they developed a 
much more careful and understanding atti- 
tude (63). 


Perhaps we are not clear as to what he — 
meant by “policies,” but recent develop- — 
ments indicate a beginning in the applica 
tion of clinical concepts to the ongoing 
policies of corporate organizations. De 
pending on one’s definition of “policy,” one — 
will attribute varying influence to the clini- — 
cian and to the behavioral scientist. Does — 
a change in employee benefit plan to in- — 
clude coverage of mental illness as well as — 
physical illness involve a policy alteration 
And what does this reflect of a growing — 
union interest in mental health? Does the 
increased recognition by company mi 
agement of unconscious process in moti- 
vating its employees’ behavior represent a — 
policy change? Does the involvement 
the clinical consultant in top managemen! 
staff meetings which determine polic 
represent such an influence? How is the — 
increasing freedom of the clinician or the 
behavioral scientist to initiate resea 1 
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tivities within the organization to be re- 
garded ? 

Because of the widespread reluctance 
to publish work in these areas, referred 
to earlier, it would appear that these activ- 
ities have to a large extent developed in- 
dependently as isolated phenomena in dif- 
ferent centers. It is a reasonable assumption 
that the milieu that fostered their initial 
appearance will continue to provide a fer- 
tile environment for future development 
_ along lines already established. Within the 
_ limitations of the general area of concern 
_ of the mental health professional, and his 
_ primary goal of the maintenance and im- 
_ provement of mental health in the occu- 

pational setting, there are at least several 


i 
' 
q 
A 
£ 


ja 


5 


4 

_ setting, mainly as a result of automation, 
4 will require a familiarity with the process 
__ of change and the stresses consequent to 
_ it, together with the knowledge and abil- 
ity to apply techniques for alleviating 
- them(74). 

: 
a 


_ man’s life will lead to a growing recogni- 
tion within industry that developments on 
_ the industrial scene that may appear to be 


scientist will be asked to develop programs 
for helping ease these transitions and to 
provide services where difficulties develop. 

Union activities in mental health are still 
too new and too limited to provide more 
than a suggestion of the likely direction 
programming will take. Their primary con- 
cern has been with the provision of ser- 
vice to their population and will probably 
continue to be focused mainly in this area. 


OCCUPATIONAL MENTAL HEALTH 


However, limited exploration of the work 
setting and its potential place in a union 
mental health program has begun. The 
returns from this approach, even in these 
early stages, would suggest that for at 
least some unions, this will become a major 
area of development. 

The role of the comprehensive community 
mental health center in occupational mental 
health is yet to be defined. The relative 
lack of interest in the area demonstrated 
by its omission from state planning in all 
but three states would suggest that develop- 
ment of this role will be primarily on an 
individual basis, reflecting the concern of 
the interested staff member. One potential 
asset of the community mental health cen- 
ter for activity in this field is its third-party 
position, which may enable it to provide 
services in areas of labor-management 
conflict where an impartial evaluation is 
necessary. 

The shift in clinical emphasis from rou- 
tine diagnostic evaluation in the industrial 
medical department or in the office of the 
consulting psychiatrist and psychologist to 
the broader areas of activity described 
above has made it necessary for the pro- 
fessional interested in this field to become 
familiar with an extensive body of knowl- 
edge not required of many of his colleagues. 
The behavioral science contributions to an 
understanding of group process and men- 
tal health education, the legal issues in 
workmen’s compensation, the problems of 
psychotoxicology and, most of all, the 
nature of the industrial environment are all 
subjects about which some understanding 
is necessary for successful work in industry. 
It is likely that formal training programs 
in occupational mental health will have to 
be developed before widespread accept- 
ance of the clinician can be expected from 
industrial organizations. 

Previous material in this paper suggests 
the wealth of current research activities 
relating to the mental health of the Ameri- 
can worker. It appears that we may not 
only expect expansion of research efforts 
but can anticipate greater application of re- 
search results in the ongoing affairs of in- 
dustrial organizations. 

A closer working relationship between 
university-based research programs and or- 
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ganizational personnel practices has been 
suggested and appears more frequently in 
practice. This has led to the training of 
the behavioral scientist for work as a 
salaried member of company personnel 
staffs and develops further the utilization 
of research data from the campus and from 
within the employing company. From 
academia we see increasing evidence of 
concern for the use of the results of re- 
search studies. From the viewpoint of the 
behavioral sciences which participate in 
organizational mental health programs, the 
direction of the future appears to be away 
from pure research on campus and toward 
the in-company study, with application of 
research results to the ongoing affairs of the 
company. 


SUMMARY 


In the past decade there have been 
more clinicians quoting behavioral science 
research, more behavioral scientists quoting 
clinicians and greater application of the 
theoretical frames of reference of each of 
the several disciplines to practical problems 
within industry. Occupational medicine has 
largely emerged from its cocoon of emer- 
gency surgery and compensation cases with 
the recognition that, like internal medicine 
and general practice, half of its case load 
is made up of patients with emotional prob- 
lems, either overtly displayed or in the 
guise of psychosomatic reactions. Borrowing 
concepts and clues from psychiatry, psy- 
chology and the behavioral sciences, indus- 
trial medical directors and their staffs 
have taken steps toward more active in- 
volvement with the policies of their organi- 
zations—policies recognized as influencing 
the health of employees. ‘ i 

Becoming involved with the physician 
in industry, some behavioral scientists have 
been studying not only the prevalence of 
psychosomatic disease in industrial popula- 
tions, but also the influence of the industrial 
environment on these i s: Indeed, 
health concepts have been applied to the 
industrial organization itself with the “cor- 
porate personality” regarded as sick” or 
“well.” Factors within its subculture have 
been studied as one studies the individual 
personality. It is common to hear a group 
of social scientists with industrial interests 


discuss the “health” of a work group, a 
company or an industry. 

The relationship of job satisfactions to 
mental health has been widely suggested, 
even assumed, although still unproven. Ide 
tification with the work organization—or — 
with one’s labors—has received great atten: 
tion from occupational medicine, clinical 
psychology, psychiatry and behavioral 
science. The centrality of interest seems to 
have focused recently on psychosomatic re- 
actions. The next common area of concern 
appears to haye been the industrial accident 
with its illusive “human” etiology. More 


` recently the garden varieties of emotional 


reaction—the psychopathology of everyday 
life and its relation to the work process, to 
the exercise of various types of authority, 
to the cohesive influence of the work 
group and to productivity—have been dis- 
cussed. f 

Finally, we see a common interest in | 
the fulfillment of the individual in the work — 
setting. From each discipline come expres- | 
sions of concern, research efforts and sug- 
gestions and operational programs for 
allowing greater understanding and fulfill- 
ment of the psychological needs of the 
individual at work. Each discipline has ~ 
contributed. Each considers itself properly. $ 
concerned. Indeed, many proprietary feel- 
ings continue in each specialty as to who 
should be looked to by industrial manag 
ment, who should be responsible, who — 
should direct the efforts of the others, who 
may “rightly” have the moral, ethical and ss 
social responsibility to study and influence 
these many factors which in turn can be 
related to the mental health of the industrial 
employee at whatever level. 

Both the clinical disciplines and the be- — 
havioral sciences will play an increasing role 
in fostering healthy employees and healthy — 
companies through increasing influence on 
the policies and procedures of corporate 
organizations. 

The evidence points to an expanding ro 
for the clinician as well as for the be- 
havioral scientist, but with less concern for 

ining 


health programs, 
education and concern 


with policies 


mental health. 
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One of the most significant and encourag- 
ing recent developments in dealing with the 
problem of mental illness is the emphasis on 
the value of treating the patient while he is 
still in the community or has returned to it 
after a brief period of hospitalization. His- 
torically this represents a reversal of the 
process introduced about a century and a 
quarter ago which had as its main goal the 
removal of the mentally ill from the com- 
munity to specialized mental hospitals. At 
that period, when the mentally ill in the 
community were often relegated to jails and 
almshouses, it was quite justifiable to place 
them in hospitals specially built for their 
care and staffed by persons expert in this 
branch of medicine. 

In a sense this represented a challenge to 
the profession to treat and care for mental 
patients in the best manner known at the 
time while the profession searched for new 
methods of treatment which could be 
adequately carried out within the commu- 
nity. 

But it was a long time before the process 
could be reversed and the return to the 
community accomplished. The reversal 
depended primarily on the progress made 
through research in gaining a better under- 
standing of the nature and causes of mental 
diseases so that new treatment methods 
could be developed which did not require 
isolation of the patient. It has only been 
during the last few decades that such 
treatment methods have been developed 
to a point where it has become possible to 
treat many of these patients within their 
own milieu or—when hospital treatment is 
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required—to carry this out successfully in 
a short period of time and return ‘the — 
patient to his community for posthospital 
care. 

However, the acquisition of new knowl- 
edge and the application of this new knowl- 
edge to treatment methods are not in- 
themselves enough. In addition, the com- 
munity, including the medical profes- 
sion, must develop conditions which will 
make possible their implementation. Such ~ 
implementation calls for multilateral par- 
ticipation, based upon communication and 
interaction among many elements in the 
community. $ 

In the group of papers which follows an 
attempt is made to define the roles of some 
of the pivotal groups and agencies partic- 
ipating in community mental health pro 
grams and the processes involved in the — 
development of these programs. Some of 3 


-the papers differ from the scientific and 


scholarly papers which usually appear in ~ 
the Journal, Some are frankly “opin- j 
ion pieces;” some reflect the thinking of © 
people who are not mental health profes- 
sionals but who do have a strong interest 
and stake in community mental health 
programs. ii 
Dr. Yolles, who as Director of the 
National Institute of Mental Health has 
responsibility for overseeing the federal 
government's community mental health ~ 
centers program, poses some of the issues | 
“on which the psychiatric profession must 
make decisions at an early date.” It is his- 
opportunity and responsibility, he notes, 
“to identify the problems that slow our 
progress and to search for methods of re- 
solving them as the Institute administers 
the new community mental health centers” 


program.” 
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_ Offering suggestions in regard to philos- 
ophy, structure and training as they relate 
to the center concept, they express the hope 
that these will contribute toward “the mean- 
gful translation of this concept into a 
practical reality,” 
Professor Simmons discusses the impor- 
tance of the impact that social factors have 
the adjustment of the individual within 
the group, taking into consideration those 
: factors which tend to serve as 
urces of stress to the individual, enhanc- 
the possibility of the development of 
tsonality maladjustment. He also de- 
scribes the social forces which can be 
tilized to combat the pathological pro- 
sses, thus increasing the possibility of 
promotion of better adjustment within 


munication and interaction, 
_ The adequacy of implementing a com- 
‘munity mental health program will depend 


upon the degree of active Participation and 
coordination of the whole range of re- 


sources in the community—professional, 
governmental and social. Mrs. Rockefeller, 
president of the National Association for 
Mental Health, discusses the role of the 
mental health association, functioning as 
a medium of interaction between the 
public, on the one hand, and professional 
workers as well as governmental agencies 
on the other. It presents to the professions 
and government the needs of the communi- 
ty and provides a means of interpreting to 
the public the needs and potentialities of 
professional and government agencies. 

Dr. Visotsky defines the role of the 
agencies and hospitals supported by the 
various governmental branches—federal, 
state, county and municipal—in the imple- 
mentation of the new program. This calls 
for flexibility in the organization of existing 
facilities in view of changing conditions, 
as well as the development of new ones, 

Dr. Tompkins presents the various re- 
Sources available for the treatment of the 
mentally ill within the community, focus- 
ing particularly on the contribution that is 
being made by the psychiatric units of 
general hospitals, the psychiatrist in private 
practice and the nonpsychiatric physician. 

Dr. Appel and associates call attention to 
the urgent need for integration of medical 
and nonmedical community resources, not- 
ing that “A psychiatric problem is not just 
psychiatric. There is a whole complex of 
community interrelationships and services 
that are involved in each seemingly isolated 
medical problem.” 

And finally, to change from theory into 
practice, a paper by Dr. Ives describes an 
existing community mental health center, 
the Yorkton Psychiatric Centre, Saskatche- 
wan, Canada. After a year’s experience he 


w. He raises some questions which still 
remain to be answered about the function- 
ing of such centers, 


It is my privilege to report on the 
current status of the new national mental 
health program and to present for con- 
sideration some of the issues on which the 
psychiatric profession must make decisions 
at an early date. 

It is both my opportunity and my 
responsibility, as the Director of the 
National Institute of Mental Health, to 
identify the problems that slow our prog- 
ress and to search for methods of resolving 
them as the Institute administers the new 
community mental health centers program. 
For all our insights we have found no 
simple way to achieve consensus on 
matters of policy within our own pro- 
fession. However, the time has come when 
we must do so. 

In February 1963, the late President 
John F. Kennedy addressed the Congress 
in his now historic mental health message. 
“We need a new type of facility,” he said, 
“one which will return mental health care 
to the mainstream of American medicine.” 

This statement has been quoted so often 
that it is in danger of becoming a cliché 
rather than a call for action. However, I 
submit to you that the passage of Medicare, 
the creation of a Commission on Children’s 
Mental Health and the adoption of the 
other major social and health statutes 
during the present administration give a 
new urgency to President Kennedy’s words, 

The entire course of that “mainstream 
of American medicine” has changed. It is 
heading right down the main street of 
every community in America. All the 
branches and specialties of medicine—not 
just psychiatry—must now learn fo swim 
in that stream. The people want com- 
munity health services to improve their 
personal health and their environmental 
health. It is our responsibility as specialists 
in the art and science of psychiatry to set 
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the tone, the style and the quality of 
mental health care in each community as 
the keystone of a comprehensive and 
correlated total program of health services. 

Mental health professionals, including 
psychiatrists, have already made significant 
progress in establishing a framework on 
which to build community mental health 
services. For the past two years com- 
prehensive mental health planning has 
been underway in every state. Financed 
by federal and state funds, this nationwide 
inventory of present resources and im 
mediate and long-term needs gives the 
mental health professions their own “Oper- 
ation Head Start.” While other health ~ 
professionals are beginning to work toward be 
the correlation of services, psychiatrists 
already have an established pattern on ~ 
which to base further changes of attitude ~ 
and modes of practice within the profes- — 
sion. 

We have come a long way since men 
like Braceland and Whitehorn made their 
initial pronouncements about the need for 
psychiatrists to move into the community. 
This idea constituted a major change in 
the modus operandi of the profession and 
it was accepted only very slowly. However, — 
it was accepted by enough people to bring 
the Joint Commission on Mental Illness 
and Health into being and, following that — 
commission’s report, to achieve the passage _ 
of the Community Mental Health Centers — 
Act of 1963 as the basis of a new national — 
program. 

In the regulations under which states 
can become eligible for federal grants to 
aid in constructing mental health centers 
some of the concepts we as a profession 
had arrived at were set forth—for the 
first time—as requirements to be met by 
all centers receiving federal support. 

Each center must provide a continui! 
of services for each person admitted 
the center; and the services must |! 
coordinated to make possible continuity 
of professional care. Services must be 
available to everyone, regardless of race, — 
color, ability to pay or not to pay and 
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without regard for the patient's place of 


a 


_ residence, type of illness or his age. 


THE PUBLIC HEALTH APPROACH 


y The community mental health center has 
_ been designed as a public health facility, 
which means that it is basically concerned 
with disease as it affects groups of people 
in a community and with prevention of 
such disease. However, the approach to 
the group is made through the individual 
_ patient. Public health seeks to use pro- 
cedures that can be applied economically 
to large numbers of people with the ex- 
 pectation that, for a high percentage of 
E them, the outcome will be satisfactory. 
Public health is achieved through organ- 
_ ized community effort. Rooted in epide- 
miology and statistics, public health methods 
_ are based on continuing surveillance of 
the needs of the specific community and 
= application of the techniques of interven- 
tion to meet those needs, 
= A mental health center, therefore, should 
_ provide the essential elements of mental 
__ health care: inpatient and outpatient serv- 
_ ices, partial hospitalization, emergency 
_ services around the clock and consultation 
_ and education available for individuals 
and community agencies, 
Unfortunately, at our present state of 


a aa 


>» 


_ knowledge, primary prevention of mental 
illness or disorder is possible in only a 


few instances; but the centers will provide 
us with data for epidemiological studies 
which can lead to further development 
of preventive techniques. In the interim, 
_the centers’ service program can provide 
intensive, short-term treatment to restore 
_ large numbers of patients to adequate 
-functioning without their leaving their home 
_ communities, Through community plan- 
ning on a comprehensive basis, throu; 
crisis intervention and other methods, 
mental health professionals can share with 
other community leaders in environmental 
manipulation to eliminate known producers 
of stress as well as loci of stress such as 
urban slums and rural depressed areas— 
potential breeding grounds of mental dis- 
ease. - 
All of these are perfectly legitimate 
methods of treatment and no longer have 
the overtones of quackery which have in 


the past been attributed to them. These 
methods are being applied on the theory 
that until we can achieve prevention and 
cure, we can improve the mental health of 
more people in more communities by pro- 
viding treatment that returns individuals 
to productive living, even with a residuum 
of disability. 

These are some of the public health 
approaches which are being adapted to 
the community mental health program. 
But since such a program is new, we have 
only begun to identify the problems at 
issue and to formulate the policies under 
which psychiatrists can and will practice 
effectively, both for their patients and 
themselves, within this service pattern. 


PROBLEMS FOR THE PSYCHIATRIST : 
HOSPITAL LIAISON, TEAM TREATMENT, FEES 


I should like to discuss some of these 
issues specifically. It may very well be 
necessary for psychiatrists to apply the 
techniques of intervention within the pro- 
fession itself before we reach agreement 
on some of them. But significant changes 
have already occurred in American psy- 
chiatry, and we must accelerate the tempo 
of that change if we are to lead in 
establishing the policies of practice in 
community psychiatry, rather than be 
pushed into them by the impact of our 
changing society, 

How, for example, is the profession go- 
ing to react and adapt to working in much 
closer liaison with the general hospital ? 
Certainly, many psychiatrists have hos- 
pitalized patients, but this has not been 
the universal experience. 

Today, the general hospital is a facility 
of major importance in psychiatric care. 
In this frame of reference, the general 
hospitals can be placed in four categories : 
1) hospitals that have private psychiatric 
Practitioners as members of the staff; 2) 
the huge “commitment mills” the like of 
which we hope our children will never 
see; 3) hospitals which provide “the doc- 
tor's workshop,” where the psychiatrist can 
bring a patient for physical therapies or 
other treatment techniques not available 
to him in his office ; and 4) the community 
general hospital, which services the entire © 
Population of its community and serves 


196) 


as a component of the community mental 
health center. 

The psychiatrist can and does practice 
in each of these settings, but I am 
primarily concerned with the emergence 
of the general hospital as part of the 
community center concept and the work- 
able role of the psychiatrist in such a 
facility. 

In general, there is little problem if a 
psychiatrist wishes staff privileges in a 
general hospital psychiatric service. Var- 
ious systems are evolving. At Mount Sinai 
in New York, for example, a psychiatrist 
in private practice may treat his patients 
within the facility if he gives his services 
to the hospital six hours a week. 

Within such a facility, there is a bene- 

ficial quid pro quo among all medical 
specialties, expressed in the following state- 
ment of the American Medical Association 
Council on Mental Health: 
The presence of a psychiatric unit in a general 
hospital fulfills many functions. The whole 
hospital becomes a better hospital as a result 
of its influence. It reduces the distance which 
still exists in many quarters between psychi- 
atry and other medical specialties. Tt gives a 
golden opportunity for psychiatrists and non- 
psychiatrists to meet and exchange ideas and 
get to know each other in a medical setting. 
Tt acts as a leavening influence by introducing 
principles of modern psychiatry into every 
aspect of the general hospital (2). 


In the coming years in many instances 
community mental health services will be 
closely associated with a general hospital 
as a comprehensive center. When the psy- 
chiatrist hospitalizes his patients, he has 
available to him the entire panoply of 
services—inpatient care, outpatient care, 


emergency services, day and night care; 
and such “team services” as rehabilitation 


are available to him as he continues to 


direct the treatment of his patient. 

How are the day-to-day techniques of 
team treatment to be worked out? Will 
the psychiatrist work directly with other 
members of the team? Will he work in 
consultation? Will he work at his office 
in the mental health center? How will he 
relate his private practice to treatment 
in a day hospital? All of these questions 


need thinking through. 
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The various methods of payment of 
to the psychiatrist will continue to expan: 
The psychiatrist may be paid by his pati 
as he is for individual office treatment; 
or he might be a part-time staff member 
of the hospital, in which case he could 
be paid both by his own patients and by — 
the hospital for patients assigned to him, 

The whole picture of third-party pa 
ment for psychiatric illness is being en- 
larged. Insurance companies, prepayment 
systems such as Blue Cross, the recent] 
negotiated contract in the automotive 
dustry and Medicare are providing 
creased health benefits to eno “sal | 
segments of the population. While I have ` 
the opportunity, I should like to mak 
it very clear that the 190-day limitation 
of benefits in a lifetime, as written in 
the Medicare law, refers only to inpatient’ 
care in a mental hospital. This does not 
apply to treatment in a psychiatric service 
in a general hospital. A 

The trend toward inclusion of coverag 
of out-of-hospital treatment of the psy- 
chiatric disorders is growing, slowly but — 
surely, as actuarial experts and psychia: 
trists establish mutual understanding in 
the time/cost factors of psychiatric treāt- 
ment. be 
There are other avenues along which 
psychiatrists are venturing today as they — 
become involved in the attempt to stretch 
their skills to help more people. Psy- — 
chiatrists in private practice are entering — 
into contracts with public agencies to — 
provide direct patient care. Under pro- 


visions of the Kerr-Mills Act, welfare $ 
departments can and do contract for the 


services of individual psychiatrists to treat 


ployee psychiatric services. Such procedures — 
could well be augmented by the psychia- 
trist’s participation in community menta j 
health center programs, for in this manner 
he could provide augmented treatment and 
counseling for both the agency and industri- _ 
al personnel requiring his services. 


The Texas pattern for providing psy- 
chiatric services for indigent patients, 
utilizing existing community facilities and 
locally practicing psychiatrists to perform 
he needed services, has received national 
ittention. Since its inception, the plan has 
been expanded to include several com- 
munities in Texas. It is an exciting record 
and one to which I would refer as an 
example of effective cooperation among 
rivate psychiatrists and local and state 


ists, social workers 
psychiatric emergency 
their traditional duties, 
_ Another change—and one which causes 
quite a bit of professional anguish and 
causes some strong men to wince—is the 
“acceptance of the therapeutic community 
_ as a method of treatment in the general 
— hospital. How may the relationship of 
_ the private physician to his patient be 
‘oordinated with that of management of 
the patient by group decision? How do 
we deal with problems that arise when 
some patients are treated by private 
physicians and others are treated by staff? 
The third-party payment procedures, to 
which I have already referred, are also 
_ bringing other changes to the Practice of 
_ psychiatry. Today, because of insurance 
_ benefits, many patients who in the past 
could only secure treatment in a state 
mental hospital can afford to pay for treat- 
ment. The question is: Are we prepared 
to treat these people ? 

For many reasons, since the beginnings 
of American psychiatry, most private 
practitioners have given treatment to 
middle-class, English-speaking, white-col- 
lar patients. This situation can no longer 


prevail and there must be a change. Psy- 
chiatrists—if we are to be successful in 
the “talking treatment”—must be able to 
speak the same language our patients 
speak. I am sure that, in too many in- 
stances, doctor and patient both speak 
English but they do not speak the same 
language. 


THE ROLE OF THE GP 


I have discussed here the relationship 
of psychiatrists to patients, to hospitals 
or other facilities and to sources of funding 
and fee payment. I should like now to 
mention a subject to which we are all 
guilty of paying lip service but to which 
not enough of us have given specific and 
expert attention. I refer to the oft-stated 
objective to train the general medical 
practitioner in the basic tenets of psy- 
chiatry so that he can treat the patients 
for emotional as well as physical disorders. 
How many years must pass before we 
actually do this? 

Twenty years ago—in March of 1946—Dr. 
Thomas Parran, the Surgeon General, in 
his testimony before the Senate Committee 
on Education and Labor relating to estab- 


lishing the National Institute of Mental 
Health stated : 


First, the psychiatric training of all medical 
students and the general practitioner can be 
improved, so that they will be better able to 
diagnose incipient cases and treat those who 
0 not require the attention of a specialist. 


Said Dr. Francis Braceland at the same 
hearing : 


There is a need for a radical revision of the 
entire structure of psychiatric education. It is 
not necessary that every person with an emo- 
tional disorder be seen by a psychiatrist. The 
first Tine of psychiatric defense is the general 
medical practitioner. If he is properly trained 
for his task, he can handle competently the 
majority of psychiatric complaints. There is 
need for considerable research in the teaching 


techniques which will overcome these defi- 
ciencies, 


It is now 20 years later, Of course, many 
Practitioners already practice in this way, 
to an extent, and others are being trained 
in short-term courses supported by the 
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NIMH; but this is not sufficient. One of 
the dilemmas of the medical profession 
stems from the fact that medical special- 
ization is increasing and the number of 
general practitioners is decreasing, just at 
the time when more of them are desperate- 
ly needed in many communities. 

The mental health center, however, 
should make it possible for the general 
practitioner to continue to treat his patient 


during the time that the patient requires _ 


any of the services provided by the center. 
The psychiatrist can serve as the consultant 
on the case in the same manner that 
specialists in physical medicine collaborate 
with the general practitioner. 

The benefit to the patient is obvious. 
He maintains contact with his family phy- 
sician and the physician can better super- 
vise whatever treatment is necessary when 
the patient leaves the center. But the 
procedures for staffing the center and pro- 
viding staff and visiting privileges for 
general practitioners have not been worked 
out. Are we really prepared to do so? 

Going further, although consultation 
among physicians is commonly accepted, 
it is less common for consultative services 
to be provided by other mental health 
professionals such as psychologists or social 
workers, This is an area in which ex- 
perimentation is in order to determine the 
extent to which professionals other than 
psychiatrists can be utilized in consultation, 
diagnosis or evaluation and the planning 
of treatment. 

In outpatient psychiatric settings, 
tice has shown that nonpsychiatric phy- 
sicians can provide useful and therapeutic 
services when assisted by psychiatric super- 
vision. If this procedure were generally 
accepted, it would require changes in policy 
and in some practices by outpatient serv- 
ices. There would also be the financial 
problem of remunerating the physician for 
his time. 

Alternatively, the general pł 
treat his private patient in his office and 
receive regular supervision from the out- 
patient clinic staff. Should additional serv- 
ices, such as psychologic, nursing or social 
services, be required, these could be pro- 
vided on a fee-for-service basis. Such a 
plan would require formal agreements and 


prac- 


physician can 


relationships between the mental health ` 
center and a private physician. AN 

These issues, yet to be resolved, are part 
of the larger issue of the maximal utiliza- 
tion of every discipline in the mental 
health field—all of which are in short 
supply. We are all aware of the manpower 
shortage and of the fact that we can 
never have enough personnel to treat 
everyone who needs treatment, especially 
if we dare to look at the hidden part « 
the iceberg—those who for one reason or 
another need help but do not come to. 
us: the selective service rejectee, for ex- 
ample, and others. However, with the Be 
continuing support of Congress and 
universities and other training institutions 
in expansion of their programs, there is 
every hope that we can train sufficient 
manpower not only to staff the mental 
health centers but for all mental health 
purposes. / 

There is also need for further expe: 
imentation in the use of nonprofessional - 
workers—volunteers, aides and indigenous — 
personnel—who can be extremely helpful — 
in providing information throughout the 
community about available services. More — 
nonprofessional workers are being utilized — 
in mental hospitals and, with training and > 
supervision, can participate in the “team — 
services” of community mental health cen- ~ 
ters. College students, VISTA volunteers — 
and former members of the Peace Corps — 
are showing interest in mental health work 
and provide us with an excellent manpower 
resource. ; 

The training program of the NIMH is 
geared to help produce this personnel 
through its grants program, and a measure 
of its success is indicated by the increase 
in the number of workers in the core 
mental health professions during recen 
years. 

In 1960 there were approximately 44,000 
psychiatrists, clinical psychologists, psy- 
chiatric social workers and psychiatric 
nurses. Estimates today indicate that ther 
are 63,790 currently serving in these pro- 
fessions. Projections call for 87,000 pro- 
fessionals by 1970, including the num! 
needed to staff the 500 centers anticipate 
by that date, in addition to those required Ki 


a 
_in research, training and other treatment 
“settings. 


_ COOPERATION WITH OTHER PROFESSIONALS 


However, we psychiatrists must con- 
tinue to experiment in expanding our 
cooperation with other professionals in 
providing treatment, The problem of who 
provides treatment was reflected in the 
final report of the Joint Commission on 
Mental Illness and Health which stated: 


ychiatry and the allied mental health pro- 
_ fessions should adopt and practice a broad, 
liberal philosophy of what constitutes and 
‘who can do treatment within the framework 
of their hospitals, clinics, or other profes- 
sional service agencies(1). 


A The Commission outlined the funda- 
mental ABCs of the clinical functions of 
he respective professions: 


“The principle that must guide us in questions 
of authority, professional prerogatives, and 
qualifications involved in treatment of the 
nentally ill... . is one of individual compe- 
$ ence . . . . The matter of competence applies 
z “ely to the psychiatrist, the psychologist . . . 

social worker and Occupational therapist . . . 
me nurse . . . and the ward attendant . . . (1). 


_ Since mental and 


ty enerally ac- 
_ cepted by the mental health RE 

; acceptance, however, does not 
< solve administrative problems. Shall the 
~ total center be based on a medical model 
or on other models? So far, s 


= these units join with other service units, 
how will we handle problems that may 
arise between the medical hospital ad- 


~ While we search for answers to these 
_ questions, we must never forget the basic 
_ reason for our search : the people we treat. 
_ Public Law 88-164 is clear in stating that 
‘community mental health centers must not 
discriminate against those unable to pay 


for services. But there are economic loop- 
holes. The law states that such a “facility 
will furnish below cost or without charge 
a reasonable volume of services to persons 
unable to pay therefor.” Under admin- 
istrative regulations, a “reasonable volume” 
of such services will be determined ac- 
cording to the socioeconomic conditions 
in the community. 

This requirement may be waived if the 
mental health center applicant for a federal 
grant demonstrates that it is not financially 
feasible to furnish such services, Therefore, 
the question of treatment for the total 
community remains open at the low-income 
level of the population. Nor has it been 
tesolved at the high-income level. Are we 
to discriminate against an individual in 
making needed services available to him 
because his income is larger than others? 
If we really believe that totality of service 
is important, then all patients—regardless 
of income-should be able to receive serv- 
ices and pay for them as they are able 
to do so. 

Another of the perplexing issues facing 
applicants for centers grants is the problem 
of residence. PL 88-164 states that “com- 
munity service will not be denied to any 
person residing within the area served 
solely on the ground that such person 
‘oes not meet a requirement for a minimum 
period of residency in such area,” But 
for all that, many states, counties and 
communities have residence requirements 
limiting or prohibiting treatment in pub- 
licly financed facilities within that political 
jurisdiction. Welfare departments, too, are 
sometimes restricted by such requirements. 

The state mental hospitals have solved 
this problem, in part, through interstate 
compacts and I see no reason why this 
type of compact could not be duplicated 
on an intercounty or intercommunity basis. 

_ There are penalties that accompany any 
influx of people into an area—the need for 
more manpower, for example, or a rise 
in the tax rate—but the community mental 
health center must Tecognize its responsi- 
bility as a public agency to serve all the 
People who become ill within the com- 
munity boundaries, 

Both the American Psychiatric Associa- 


tion and the American Medical Association 
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have demonstrated a great deal of interest 
and support of community mental health 
center concepts, but only within the bounds 
of their pre-existing policies and positions. 
The task now is to find the ways to achieve 
the community mental health center goals 
through adaptations and modifications of 
the opinions and attitudes of the organized 
voices of the medical and psychiatric pro- 
fessions. 


ARE WE READY TO OFFER SERVICES ? 


The question for today is: are we really 
ready to offer the services needed? 

It has become evident during the past 
two years that there are many who do not 
care to exert the necessary effort to estab- 
lish continuity of care—a principle we have 
been advocating for years. They are con- 
tent to innovate by establishing a new 
clinic or a new ward, but feel they are not 
ready for continuity of care. There are 
also those who will not exert the effort 
to move forward—to change the status 
quo—and who are content to close their 
eyes to the existing level of mental health 
care in the United States. 

As I commented at the beginning of 
this paper, if we do not achieve consensus, 
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This paper will attempt to develop ‘some 
aspects of conceptual models for compre- 
hensive community mental health centers 
based on our present knowledge and 
understanding’ of ego psychology and crisis 
theory. The following areas will, be con- 
sidered: 1) some theoretical bases under- 
lying the philosophy of the community 
mental health center; 2) the structure and 
format of the center itself; and 3) the 
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_ knowledge to accept the responsibility of 


resolve these issues and actually be 
to provide continuity of mental health 
services and care, as we as a profession : 
feel they should be designed, it may well 
be done for us by others. : : 
We have had 20 years of debate. The — 
times now call for action by our profession. 
The people want adequate mental health 
services. We have the training and the 


leadership. Many of us owe at least pai 
of our professional training or support to 
scholarships, fellowships and research 
grants made possible by public funds. ~ 
There is every reason—from enlightened 
self-interest to compassion for those whom 
we can help—for this profession to get 
about the business of adequately caring 
for the mentally ill, preventing mental 
disturbance where and when we can and ~ 
building a healthier nation. “ae 
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implications for the training of personnel 
whose responsibility it will be to providi 
coordinate, implement and evaluate com: 
prehensive services designed to meet the 
mental health needs of the communi 
which the center serves. 


PHILOSOPHY 4 it 


In the past few years, as the communi 
mental health center concept has be 
developing, the need for a wide ran 
of coordinated mental health servic 
for those in need within their own 
communities has been emphasized. I 
thought that geographical dislocation | 
the patient to remote institutions may welt 
result in the severance of family and com- 
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munity ties and in such undesirable anti- 
therapeutic side effects as rejection, social 
isolation and emotional disenfranchisement, 
which impede his recovery and reintegra- 
tion into community living. Although the 
nature and definition of a “community” 
have been variously described in geographi- 
cal or functional terms, it is generally 
agreed that the emotionally disturbed pa- 
tient should be treated as close to home as 
possible. 

= We are in agreement with this phi- 
= losophy, but we will go beyond it to 
illustrate the validity of the community 
mental health center concept on the basis 
of what is known about ego development, 
_ fesponse to crises and personality growth 
nd strength which can result from resolu- 
_ tion of a crisis within the context in which 
it takes place. 

Cumming and Cumming in Ego and 
Milieu(4) have reviewed the contributions 
of Freud, Hartmann, Federn, Mead, Par- 
sons and others, with emphasis on their 
specific contributions to the theory of ego 
development. Hartmann(8) postulates that 
he ego develops from an interdependent 
ombination of the conflict-free portion, 
, innate abilities, and conflict-born ele- 
ments. Further, that the ego develops as a 
result of a series of minor crises arising 

of the child’s exploration of his en- 
ronment and his attempts at different 
Stages to form increasingly complex rela- 
__ tionships with members of his family, With 
_ the resolution of each conflict and the 
extension of himself in new role relation- 
ships, the child’s ego is strengthened, the 
_ diversification of roles which he encom- 
passes is enhanced and he internalizes a 
new set of relationships which allow him 
to react to a wider world. The ego thus 
develops as the range of coping mecha- 
nisms increases, 

However, should the environmental 
stress be too persistent or too great in 
proportion to the particular child’s capac- 
ities or degree of maturation, the child 
may not be able to maintain his acquired 

level of adaptation; there may be some 
_ temporary disorganization ; the ego bound- 

aries may be diffused and less well 
differentiated; and the child may regress 
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to an earlier level of adaptation. Certainly, 
this would not be the time to remove him 
from his family setting, when his ego 
identity is in jeopardy and the previously 
established relationships are less well de- 
fined. : 
A parallel can be drawn with the mal- 
adaptive reaction of the schizophrenic 
patient who, because of a deprived or 
disturbed background in combination with 
other possible etiological factors, has never 
developed a well-integrated ego; or who, 
because of environmental stress, may show 
evidence of diffusion of ego boundaries, 
resulting in loss of identity, distortion of 
his surroundings and feelings of alienation, 
depersonalization, distance and detach- 
ment—common symptoms of the schizo- 
phrenic process, It should be emphasized 
that although there is a breakdown in 
certain areas of ego functioning in the 
schizophrenic patient, by no means is there 
always a breakdown in all areas, It is 
more appropriate and therapeutic to build 
upon those aspects of personality func- 
tioning which are least disturbed, and in 
a setting familiar to the patient, Removing 
such a patient to another setting, strange 
both structurally and interpersonally, 
would not only serve to enhance his 
feelings of alienation and estrangement 
but might well result in a more global 
type of disintegration. Conversely, attempts 
to improve the interpersonal as well as the 
operational competence of the individual 
could be accomplished more easily in a 
milieu known to him, even though his 
level of performance has been diminished 
markedly by the acute decompensation. 
Crisis theory as developed by Linde- 
man(9) and Caplan(3), among others, 
carries this view further. Crisis theory 
Suggests that during a crisis situation the 
Personality structure of the patient is in a 
State of flux, his defenses are less rigid 
and more amenable to change. Effective 
intervention at this time may well serve 
to increase the adaptive capacities of the 
patient and prepare him to handle similar 
stresses in the future more appropriately. 
s does not imply that the basic intra- 
Psychic personality structure of the patient 
will be fundamentally changed by such 
intervention, but that the aggregate of 
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psychological forces resulting in his dis- 
turbed behavior will be brought into better 
equilibrium. This type of early intervention 
may be instrumental in reducing the 
debilitating side effects of mental disorders 
which have been variously described by 
such terms as the social breakdown syn- 
drome(10) or hospitalism. 


STRUCTURE 


With regard to the structure of the 
community mental health center there is 
of course no one model(5). Any existing 
facility or program can be expanded to 
take on more comprehensive dimensions. 
The state hospital can be the locus of a 
comprehensive program, We anticipate 
great progress to be made in the develop- 
ment of comprehensive programs with the 
general hospital as their focal point. If the 
center is to be a newly constructed in- 
dependent unit, the emphasis must be on 
coordination of services into a compre- 
hensive integrated program while guarding 
against duplication of existing services ; 
the emphasis must be on program, not 
center(6). 

Whatever the base of the program, 
certain fundamental principles are involved 
in the operational format of the center, 
although variability may exist in the physi- 
cal structure depending on existing and 
needed facilities, The center must have a 
relatedness to the community which it 
serves: a relatedness which can be de- 
veloped by an awareness and understand- 
ing of the expectations each one has 
of the other, by its geographical location 
assuring easy accessibility and by the 
architectural design, The latter can help 
to make the center a focal point for com- 
munity activities, thereby improving com- 
munication between the center and the 
community, especially in regard to health, 
educational and welfare services. Archi- 
tectural design is important, too, in’ the 
provision of appropriate facilities within 
the center for varying services for all of 
the age groups and diagnostic categories 
for which the center must provide, in 
assuring mobility from one element of the 
program to another and in maintaining 
flexibility in the internal structure to meet 
changing needs. 
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The program should not only provide 
services to those with identifiable disorders 
who come to the center for help, i.e., the” 
intramural component of the program, but _ 
it should also attempt to develop and 
implement preventive and rehabilitative 
techniques. This is the extramural com- 
ponent, incorporating into the total pro- — 
gram a wide spectrum of services based on _ 
the three public health levels of preven- 
tion—primary, secondary and tertiary. This 
approach necessitates the interaction of — 
the staff of the center with the community 
and its agencies and facilities in consulta- 
tive, collaborative and educational roles 
so that there will be movement—not only — 
from the community into the center but — 
also from the center into the community. 

We think that one of the primary func- 
tions of the community mental health 
center is that it serves as a coordinat 
ing mechanism for all of the existing — 
community facilities for the treatment of 
mental disorders. The center should co- 
ordinate these programs into a wel 
integrated, broad spectrum of services, act — 
as a catalyst in filling the gaps in services — 
which exist, and prevent fragmentation 
and duplication of services which lead to 
discontinuity of care and antitherapeutic — 
practices. 

For example, a newly constructed in- 
dependent center should not attempt to — 
provide all of the needed services within — 
its confines, If there is a general hospital — 
without psychiatric beds in the community, — 
it would be more logical for this facility to 
provide inpatient beds. It should not seek — 
to provide beds for all those who need 
short-term hospitalization, as well as for — 
the lesser number who need long-term — 
hospitalization, when the state hospital is 
equipped to provide this service, Although 
such a center may provide some direct 
services, a primary reason for its coordinat: 
ing role is the intense competition which — 
would ensue among the various facilities 
for the relatively few professionally trained 
personnel. is 

There are, however, certain specific ele- 
ments which the community mental h 
center should provide, whatever it 
ing base, if it is to be an 
coordinating mechanism for di 
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_ comprehensive community care. It should 
provide an information and referral service. 
_ This might bring into focus the gaps in 
services in the community, thereby stimu- 
__ lating interest and providing the necessary 
© services by using existing facilities as a 
__ base upon which to build. 
__ The center should also include a con- 
_ sultation and education service to provide 
ongoing consultation programs to person- 
nel of community agencies and facilities, 
_ The goal of such a program is to incorpo- 
_ tate into their planning and programming 
those skills and techniques designed to 
make more effective early intervention and 
crisis resolution. 
It is important that the center have as an 
_ integral part of its total services a section 
_ dealing with program evaluation and re- 
search which is concerned with the devel- 
_ opment of instruments designed to measure 
__ the effectiveness of the program(5, 12). 
If the center is to act as the coordinating 
nechanism for the many and varied com- 
nunity mental health programs, then there 
Must be some administrative structure for 
ieving this. There would have to be 
oth time and space for high-level ad- 
inistrative staff meetings involving the 
ectors of the various programs within 
1e community in order to achieve over-all 
coordination. 
_ Schematically, the comprehensive com- 
_ munity mental health program may be 
- represented as a circle, at the center of 
which is the community mental health 
center. Around the periphery are the com- 
munity agencies and facilities, each with 
varying functions and goals. The center 
might be described as that of coordinator 
(of existing services), innovator (of new 
services), educator, administrator and con- 
sultant to the community, 
|. The “consumer” of this network of co- 
ordinated and differentiated services must 
_ also be kept in mind. Mental health pro- 
fessionals might develop a wide range of 
services which are considered adequate 
and reasonable, but the individual member 
_ of the community may not perceive them 
as such. If we think of our schematic 
representation again, i.e., the circle, the 
individual or problem family seeking help 
tends to use the portal of entry or “gate” 
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into the circle which is the least threaten- _ 
ing. These portals vary from community 
to community, just as different parts of 
a community vary in their specific needs, 
Depending on many factors including 
sociocultural differences, the appeal for 
help may be addressed to the general 
hospital, to a community center, a police 
station or a public health unit. Many of 
those seeking help will initially consult a 
clergyman or physician; welfare workers 
and school teachers are often the first’ to 
recognize mental health needs. Whatever 
the portal of entry, the individuals at the 
“gate’—namely the workers in the agencies 
—must acquire the necessary skills to 
handle that extremely crucial first contact. 
It is up to the trained mental health 
professionals through consultation, educa- 
tion and in-service training to develop the 
skills of the professionals first consulted to 
meet their responsibilities. 

The assumption of primary responsibility 
for the patient or client is important. Of 
equal importance is the need for all 
partners on the team to know who at a 
particular time has primary responsibility. 
In the course of planning for an individual 
patient whose needs change, another agen- 
cy may be able to provide better for the 
immediate needs of the individual, but 
this too often results in diffusion and lack 
of clarity as to who at a given time is 
responsible for the patient. Only true 
coordination can obviate the destructive 
side effects of this, Furthermore, effective 
coordination will result in an economy of 
time and effort. 


TRAINING 


The implementation of such a program 
has important implications for the prepara- 
tion of Psychiatrists, both conceptually and 
operationally. The traditional training of 
the psychiatrist and the established doctor- 
patient model do not fully equip him for 
such diverse role relationships as admin- 
istrator, consultant, program planner and 
educator as well as clinician. A new dimen- 
sion needs to be integrated with the more 
traditional training the psychiatrist re- 
Ceives, by drawing on the body of 
knowledge and theory of other disciplines. 
It should be emphasized that every psy- 
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chiatrist should not attempt to become 
a social scientist, a political science expert 
or an educator in the generic sense. What 
we need to achieve is the incorporation 
and integration of the appropriate content 
of other collaborating disciplines in order 
better to equip the psychiatrist to perform 
his many functions as a community psy- 
chiatry practitioner(1). 

In attempting to achieve such a broad 
orientation within the training experience 
of community psychiatrists, there are def- 
inite risks involved. One pitfall is that the 
community psychiatrist may lose his sense 
of professional identity ; therefore, his basic 
professional identity must be clearly estab- 
lished before he assumes broader func- 
tions. 

One important attribute of the commu- 
nity psychiatrist is that he must be able to 
extend his capacity for identifying with 
the single patient to identifying with 
groups; he must be able to perceive the 
dynamic interactions between groups of 
people involved in planning; and he must 
be able to work through problems of 
conflictual interdependence which so often 
interfere with effective communication 
among groups and impede progress. He 
must be able to do all of these things and 
yet maintain a sensitive awareness of the 
needs and feelings of individuals. In view 
of the comprehensiveness of his furictions, 
the risks involved are those of diffusion of 
his professional identity, distance, non- 
involvement, dilution of his effectiveness 
as a physician-psychiatrist and what Ber- 
nard, Ottenberg and Redl have referred 
to as dehumanization(2). 

The comprehensive community mental 
health center program is and must be a 
truly interdisciplinary collaborative ven- 
ture. It is incumbent upon the various 
disciplines to evolve within theif training 
programs new techniques and approaches 
which will enable them to reach those 
segments of the population which hereto- 
fore have been relatively inaccessible and to 
utilize more effectively the scarce pro- 
fessional manpower which is the problem 
of every discipline. However, we question 
the trend among various disciplines to be 
taking on new functions, roles and activi- 
ties without clearly-defined reason and in 
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the absence of any controlled evaluation 
as to their effectiveness. This approach 
can only lead to dilution of effectiveness, 
confusion in role-relationships and relin- — 
quishment of certain responsibilities which 
cannot be assumed effectively by others, 
thereby undermining meaningful collabora- 
tion among the various disciplines. We y 
should not expect the public health nurse 
to assume functions which are psychiatric 
in nature; we should not, as psychiatrists, 
enter into actual programming within a 
school setting except in a consultative role; — 
we should not diffuse the professional — 
identity of the teacher by asking her to 
utilize information-getting and even psy- — 
chotherapeutic techniques, which are out- 
side her area of functioning and which, — 
if she attempts them, might result in a 
diminution of her effectiveness as a teacher. 
Of course not all psychiatrists have the | 
opportunity, capacity or inclination for 
training of the type which would prepa 
them for the psychiatrist’s multi-faceted 
role in the community mental health cen 
ter. We need several levels of training 
varying qualitatively and quantitatively, 
depending to some extent on the roles and 
functions which are projected for the psy: 
chiatrist and psychiatrist-in-training in the 
given setting. sa 
On one level of training, exposure to 
community psychiatry concepts would be 
given to all psychiatric residents. The four 
regional institutes for training in commun- — 
ity psychiatry conducted last year under — 
the sponsorship of the NIMH considered 
ways of accomplishing this(7). i 
On another level is the introduction of | 
medical students to community psychiatry 
concepts during their psychiatric experi- — 
ence. This involves a knowledge of the 
community, an awareness of sociocultural 
factors as they relate to mental disorder 
and the effective utilization of commu: 
nity facilities—all as part of the provision 
of comprehensive services for the individu- 
al patient. An extension of this level of 
training would be directed toward the 
nonpsychiatric physician, the target g ip 
of the American Medical Associ 
Second National Congress on Mental 
ness and Health(11). ger. 
On a more intensive level is the tra 


reserved for those psychiatrists whose 
career goal is the practice of community 
sychiatry. One such program—basically 
two-year postresidency program—is giv- 
en at Columbia University through the 
_ Division of Community Psychiatry, a joint 
ndeavor of the Department of Psychiatry 
and the School of Public Health and 
dministrative Medicine. This program is 
lesigned to educate psychiatrists in the 
terrelated areas of community psychia- 
» namely administration, research and 
the provision of comprehensive care(1). 
_ Another level is in-service training, to 
which we hope psychiatrists with a com- 
unity psychiatry orientation will give 
high priority within the framework of their 
espective settings. 
Finally, although this does not lie 

arily in the training sphere, we urge 
at private practitioners of psychiatry 
make their special contribution to the 
‘community mental health center by utiliz- 
g their knowledge and techniques of 
ndividual therapies. They should also 
Modify these techniques to make them 
‘more applicable to the center setting, both 
in the service and educational components 
of the program. 


nto a practical reality. 
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oS ee health, it is reasonable to 
Ssume that the average community consti- 
oe a kind of matrix, promoting mental 

~alth in some of its members and contrib- 
uting to mental illness in others. It appears, 


in other words, that existing social factors 
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and forces within a community operate to 
sustain some of the members in their apt 
and rewarding adaptations and also to con- 
dition others to inept and crippling be- 
havioral patterns. Perhaps the “normals” 
are taken too much for granted and the 
“deviants” get more than their share of 
attention—and_ mistreatment—from fellow 
citizens. Such persons not infrequently be- 
come stereotyped and caught up in a 
vicious circle of ill fate. 

Within typical communities, these ill- 
fated individuals who get trapped in the 
vortex of such circular interactions are 
swirled along through one maladaptation 
after another, and before they ever come 
to the attention of a competent psychiatrist. 
If and when he is called upon, the first 
steps that he has been obliged to take have 
often been interpreted by the citizenry as 
label-branding endorsements of the already 
existing “social diagnosis.” Then the vicious 
cycling is compounded, often with down- 
ward spiraling effects for the captive sub- 
ject. 

What are the community factors operat- 
ing in the lives of people that build up 
adaptive strengths on the one hand and 
break them down on the other? Are they 
different factors or do the very same phe- 
nomena in varied combinations, and in as 
yet mysterious ways, produce human stal- 
warts in one instance and something like 
human wrecks in another? These are piv- 
otal questions in our contemporary ap- 
proaches to community-oriented psychiatric 
programs. 

With a backward glance, it is easy to 
see that psychiatrists have not ignored the 
gross, conventional and insistent pressures 
of the community with respect to its de- 
viants. They have accepted responsibility 
for the individuals (viewed as. culprits, 
victims or patients) who have been de- 
livered to them in developed stages of mal- 
adaptation. And in accordance with existing 
community concerns, Norm and expecta- 
tions, the psychiatrists generally have 
separated these “charges” from their for- 
mer associates, segregated them more or 
less by type, institutionalized their lives, 


community from the 
behavior. 


Probably in many instances the patient 
maladaptations were further compounde: 
but, perchance, he could also be retu n 
to the community “improved.” Year aft 
year and decade after decade could 
however, when the therapeutic success 
were anything but spectacular. : 

In time psychiatry underwent at lea 
two revolutionary changes. The first was the 
humanization of the treatment of the me 
tally ill as symbolized by the striking 
of the chains, the removal of the straight- 
jackets and many other restraints and 
discarding or softening of the age-old com: 
munity concepts of mental patients as d 
viants endangering the community and de: 
serving of punishment, 

The second revolution has been identifi 
as the rise and spread of the concept 


profound 
Perhaps each arose as 
growth of the changes in the era in which 


occurred. 


TRENDS TOWARD COMMUNITY-BASED 
TREATMENT 
The slowly developing social sciences 
along with present trends in the Uni 
States have led some experts to assert tha 
we are presently confronted by a third 
olution ; it moves forward under the banni 


taken, for instance, of the following trends. 
There is an acceleration in the mobility 
the population across the land and up 
down in social status—a kind of di 
nomadic movement, with as many 
fifth of our families changing their | 
dresses each year. We) 
There is a major shift in the age 
tion of the population, with a decl 
the prevalence of commu b 
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__ and a growth in the magnitude of chronic 
illness. A steady rise occurs in the sophisti- 
= cation of the population, with increasing 
» expectations and demands for better medi. 
_ cal care. A widespread growth is apparent 
in the spirit of commercialism and with 
_ some corresponding decline of public con- 
_ fidence in the image of professionally ded- 
icated practitioners in the various fields 
__ of human service, including health, A tran- 
sition is observed from the traditional reli- 
' gio-philosophical toward a materialistic and 
Scientific orientation to life’s problems, and 
“with a resultant cold comfort at the prob- 
“Tem-points in life where science leaves 
off—and science always leaves off at some 
"place in health, 
_ A rapid spread of organized demands 
or of bargaining groups with their con- 

c pressures is noted—unionized labor 
_ and professional services, group practice in 
medical care, prepayment plans for service 
and the manifold involvement of govern- 
~ ments in medical provisions. 

Last but not least to be cited in our 
sample of social changes are the new and 
more comprehensive concepts and goals of 
patient care that have arisen and swept 
over the medical horizon, stimulating the 
interests and hopes of the people, such 
as prevention before and rehabilitation 
" after the traditional treatment phases of an 

acute illness. The effect of this enlarged 
© Concept of patient care upon traditional 
health practice is something like that of 

pouring new strong wine into weak old 
wineskins, 
_ Many other signs indicate that the leaders 
_ in psychiatry are sensitive and alert to 
what is going on in the health field and 
that they are beginning to anticipate and 
endeavor to meet this “challenge to 
change”(2). The authoritative report of the 

1962 Conference on Graduate Education in 

Psychiatry states, for example, that “The 

psychiatrist's role now extends beyond the 

care of the individual patients into the field 
of community planning and work with 
community agencies”(18). It would ap- 
pear that psychiatrists are more ready than 
ever before to take such action, 

The notable psychiatric achievements 
during the Second World War brought the 
potentials and the prestige of psychiatry 
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to the fore. By the late 1940s the Congress 
had created the National Institute of Men- 
tal Health; its stimulation and expanding 
financial support produced «a strong in- 
fluence toward broadening the base of 
psychiatric services. In 1955 Congress 
created the Joint Commission on Mental 
Illness and Health and charged it with 
analyzing and assessing the human and 
economic problems of mental ill health and 
with the making of comprehensive and re- 
alistic recommendations for action. Studies 
sponsored by this commission culminated 
in 1961 in a final report under the title of 
Action for Mental Health(11), which laid 
out a mandate for community psychiatry. 
In some respects this can be regarded as 
the most challenging document in the field 
of American psychiatry within the century. 
Its recommendations are designed to moti- 
vate and to move psychiatry out into the 
community along many fronts and with 
bold strides, 

Then on the memorable day of Febru- 
ary 5, 1963, President Kennedy sent to 
Congress a special message on mental ill- 
ness and mental retardation, It proposed : 


A national mental health program to assist in 
the inauguration of a wholly new emphasis 
and approach to care for the mentally ill. . . 
comprehensive community care . . . which will 
return mental health to the mainstream of 
American medicine, and at the same time 
upgrade mental health services 


service 
tal health 
vention as well as 
activity. : 
Located in the patient’s own environment and 
community, the center would make possible a 
er understanding of his needs, a more 
cordi 1 atmosphere for his recovery, and a 
continuance of treatment . . , for diagnosis, to 
Cure, to rehabilitate . . . without need to 
transfer to different institutions located in 
t communities ( 14). 


+. pre- 
treatment will be a major 


PREPARATION FOR THE COMMUNITY 
APPROACH 


From lay Perspective, what is the import 


LEO W. SIMMONS 


of such a ground swell of public interest, 
demand and apparent willingness to finance 
the cost for this broad community approach 
to mental health ? 

It would seem that one direct import 
to the profession is that the potential psy- 
chiatrist of tomorrow will need to reappraise 
and perhaps to revamp his traditional 
main-core role and modify his practice 
model of a one-to-one physician-patient 
relationship. This may be imperative if he 
is to take his rightful place in the vanguard 
of community psychiatry, to move positively 
toward early detection of mental illness and 
embrace programs of prevention and reha- 
bilitation as counterparts to treatment. He 
will need, also, to be prepared to spend 
more and more of his time on a one-to- 
many basis. Often the many will not be 
patients but community leaders standing in 
the relationship of colleagues seeking his 
collaboration as a member of the team in 
both its program planning and community 
action. It. would seem unfortunate, how- 
ever, should this one-to-one versus one-to- 
many dichotomy in the psychiatric role 
model reach the impasse of an either/or 
commitment, 

Another possible modification or expan- 
sion of a core concept in traditional psy- 
chiatry is that the long-cherished axiom to 
“know thy patient,” to which was added 
“know thyself,” now must make room for 
an equally pertinent admonition to “know 
thy community.” And, incidentally, this can 
become almost like learning certain other 
complex and rapidly growing disciplines. 

It is very probable that the psychiatrist 
who seriously embraces the new program 
of comprehensive community will 
need to acquire, in addition to his tradi- 
tional qualifications, certain new en- 
sions in his knowledge, his skills and per- 
haps in his professional attituđes and 
philosophies. The relevance and pertinence 
of the social dynamics may call for changes 
in psychodynamics that worked reasonably 
well in office, clinic or zaie on el 
may become inappropriate or 
to carne these clinically tried and tested 
techniques into community oriented mental 
health programs. 

In Babies effectively to meet the 
community challenge—by those who choose 


to attempt it—a few fields of exploration 
are proposed for deepening or € ling 
professional qualifications. > 

1. The search for broad and basic knowk ~ 
edge, theoretical and factual, that may” 
help to clarify the cultural controls and — 
the socially structured systems that operate — 
in group behavior—both as constructive or — 
destructive factors in mental health. t 

2. The acquirement of comprehensive, 
close and skilled familiarity with the local ~ 
community and its institutions—and with ~ 
special discernment of its conventional — 
community norms and its structured centers ~ 
of influence and power. This will almost = 
certainly require systematic know of S 
the community, coupled with first- a 
participation. * 

3, Knowledge ang skills in e develop- — 
ment and practice of community lea g 
in team-related contexts for joint planning 
of community projects—especially in pre- 
ventive and rehabilitative programs. 

4, Special insights and experience with 
the gross deprivations and major stresses 
that prevail in the particular community 
and the social factors or forces that account 
for the deprivations and arouse or allay the 
stresses. The dynamics of deprivations and 
stresses may be different in different com- 


munities. 

5. Development of knowledge and skills 
in the practice of “milieu therapy” within 
mental hospitals, institutions and clinics = 
for the purpose of relating the more success- — 
ful and adaptive of these practices to come 
munity oriented psychiatric services. 

Attention has been called here to five © 
areas related to social science interests from — 
which social psychiatric knowledge and — 
skills may be enriched; 1) culture 
social systems ; 2) community and its insti- 
tutions; 3) leadership and team-related 
capacities ; 4) local factors related to dep r 
rivations and personal stresses; and 5) 
potentials and limitations in milieu therapy; 
This paper will comment on the first and 
fifth of these topics. 


CULTURE AND SOCIAL SYSTEMS 7 
There are at least three primary levels of 


which we may choose to sa 
appraise the life of a human being i 1) as 


an organism in a physical 


i a AU S E 


i 


- striving to survive; 2) as an individual 
= member in a society (community) en- 
deavoring to relate successfully and to 
belong securely; 3) as a person in a culture 
shaping his personality more or less to a 
id ipapyentional model, the man as he should 

e. 
ia In the social sciences, culture patterns 
and social systems take on special relevance 
_ in intercommunity or international studies 
of personality differences and in compara- 
tive standards of personal normality and 
_ deviance, It would appear obvious that this 
-area of study carries potential relevance for 
community psychiatry. 
= Human beings everywhere cope with 
heir life problems mainly under conven- 
tional norms and codes and within struc- 
tured ingroup relationships. Out of these 
two primary components, culture patterns 
and structured relationships, a community 
of people develops its “way of life.” A 
articular way of life may differ markedly 
rom that of a remote or even neighboring 
community or nation and yet be valued by 
its members as very superior to that of 
_ other peoples. To a significant but as yet 

unmeasured degree, the culture patterns 
= and the structured system mold members 
of a community (how they behave, think 
<“ and feel) and determine largely how each 

one turns out, whether he is a success or 
failure, a normal or a deviant person in 
society, 
Some anthropologists assert that the dis- 
and its significance for 


4 


particular cul 
of its community members, 

No social scientist or team of them has 
yet explored fully the potential effects of 
a given culture on a person’s life adjust- 
ments. A brief sample of some of the effects 
are as follows; a culture sets the values, 
norms and rules for the person’s life by 
defining for him what is worth living or 
even dying for; by establishing standards 
of what is right and wrong for his behavior ; 
by providing models for him of the kind of 
person that he should be; and by charac- 


ture on the life 


we,” ae 


terizing his gods or supernatural a 
with their powers to reward or punish hi 
A culture creates some conflicts in the 
of an incumbent; but even more, it 
harmonize most of the conflicts that are 
experienced. When an individual moves ou! 
of one culture into another, cultural clashes. 
are experienced and participants often be- 
come “marginal personalities” with respect 
to both orientations. f 

Moreover, a culture defines for its in- 
cumbents the normal and the abnormal or 
deviant personality types. It selects, stereo- 
types and often very harshly downgrades 
some of its deviants and as grossly aggran- 
dizes others ; such as lepers on the one hand 
and epileptics on the other hand. A cule 
ture’s treatment of the handicapped mem- 
bers of a community is a most revealing 
demonstration of its powerful grip on a 
member of the community. 


The varied relationships of a particular q 


individual to his culture provide an in- 
triguing area for further exploration in- 
volving such concepts as creature, carrier, 


creator, manipulator, crasher and synthe- — 


sizer with res 
life(16). 
In order to gain some sharper sense of 
the difference that contrasting cultures can 
make in the lives of two similar individuals 
as organisms, we may propose a hypotheti- 
cal situation. Let the reader submit himself 
for an e 
Let us make public a family secret that 
he has not before this moment known 
about : 
an identical twin, and that his parents, 
being averse to twins, shipped his brother 
to a tribe of headhunters in the South 
Pacific, the Kwoma in New Guinea (19). 
Let it be known, also, that this brother 
has recently returned to the country of his 
birth and that the reader may meet him 
again. Are you Prepared, sir, to meet your 
twin brother for the first time since your 
births and separation ? Physically, of course, 
m many respects he is still more like you 
an any other person now alive, or yet 
to live, perhaps. But in many other ways 
he is very much unlike you. 
In brief, while you are fully and appro- 
Priately clothed, he is almost naked and 
may appear to you to be somewhat “neu- 


pect to his own personal 


9 


4 


xperiment, in imagination of course. j 


7 


that he was actually born a twin, — 


x 
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rotic” because of the bird-of-paradise plume 
that he wears in his hair and the fuss that 
he makes over it. While you are dedicated 
to saving lives, he proudly displays the 
plume in his hair to signify to everyone 
that he has- already taken a head and 
snuffed out a life to prove his manhood, 
While you speak excellent English, the 
words he utters will sound like gibberish. 
While you are a successful professional, 
he is a pig-hunter and a potato-grower 
and is proud of it. While you are refined 
in appetite, he eats dog meat and regards 
it a delicacy. You may lock your door to 
keep out thieves; but this brother casts 
magic spells that produce boils and the 
swelling of joints for anyone who dares to 
break and enter. You would not hesitate 
to go out into the dark at night, but this 
brother is fearful of ghosts when he ven- 
tures into the dark; and he carries a torch 
and a dagger, a dagger made of a human 
thigh, no less, to defend himself from fear- 
ful ghosts, He is ready to swear that he has 
seen ghosts on many occasions and that he 
has suffered at their hands, and he shows 
scars on his body to prove it. You are 
afraid of bacteria that cause disease; but 
the brother here scoffs at that and lives in 
a constant state of anxiety about sickness 
from sorcery. There are many other dif- 
ferences between you and him in behavior, 
in thoughts and in feelings about many 
things. 

Indeed, it is not too much to say that 
most of what satisfies him might leave you 
in distress or perhaps even a little ill—and 
vice versa. You may not be very satisfied 
with your brother now; but should you try 
to make him over more in your own good 
image or to cure him of his deviant be- 
havior or his chronic ailments, the odds 
are very great that you would spoil him 
and wear yourself out to boot. For him, as 
for you, the culture die has been cast. i 

An issue of special concern to all of us is 
to be able to identify and to interpret 
how cultural components affect mental ill- 
ness. Suggestions are offered by Dr. Alex- 
ander Leighton, a psychiatrist experienced 
in cultural anthropology, and Jane Hughes, 
a sociologist, as follows: a culture may 
be thought to determine the pattern of 
certain specific mental disorders ; produce 


basic personality types (some of which 
especially vulnerable to mental de’ 
tions) ; enforce child-rearing practices that 
may lead to mental disorders ; induce sanc- 
tioning norms (ethical codes with resultir 
feelings of shame and guilt) that mn 
mental and emotional disturbances ; precip- 
itate and reinforce psychiatric disorders by 
rewarding persons possessing them; induce 
psychiatric symptoms through culturally 
conditioned stressful roles ; produce person- j 
al maladjustments through processes of 
social change; incur disorders by inculca- 
tion of individuals with maladaptive senti- 
ments; and influence the distribution of 
psychiatric disorders through behavioral _ 
patterns that result in unwholesome physi- 
cal and/or mental hygiene(15). 

When we consider the structured syst 
within the community, such as the family, 
the school, the hospital, the church, the 
prison, the social agency or the factory o 
other places of work, we think primarily 
of organized groups of individuals behaving 
within identifiable positions and according — 
to expected roles that are intermeshed with 
other roles. Anyone in doubt about the 
realities of the social systems need only to 
withdraw from or to run cross-grain to 
those in which he is involved in order to 
discover how many of his goals, activities” 
and rewards are affected by them. Devia- 
tions from his prescribed positions and roles 
can bring down upon him the combined 
pressures from associates and surrogates to 
keep him “toeing the mark” or “in line,” 
and, not infrequently, with his “nose (or his 
psyche) to the grindstone.” 

In short, man is uniquely a societal as 
well as a cultural creature who, through 
long periods of his development, has be- 
come for his very existence dependent upon 
the social system and the mandates of his 


“a3 


community culture. He lives so much with- — 
in these structured relationships and pat- — 
terned behaviors and is so much con- 
cerned with the expectations of his fellows 
from him that, perhaps, the greatest threat _ 
of all to him can become his doubts about — 
his ability to live the life of a man in the 
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abide by the codes and yet he is driven 
to fulfill his own proclivities ; and because 
of his sensitive equipment he is often 
pushed or pulled in different directions at 
one and the same time. It is not too strong 
to say that the sociocultural factors, the 
community factors if you please, humanize 
in man that which would otherwise be 
- little more than animal; and these same 
#4 factors also fill man with stresses and 
strifes in situations that might otherwise 
~ remain neutral, 
While for centuries in community settings 
man has formed and modified his social 
systems and created and changed his cul- 
Bare, and continues to modify both sets 
‘of factors, they in turn shape man and mir- 
ror his life events, cueing his stresses, 
_teeing-off his apt and his inept reaction pat- 
od and tallying up his defeats, often in 
s of mental illness. We need more in- 

tensive research on these factors that have 
their roots and bear their fruits within the 
_ community matrix. 

MILIEU THERAPY 

___ If the challenge of community psychia 
F is a valid and practical ANE ade 
i if professional 
__ Practitioners mean to take it seriously and 
premises, they 


probably will be seeking and finding use for 
whatever i i 


assi 
who see themselves eons, 


where the psychiatrist may get first-hand 
and rather free opportunity to experiment 
and to practice a restricted form of milieu 
therapy or community psychiatry, namely 
in the mental hospitals where the therapist 
may have more than usual control over the 
“total” situation, 

The principles and the practice of milieu 


therapy have been pushed hard in s 
mental hospitals in both America 
abroad. Systematic studies on the 
dynamics involved have been ina 
ing(3, 4, 5, 7, 9, 10, 13, 17). 

Two questions are raised. Is the hospit 
a good beginning place for the pra 
and learning of milieu therapy? Are 
principles and skills arising out of th 
practice of milieu therapy in hospital 
tings transferable to community situatio 
The answer to the first question app 
to be a qualified “yes.” The second que: 
tion is not as strongly affirmed, but the 
possibilities seem to hold some prom 
If gains in professional knowledge 
practice for community psychiatry can b 
derived from experience acquired in 
pital oriented milieu therapy, what releyan 
lessons are in the offing ? 

Three arresting books concerned 
changing people’s behavior through coni 
of the milieu or social system in i 
they are confined may shed some light 
the subject. The books are : Bruno Betti 
heim, The Informed Heart(1) 


pliance, i 
Examples of the processes employed 
were: initial shock with mass suffering; 
ego- or self-defacement ; disorientation for 
time and place ; physical and psychological 
deprivations ; Supreme authority with un- 
Predictable shifts in rules and regulations; 
ghtning-quick reprisals and punishments; 
elimination of all privacy; enforced and 
meaningless labor; imposed uncertainty 
with respect to the future ; and the threat _ 
of imminent death, 

The effects, as planned, were generalized _ 
breakdowns in feelings of self-reliance and _ 
the spirit to resist. There follow illuminating 
Sents of “the: very: few inmates Wh A 


either deliberately chose death or learned 
how to preserve small autonomous private 
areas in their lives. 

Dr. Goffman, a sociologist, spent about 
a year in a large mental hospital in a par- 
ticipant-observer role and portrays in vivid 
detail the processes and “side effects” of 
this full-time “forcing house” for changing 
human behavior and personality, where the 
intent was modification of deviant behavior 
and “patient improvement.” 

It is striking indeed that many of the 
processes at work in the concentration camp 
were reflected in the mental hospital. More- 
over, the strategies of a small minority of 
the camp prisoners and of the mental pa- 
tients in their maneuvers to preserve small 
areas of self-autonomy in their lives were 
similar. 

In contrast, the Cumming book is com- 
mitted to preserving in hospital patients 
and in building up in their lives enlarged 
private areas of ego or self-autonomy. Sig- 
nificantly, the book is devoted to reversing 
many of the very processes that characterize 
the former two institutions. 

Are there clues here that are pertinent 
and useful in building up the foundations 
of milieu therapy, and are the principles 
involved in such an endeavor transferable 
to community psychiatry ? Perhaps few, if 
any, experts in the field are ready to answer 
this question with any sense of certaifty. 

The unanswered issues raised here lead 
directly into another lively and yery im- 
portant question : if community psychiatry 
“grows up” and becomes acceptable to the 
public, will the large mental hospitals go 
out of business? There is, of course, a dis- 
tinct advantage in knowing the answer to 
this question in advance. 

Perhaps we can profit somewhat from the 
experience of the British, who got an ear- 
lier start than we in the third revolution in 
their movement into community psychiatry. 
Kathleen Jones, a social scientist, and Roy 
Sidebotham, an accountant, in their book 
Mental Hospitals at Work(12), raise many 
pertinent issues related to the emptying of 
the large mental institutions. 

A few of them are: the curative vs. the 
control effects of the new drugs; delayed 
relapse and readmission rates ; shifts from 
the “open door” policy to the “revolving 


door” practice; saturation points in c 
munity tolerance for personality deviant 
suitability and capacity of local hospi 
for treatment of more serious psychi 
disorders; phenomena of unanticipat 
new mental health demands taking up the 
slack caused by new medical p es, 
thus keeping the established hospitals 
filled; mounting cost of well-developed ~ 
and comprehensive psychiatric community” 
programs; and lingering uncertainty as to 
the realistic limitations of community psy- 
chiatry. f 

This British presentation of the issues in 
community psychiatry and forecast on 
whether the traditional mental hospitals ~ 
will close shop or not is well documented 
and thought-provoking in its cauti 
statements. The authors do not think thal 
the great mental institutions in their counti 
will be closing down in the foreseeable” 
future, 

Is it possible that such a conside 
forecast could also have some pertinence 
to what is happening, or is about to happen, — 
in the third psychiatric revolution in the 
United States ? Time will tell. 


When people are studied cross-culturally 
or in broad social science perspectives, ~ 
some important concepts emerge that mayi 
have significance for psychiatry and espe 
cially for community psychiatry. Ne 

The anthropologist becomes impressed 
with what appears to be a nearly limitless” 
range of diverse and multiple factors that i 
go into the motivations of a human being — 
and that act to shape his behavior. The ~ 
dynamics of human motivation appear any- 
thing but simple or unilateral. $i 

There is abundant evidence, also, of am 
amazing flexibility and modifiability of 
human behavior. Indeed, the social scien- 
tist is often led to wonder whether he has 
caught even a glimmer of the boundaries 7 
beyond which man’s capacity to adapt can- 
not go ; he wonders that he has any compren 
hension of the potentialities of man to alter” 
his own proclivities or to change his envit 
ronment to fit even more outlandish behav 
ioral possibilities. 

On the other hand, there are found to x 
exist among all recorded peoples certain 


universals in cultural patterns without 
which no group of people has been able 
to survive for long. The use of fire and the 


a language, the creation of family struc- 
e, the rise of religious beliefs and prac- 
s and the emergence of government are 
mples on the social plane. Many of 
e universals found in all surviving cul- 
may, under systematic study, hold a 
ecial relevance for community psychiatry, 
A final concept worthy of comment is the 
t that it has not seemed possible for a 
tural system anywhere to sustain 
as a total society and also to safe- 
the normality and the mental health 
all its membership. In every social sys- 
m some members are sacrificed either 
e they cannot fit into the selective 
of the system or they pay with the 
‘ice of scars on their lives, or by their 
for the good or for the folly of the 
, as in warfare, for example. It would 
robably be a spurious psychiatric hope to 
ipate that any possible form of milieu 
inipulation would be able to produce a 
illennium of fulfillment for every member. 


py life are much too formidable for 
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PSYCHIATRY AND THE URBAN COMMUNITY 
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During the last 20 years mental health 
professionals have, to varying degrees, em- 
phasized three kinds of activities related to 
the problems of the urban community. The 
primary concern has been with the im- 
provement of care and treatment services 
for the hospitalized mentally ill and for 
individuals under severe personal psycho- 
logical stress. Of secondary concern has 
been the problem of those groups whose 
common. characteristics and life circum- 
stances expose them to peculiar chronic 
psychological stress—for example, the aged, 
the alcoholic, the migratory, ghetto popu- 
lations and delinquent youth, Finally, in a 
less concerted but nevertheless sustained 
way, there has been a continuing emphasis 
on the promotion of mental health—not 
merely in the negative sense of preventing 
illness, but as an active effort to explore 
the full human potential. 

In the course of actively pursuing the 
first concern, professionals over the years 
have been increasingly obliged to learn 
more about, and become more invested in, 
the second of these missions. Devising 
more effective services for the severely ill, 
finding appropriate models of facilities and 
developing programs for delivering them 
has forced mental health planners into a 
major shift in thinking. They have had to 
turn from focusing upon autonomously 
functioning institutions and programs to 
the dual realization that diverse causal 
factors in individual and group breakdown 
are closely interrelated, and that the many 
humane and social services required for 
care and treatment must be closely coor- 
dinated. The planning of adequate mental 
health services now requires a knowledge 
of the structure of cities, and of the unique 
characteristics and needs of its many sub- 


groups. It requires an understanding of the 


f health, educa- 


interdependent mission © 
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tional, welfare and police services. It re- 
quires an intimate knowledge of the 
processes by which internal social and 
economic environments, as well as the phys- 
ical environment, of cities change; and it 
requires accurate, detailed and timely data 
for identifying the areas and degrees of 
change. : 
NEED FOR PLANNING, NEIGHBORHOOD 

INVOLVEMENT 3 


In the mental health field it is now 
evident that our cities require more than — 
remote custodial hospitals. There is a recog- — 
nized urgent need for comprehensive com- — 
munity mental health programs, with | 
centers organized in modules of a density i 
of approximately one per 100,000, in order — 
to make locally available a full range of 
immediate and continuous services. On the 7 
other hand, we find that planning for such | 4 
programs and centers must be internally 
related to other concurrent planning en- 
deavors. We find also that a high degree of 4 
local, indeed neighborhood, involvement — 
must be achieved at the planning stage if 
these facilities are to be accepted and used 
by the persons for whom they are intended. | 

With respect to the second of our 4 
missions, we are profoundly concerned with f 
the degree of alienation and isolation of 
individuals and families and of entire — 
neighborhoods which result from the con- — 
tinuously increasing size and complexity ofn 
cities. In certain sectors of urban areas, at 3 
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least, and within certain groups, a con- 


tinuing absence of control over the forces 

which shape one’s environment and destiny y. 
tends to sap initiative and civic responsibil- 
ity, to obscure available resources, to 
engender hopelessness and encourage law- 
lessness and to increase the amount of 
personal disorganization in individuals — 
with personal and social handicaps. Men | 
and neighborhoods feel themselves to be 
pawns, manipulated and expended by 
faceless, placeless i 


forces they can neither 


confront nor combat. P 
Within such groups and neighborhoods, — 
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as the sense of alienation increases, con- 
-structive institutions lose their influence 
and new maladaptive social processes 
emerge to “organize” the community 
toward destructive ends. The symptoms are 
already well known. The aimless and un- 
wanted turn to alcohol or drugs, desert 
their families, drift. The rebellious and 
angry turn resourcefully to crime and 
lawlessness. The weak and ailing go un- 
attended. 


AGENCIES FIGHTING A LOSER’S BATTLE 


What is more, agencies charged with 
solving these problems seem to be fighting 
a loser’s battle. In many cases their services 
are far too meager or inappropriate, Or- 
_ ganized to suit administrative and profes- 
; sional requirements rather than patterned 
to the needs of the population at risk. 

Bureaucratic boundaries fragment logically 

related services, and this same boundary- 
ysetting prohibits the development of com- 
“prehensive programming. 
In the area of city planning, meanwhile, 
_ the emphasis continues to fall exclusively 
i on the physical environment, where plan- 
rs. ; ; 

“ners and builders together decree major 

tructural and land-use changes, with too 
little regard for the human consequences. A 
_ structurally sound and economical housing 
project can be constructed in a couple of 
ears. Yet, when built without regard for 
“the social system it destroys, the cost in 
= terms of social and personal disorganiza- 

_ tion thereafter may be enormous and may 

endure for several decades. 

Given the “stake” that mental health 
planners have in the present urban condi- 
tion, we are particularly concerned about 
the following issues and problems. 

1. As our cities continue to grow and 
ramify, they impose unanticipated and pro- 
found changes on the lives of individuals, 
neighborhoods and institutions. We need 
to know a great deal more about the process 
of urban change in order to know how 
better to direct that change and to control 
its rate; to know best where and when to 
intervene and how to convert eruptive 
change into an orderly, continuous evolu- 
tionary process. We need to know how to 
avoid the extreme disorganization that 
seems to immediately precede and follow 


s 


major urban changes, how to overcome — 
group resistance to change and how to — 
transform this human energy into construc- 
tive motivation for exploring new solutions. 
For this, a markedly expanded program of 
research and experiment is necessary. 

2. We urgently need to upgrade social 
and behavioral planning to equal status 
with physical planning. The indirect cost, 
both financial and human, of physical plan- 
ning carried out with little consideration for 
its social and psychological consequences 
is reaching awesome proportions. Low-cost, 
high-rise “slum clearance” apartment jun- 
gles have camouflaged wounds to the city’s 
pride and made some neighborhoods more 
attractive to the passerby; but not a whit 
have they changed the amount of crime 
and violence and human disorganization 
that breeds within them, out of public 
sight behind architecturally attractive fa- 
cades. Future city planning must give fuller 
recognition to the psychological and social 
needs of people rather than lulling city 
leaders with imaginative scale models of 
futuristic structures. The concept of effi- 
cient land use must be tied to, if not subor- 
dinated to, the concept of effective life 
style. 

Moreover, the planning for social and 
humane services in large urban areas should 
not continue in its present, generally un- 
coordinated fashion. The location and char- 
acter of health services are not unrelated 
to those characteristics of a neighborhood 
significant for welfare, housing, education, 
etc. To illustrate, a large, new delinquency 
program cannot be imposed upon a com- 
munity without reference to planning al- 
ready being carried on by the school au- 
thorities, the recreation department and 
other urban agencies. Inevitably, competi- 
tion for, manpower, for authority and for 
public and official support stifles many 
laudable social endeavors. 

True, there is a danger of another kind of 
dilemma developing from central coordina- 
tion. Centralization tends to promote stand- 
ardization ; it tends to reduce opportunity 
for spontaneous exploration of new alterna- 
tives, it may stabilize programs and hence 
foster resistance to change. But the greater 
danger, on the other hand, arises from 
uncoordinated planning by autonomous 
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groups, which can result in serious islands 
of neglect. 

3. In order to achieve better urban plan- 
ning, a high priority must be given to new 
data-gathering systems. Larger, faster and 
more complex information-gathering units 
are called for in appropriately staffed cen- 
ters capable of continuously analyzing and 
integrating data that accurately describe 
the “living” city. Our major urban areas 
have vastly outgrown in complexity the 
jealously-guarded archaic reporting and re- 
cording systems maintained by individual 
departments. Many departments and agen- 
cies simply lack the data that would dem- 
onstrate the need for coordinated planning. 
Centralized data banks would be of in- 
estimable value, through pooled records 
and increased record-sharing, in planning 
better services for individuals, families and 
neighborhoods. 

4, The proper delivery of social and hu- 
mane services to urban areas undoubtedly 
will require drastic revisions in agency Or- 
ganization and programs. Growth is rarely 
a one-dimensional development ; at critical 
points an expanding aggregate becomes 
something qualitatively different from what 
it was before. 

The target populations requiring the 
services and agencies which came into 
being decades ago have changed sufficient- 
ly enough to make organizational models 
adequate 30 years ago no longer appro- 
priate. We are already seeing in new proj- 
ects like HARYOU and Mobilization for 
Youth a shift in the character of social 
agencies, It is a shift as dramatic as the 
distinction between industrial unions an 
craft unions, between systems engineering 
and product engineering, between indepen- 
dent and integrated industrial complexes. 
The significant feature of these new enter- 
prises is their capacity to deal with a total 
problem (e.g, Harlem youth in the case of 


HARYOU) rather than specializing narrow- 


ly in one aspect and trusting to others to 
ate services 


supply the rest. Providing adequ: ; 
obliges one to take into account the opti- 
mal-sized group in which personal concern 


It may require abandoning old professional 
roles evolved from the self-image of the 
professional, and defining new ones dic- — 
tated by the perceptions and needs of those 
to be served. Hence, greater flexibility and 
experiment in agency organization and pro- a 
gramming become of the utmost impor- 
tance. 

5. If the second and third concerns of the 
psychiatric field are to be fulfilled we shall 
have to rely less exclusively on focal, mono- 
lithic programs run by mental health pro- — 
fessionals. Instead, we will have to put — 
far greater effort into infusing sound mental 
health principles into the planning and pro- 
gramming of all human services provided in — 
urban areas—physical health, housing, wel- 
fare, education, police and legal services, 
recreation, etc. In these areas mental health 
professionals can play only a consultative 
role restricted to the areas of their com- 
petence. Yet this consultative role must be 


extended greatly. 


PLANS ARE NOT ENOUGH y 

Furthermore, mental health planning for 
urban communities must become central to ` 
our concern for a cohesive, integrated social — 
policy to meet human needs. But plans 
alone are not enough. Beyond good plans ye 
there is a pressing need for mechanisms by 
which to effect them ; for laws, and for the — 
development of values which will permit a 
democratic process to unfold so that citizens 
at all levels, and not merely officials, par- 
ticipate in community planning. The task 
for planners, as well as for government, is to — 
increase continuously the participation of | 
citizens in the planning and decision-mak- — 
ing that directly affect their personal wel- — 
fare. This is a process that mental health — 
professionals already know well; it must 
now be cultivated in the thinking of health, - 
welfare and educational planners, of physi- 
cal and economic planners and of the 
people themselves. 
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COMMUNITY MENTAL HEALTH 


DYNAMICS OF GROUP INTERACTION : 
VIEWPOINT OF AN ARTIST 


JOSEPH BROWN 


In speaking of problems concerning the 
_ community and communication, it might 
be well to consider what the words have 
meant and what they might mean, for 
meanings have a way of meandering. From 
the Latin we get “com,” denoting 
_ “together,” and “un,” denoting one; and 
_ from Sanskrit we get “mu,” meaning “bind” 
or “to be that which binds.” 

Although we may be “impressed” when 
we are “oppressed” the words are not 
synonomous, and the fruits of being 
“brought” to each other and “bound” to 
each other are likely to be quite different. 

The problems of, and within, a com- 
munity are pretty much the same—basical- 
ly—from age to age, but they are also 
superficially different from one year to the 
_ next, and the recognition of and adjustment 
o these superficial changes can be the 
difference between health and sickness or 
life and death. As an example : the increase 
n the number of automobiles has led to 
an increase in the number of accidents; 
_ the increased accident rate has increased 
the number of public signs reading “Care- 
ful, we love our children” or words to 
Bi: that effect ; and the increase in the number 

of such signs has increased the number of 
children who feel that a sign can relieve 
_ them of responsibility in a “street—auto- 
= mobile—sign—adult—I want to go some- 
_ where and everybody loves me” situation. 
_ And these children grow up—at least 
_ physically—and drive cars in a “street— 
automobile—pedestrian—I want to go some- 
where” situation. Where shall we start? 
Shall we abolish automobiles? Or signs ? 
Or children? Or ourselves? Or shall we, 
in our mellowness, conclude that some 
things are right and some things are 
wrong but there is nothing we can do 
about it. 

Men, women and children are in situa- 
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tions before they are on sides, and attempts 
to solve complex human problems by the — 
“either-or” method are likely to break down | 
rather than to improve understanding. If © 
we learn anything from our childhood ex- | 
periences with the simplistic seesaw, it © 
is that we do not clear up an unpleasant < 
situation by jumping off our end while © 
the other child is high in the air; we are 
more likely to precipitate a more com- — 
plicated and unpleasant situation. Nor will 
verbal explanations alone establish real 
understanding and cooperation. 

As making a living has become simpler 
we have tended to conclude that is also © 
simpler to live. If we can have instant 
coffee, instant shaving lather, instant cake 
mixes, why not instant understanding? 
Instant happiness ? Instant maturity ? How 
involved must we become and how long 
does it take to arrive at an adequate 
understanding of a human problem? And 
how much understanding does it take to 
impel us toward a solution? And how 
much will it cost? To what extent should 
our relationships be competitive and to — 
what extent cooperative ? How much free- 
dom do we need and how much security ? 
How much must we rely on tuition and 
how much on intuition? And to what 
extent can we use words and number 
arrangements in our efforts ? 


APPROACHES TO COMMUNICATION 


Despite the obvious importance of the 
medium of words as a means of com- 
municating we cannot begin to formulate 
verbal road maps that would answer these 
questions, for the words by themselves 
create, at most, surface connections that 
must be supplemented and complemented 
by every means of which we are capable. 
Through approaches that involve our 
bodies, our minds and our emotions, we 
can come closer—each in his own way—to 
a recognition of the “thinking-doing-feel- 
ing” fact as a sound basis for real communi- 
cation and collaboration. Verbal techniques 
are no substitute for broader and more 
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fundamental means of learning what and 
how we feel about ourselves and about 
those with whom we work and play and 
live. 

Communication consists of more than 
the giving and taking of orders. The core 
of the community and the core of com- 
munication is communion; if the ever- 
changing but basically similar problems 
of and within a community are to be 
resolved to any reasonable degree we must 
reestablish our respect for this fact and 
temper our tendency to live by giving 
and taking orders, for it is unnatural to 
take orders unless the ultimate end is of 
communal interest. It is most blessed to 
give and to receive, for then we avoid 
the subtle but real traps of condescension 
and pride and are able to enjoy both 
respect and self-respect at the same time. 


IMPORTANCE OF PLAY 


Play is much more than a safe way of 
getting rid of the children for a while. 
It is a deeply fundamental area of educa- 
tion, offering us a tremendously important 
chance to wear down divisive personal 
and social habits of thinking, doing and 
feeling, While we cannot, successfully, tell 
children how to play, the play environment 
can be so designed physically that the 
child must recognize that he can be an 
individual but that he remains, nevérthe- 
less, a part of a group and that his personal 
designs shape, and at the same time are 
shaped by, the group. If this basis is 
properly established, the group of which 
he is a significant part will recognize a 
similar relationship to other groups. 

Earlier I mentioned the seesaw as a 
simplistic device, This does not mean 
seesaws and slides and other similarly 
limited devices are sinful and should not 
be tolerated. It does mean that théy limit 


the child to an “action-reaction” taste of 
living situations that is ultimately no more ~ 
adequate than autoeroticisms of any other — 
kind. They must be supplemented by de- ` 
vices that offer something more than an ex- 
tremely temporary satisfaction, that offer — 
or even entice the child into involvement — 
in situations that come closer to paralleling 
real life situations. ‘4 
Playgrounds and play structures can be — 
so designed that an action by any child 
will set up forces that are transmitted 
throughout the structure, affecting the 
balance and actions of every other child — 
on the structure. By means of design a 
child can be given a chance to discover 
and at the same time help other children — 
to discover that there are advantages as — 
well as limitations in being small in size, 
and that the same is true about being 
larger, or young or old. Through imagina- 
tive and sound design a child can discover 
not only the natural laws of gravity and — 
inertia but also the subtle laws of human — 
nature. 5 
A play plot can be designed so that 
toddlers and teen-agers, girls and boys, — 
adults and children of any and all races — 
can profitably play in the same area with- — 
out getting in each others way in 
a destructive sense. Situations of this kind 
are not only sound as a basis for integra- 
tion in a broad and deep sense but are 
also a sound beginning for an understand- 
ing of personal and natural possibilities 
and limitations in respect to the past, the 
present and the future of the individual 
as a natural part of the group. From such 
a basis of experience our children would — 
be better fitted to collaborate with—rather 
than fight-gravity, inertia and their 
fellow man. And collaboration, when it 
grows from communion, is a blessed, not ~ 
a dirty, word. 
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COMMUNITY MENTAL HEALTH 


In presenting my views on the role of 
the mental health worker as a medium 
of interaction, I would like to pose some 
questions which I hope might stimulate 
serious thought and direct action sugges- 
_ tions to those of us who serve the psy- 
chiatric profession through mental health 
associations. 

We agree that we are speaking of new 
and existing treatment facilities when we 
speak of community mental health cen- 
ters. All of these will require larger and 
more diverse staffing. The advent of 
multiple local, community-based treatment 
resources for the mentally ill intensifies an 
already critical manpower shortage in the 
mental health professions. 


VOLUNTEER INVOLVEMENT AND THE 
MANPOWER PROBLEM 


This raises my first question: How can 
we realistically and practically work to- 
gether to solve the manpower problem ? 
It is a question about which, as head of 
_ the nation’s largest organization of vol- 
unteer citizens concerned with helping the 
mentally ill, I might be expected to feel 
strongly, and I do. I am convinced that 
it is absolutely necessary to broaden and 
improve the ways in which volunteers are 
used in all aspects of the fight against men- 
tal illness. 

The psychiatrist, deeply concerned with 
direct care to the patient himself, might 
think I mean the expanded involvement 
of volunteer workers in treatment facilities, 
I do mean this indeed, but there is more 
to the use of volunteers than an enriched 
program of hospital service, 

Let us consider specifically the mental 
health association as a factor in the more 
intelligent use of volunteers in clinic, hos- 
pital or treatment center setting. We do 
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ROLE OF THE MENTAL HEALTH WORKER AS A 
MEDIUM OF INTERACTION 


MRS. WINTHROP ROCKEFELLER 


through a team approach. I empl 
that the team I refer to goes beyond 
accepted complement of psychiatrist, 
chologist, social worker, psychiatric ni 
and professional assistants in that it sho 
also include the trained, supervised yi 
unteer. Throughout the country the 
unteer worker can and must be a part 
the psychiatric team of tomorrow. 

This brings up the question of place: 
and supervision of volunteers and I co 
cede that it is an important one. I admit that 
we have not in the past always produc 
the right volunteer for the correct job 
when psychiatry asked for volunteer hel 
from the mental health association. B 
we have come a long way in understandin| 
and sophistication with regard to t 
screening and training of volunteer recruits” 
since we first introduced this concept into 
civilian mental hospitals a decade ago. 
Our comprehension of psychiatric treal 
ment techniques and the boundaries 0 
what we can and cannot do may now be 
sharper than is realized. 

One point we do recognize and stress: 
we need psychiatric help in supervision. 
The issue of supervision is a nettlesome 
one : we are aware that some professionals 
at first glance consider this responsibility 
a possible waste of time in the face of 
the many jobs that must be done and the ` 
shortage of staff in every hospital in the” 
country. However, I am certain that when — 
a knowledgeable, proficient corps of vol- 
unteers has been trained and is given 
adequate supervision in carrying out specif- ~ 
ic, well-defined tasks, substantial profits — 

accrue in the way of releasing top 
Psychiatric management time for the medi-_ 
cally important jobs. 

How can this be done-in an orderly, 
planned fashion ? Certainly volunteers are 
already being used in varying degrees in ~ 
facilities throughout the country, but the 
key word here is “varying.” As we move 
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forward with expanded community care 
we must recognize that volunteer training 
and orientation varies across the map. 
Perpetuation of such haphazard growth 
cannot be truly effective. 

We need written standards and criteria 
for the training and use of volunteers; 
we need job descriptions. Certainly the 
kind of training and orientation required 
for a volunteer to do office work is com- 
pletely different from that needed for a 
volunteer scheduled to engage in direct 
patient relationships or case material gath- 
ering, or other peripheral functions that 
unpaid trained citizen workers can carry 
out, Perhaps many psychiatric adminis- 
trators, now somewhat reluctant to expand 
both the corps of volunteers used and the 
varieties of jobs they might do, would be 
more favorably disposed to make use of the 
volunteer resource if clear, well-thought-out 
guidelines for training and suggestions for 
curriculum were available. Professionals 
must consider this requirement and give 
leadership to us as volunteers in how we 
are to be trained and employed. 

Before we take this suggestion lightly 
or discount the potential of the volunteer 
in the treatment center, let us consider 
one persuasive fact. A problem we all 
face is money—everyone is short of funds 
for staffing, operation and maintenance of 
existing and proposed community facilities. 
The volunteer is free. The man-hours he 
or she can give do not impose a tax upon 
an operating budget. If we must look 
for ways to stretch the available dollar 
in extending our area of patient service, 
we cannot ignore the compelling fact that 
the volunteer is unpaid. 

In addition to the two reasons cited 
for more creative, intelligent use of vol- 
unteers—freeing those with highly skilled 
backgrounds from routine or nohessential 
jobs and saving money—there is a third 
factor that we must consider. Professionals 
are vitally concerned with the welfare of 
the patient and his personal adjustment 
to society. The competent, interested vol- 
unteer can be of dramatic assistance in 


demonstrating to the patient that there 
that concern for his 


ds beyond the limits of 
de to that of his fellow 


man, It is recognized in dealing with 
the mentally ill that people who care are — 
often a part of the cure and the volunteer ~ 
helps to supply this particular kind of 


personalized patient attention. 


SUPPORTIVE ROLE OF THE VOLUNTEER 


i 

Let us now consider the mental health — 
worker as a medium for interaction outside — 
the framework of hospital or clinic service. f 
How can you make better use of the 
volunteer and the association as a com- 
munity service organization ? In F ebruary, — 
1960, the report of the Committee on 
Public Education of the Group for the — 
Advancement of Psychiatry pointed out ‘ 
that active participation in a mental health 5 
association gave the psychiatrist a direct : 
opportunity to develop and support effec- 
tive citizen responsibility for mental health 
progress(1). This conclusion is still very 
valid five years later, perhaps even more ~ 
so. 


before the public in order to capture 
needed ` interest in legislation support, 
financing help and citizen acceptance 
new treatment concepts. Often in key 
legislative matters professional status ite 
self prevents intervention in what might 
sometimes be political considerations. The 
volunteer, with a layman's freedom of 
expression, can speak for the professional. 
The volunteer can interpret, lobby and per- 
suade, He can speak on matters of hospital 
budgets, in arguing for the extension of — 
funds without which programs cannot be | 
expanded, 
Mental health progress as referred to in 
the GAP report can best be obtained by 
a collaboration of effective citizens working 
with psychiatrists to establish humane and 
increasingly better medical care of the 
mentally ill as an integral part of our — 
culture. This necessarily means the 
development of the concern of legislative 


Professionals are often too busy to go 


bodies that have the responsibility for 
deciding whether or not community n 
warrant the use of public funds for ex- 
tensive care of the mentally ill. We all 
know that massive legislation requires 
massive public support, and the Ni 3 
Association for Mental Health, with its 4 
many state and local affiliates, as well as 
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_ its cooperating related groups, is an im- 
_ portant means for mobilizing such support. 
__ When one thinks of the National Associa- 
tion for Mental Health, I would hope that 
_ thought includes not only our own or- 
| ganization but also the numerous other 
groups with whom we have established 
iendly and cooperative relationships over 
"a substantial period of cultivation and com- 
munication. We are an army ; but no army 

n succeed in battle without experienced 
and effective leadership. Psychiatrists, in 
a sense, are our generals and we look to 
hem for 


In asking for leadership and professional 
idvice, we urge consideration of the unique 
problem we face in meaningful, long-range 
lanning. It is well to plan ahead, to 
foresee 500 to 700 community mental 
health centers in operation by 1970 and 
to estimate that 87,000 new trained per- 
sonnel will be needed by that time. It is 
‘wise to plan now to meet those needs 
and to chart the course we must follow 

to arrive at such goals, j 
But planning of this commendable type 


ay not be enough if it fails to go beyond 
physical and 


w pressures will our 
how will they assimilate 
them? What will “normalcy” become as 
more scientific breakthroughs develop, 
_ more leisure time accrues to us, more inter- 
_ national conflicts arise and the pace of daily 
living continues to increase ? 

Werner Von Braun has estimated that 
nearly 50 percent of our high school 
students today will work in careers in 
the future that are not yet even invented 
or thought of. If this rapid evolution con- 
tinues, what will be our mental health 
criteria in coming years? Will our defini- 
tions of mental health concepts remain 
at the status quo in a tide of dynamic, 
burgeoning, social, scientific and industrial 
progress? It seems unlikely. Psychiatric 
planning ahead in areas of philosophy is 
needed; and we who engage in mental 
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health volunteer work cannot give co 
sideration to philosphical prognostication 
without professional participation. Wi 
that help we would hope to identify fu gi 
goals that might represent attainable 
mental health standards of solid and w 
assailable moral value which would keep 
step with the changing modern realities of — 
tomorrow. These are difficult, intangible 
issues but they cannot be sidestepped, 

In passing, while we are on the subj 
of psychiatric guidance in philosophy anı 
definition, I earnestly call attention to the — 
need for an acceptable answer to the. 
nagging question so often posed to ment: 
health volunteers: “What is good mental 
health?” “Who is mentally healthy an 
who is not?” It is not for us to say; but — 
today’s average citizen, awakening to the S 
urgency and the extent of the mental 
health problem in America to a degre 
unparalleled in history, does seek a defini- 
tive answer to these questions. We shall 
be grateful if we can be furnished with. 
a satisfactory reply. 

There are many subjects of mutual in- _ 
terest and concern shared by both pro- | 
fessional and volunteer organizations, One 1 
current area of major activity involves the 
federal government's vast programs in anti- © 
poverty, youth training and community — 
development. F 

Our ‘organizations have a stake, to some ~ 
degree, in all of these current federal _ 
programs. As an example, I might mention ~ 
Operation Headstart. The government ex- 7 
pects that the many children who will 
participate in this program are to receive 
complete psychological as well as medical 
evaluation. In this process, it is reasonable 
to expect that numerous children will be 
discovered who are in need of psychiatric 
help—this, in the face of already existing 
patient needs and professional manpower By 
shortages. All of us should be concerned q 
with the manner in which the proposed 
psychological evaluation is done... and by 3g 
whom. While the principles or concepts 
upon which the Operation Headstart proj- 
ect is based certainly cannot be criticized, 
we nevertheless must accept the responsibil- 
ity for making certain that those portions 
of the program having to do with medical 
and psychiatric evaluation are carried out 
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by qualified personnel in an effective man- 
ner, in accordance with approved criteria 
and diagnostic standards. 


SUMMARY 


In summary, for its part as an agency 
of interaction the mental health association 
accepts a responsibility for the recruitment 
and screening of suitable candidates for 
appropriate volunteer assignments in hos- 
pital, clinic and community mental health 
center as determined and defined by the 
psychiatric profession. The mental health 
association acknowledges its mandate for 
continuing self-education and the assump- 
tion of community leadership as motivator 
and interpreter to the public of the needs 
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of the mentally ill. We recognize the lin 
tions we have in the shortage of busines 
and industry leaders in our ranks an 
we have pledged ourselves to correct this 
weakness. We understand the importance 
of our responsibility in the critical area 
of legislative action and we promise to 
intensify ‘our effort toward this citizen ob- 
ligation. With guidance and support, the 
mental health association can truly become — 
the “voice of the people of America” in mat- _ 
ters pertaining to mental illness. 
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In the very recent past, the composition 
of mental health services within the states 
presented a tidy picture. There was the 
network of state hospitals—comforting to 
the community—removed, yet reliable de- 
positories for those whom the community 
felt were too sick to remain in its midst. 


_ Community efforts were reserved for those 


who were not yet sick enough to be 
relegated to the state hospitals. The typical 
community services included a small sprin- 
kling of outpatient clinics, some psychiatric 
units in private hospitals and the private 
practitioners. 

This safe, predictable picture has become 
blurred and in the blurring of this former 
concept of “state's responsibility we can 
take heart and look to future improvements 
with guarded optimism. Inyocations to 
take heart and look to the future, however, 
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will not be enough. With the comprehen- 
sive community mental health programs 
now developing throughout the country 
under Public Law 88-164, we have seen 
support both in the Congress and in many 
of our state legislatures for the new direc- 
tions pointed out by psychiatric knowledge — 
and experience. n 

This is a decided improvement over — 
the old system, whose patterns of ostracism — 
and isolation in remote state hospitals” 
have been well documented many times, 
That these facilities in every state, as we 
now know them, have failed in their mis- 
sion is also well known. Today we see 
the reversal of the century-old system of 
extrusion from the community. Everywhere 
around us the direction is once more 
toward the community. Toming toward 
the community is only a change of posture, 
By returning services to the community, 
governmental agencies, both local and 
federal and especially those at the stat 
level, must impress upon the communi 
that we are not continuing in our 
and only moving the site of ope 
closer to the community. 
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_ FUTURE OF THE STATE HOSPITAL 


At this point I should note that in our 
existing facilities throughout the country 
_ we are not continuing our old ways. Pop- 
“ulation growth and community expansion 

have seen the community grow up around 
the state hospitals. This fanning out of 
new subdivisions has brought the local 
itizenry to the very gates of our hospitals 
and has helped spark the establishment 
of new programs that include the local 
_ community. At long last we are breaking 
up the bonds of isolation that from the 
very beginning have kept state hospitals 
__ a mystery to the local townspeople. 

All of this is encouraging and helpful 
because it eases the sharp dilemma we 
- experience at the sight of the long-standing 
state hospital. With a huge investment 
in physical plant it would not be possible 
to turn the key and abandon these facil- 
_ ities. They may be our barns and ware- 
houses of the past, but they need not be 
_ our storehouses of today and tomorrow, 
_ Our state hospitals may not be functional 
buildings of glass and steel. They may 
ave cracked plaster and leaky faucets. 
But these physical imperfections do not 
relegate their activities to those of cus- 
_ todians. William Menninger has said that 
= many patients will get well in a barn if 
_we give them the right doctor and 
_ adequate treatment(2). I agree. With good 
programs and a conscientious staff we 
- could do therapy in a barn, 
= What must go out of business are not 
_ the state hospitals but ineffective programs. 
À By changing and modifying the physical 
plants, by decentralizing the hospital 

through the introduction of the unit sys- 

tem, and by seeing that our community 
facilities see patients earlier, we can take 
some of the “front door” pressure off our 
state hospitals and allow them to offer 
comprehensive mental health services to 
their local communities. 

To succeed, our state hospitals must be 
participating partners in the full network 
of mental health services. If we expect 
them to initiate new programs we can 
no longer look upon them as the ugly 
offspring where we conveniently dump 
our burdensome cases. Making our hos- 


q 
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pitals full partners will complement our 
other efforts in the community. 

At the same time, we must make it 
perfectly clear to community agencies who 
feel threatened by our shift in direction 
toward the community that we are not 
contemplating a takeover of local efforts. 
Nothing could be more disastrous to our 
well-intentioned efforts. 

As a beginning point, communities must 
realize what they have often refused to 
recognize, in some cases for more than a 
century: namely, that responsibility for 
mental illness is not something that 
magically and necessarily passes upward 
to a remote governmental agency. They 
must also acknowledge that the mentally 
ill population is not somehow the state's 
and the mentally healthy population the 
citizenry of the local community. This 
never was the case—least of all is it now. 


THE GOVERNMENTAL AGENCY AS A CATALYST 


The role of the governmental agency 
in the efforts to return services full-scale 
to the community, to provide a continuum 
of services and to initiate programs in 
prevention must be that of the catalyst, 
the growing edge of progress and the 
leader for community efforts, especially 
for those communities which have shown 
hesitancy, reluctance or slowness in as- 
suming: this burden. In the past it was the 
private agencies who provided this grow- 
ing edge. Today, while private agencies 
struggle for budgets merely to maintain 
existing services, a government responsive 
to unmet needs has filled many. of the 
noticeable gaps in services. We in govern- 
mental programs must now show, by the, 
force of our example in program develop- . 
ment, how the many agencies in the 
community can regain their tradition of 
initiative and imagination. 

It is precisely for this reason that we 
look upon our pioneering activities at our 
community mental health centers as a 
transitional form of agency. As these 
facilities deliver their mission fully, we 
intend them to fade from their necessary 
stark prominence and become a much less 
identifiable part of a network. At this 
point I think we must make it perfectly 
clear that community mental health cen- 
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ters cannot by themselves deliver the com- 
munity toward health. And if they should 
try to shoulder this impossible burden, they 
will succeed only in aborting the vastly 
more powerful community, family and indi- 
vidual sources of helping those in stress. 

Our aim should be to provide services 
all the way along the cycle of what 
Leonard Duhl calls the disease model—on- 
set, development, rehabilitation, return to 
the community, chronicity or death(1). We 
must supply inpatient treatment, outpatient 
treatment, partial hospitalization, rehabil- 
itative services and other kinds of services. 

But even in these efforts we know that 
this network of services will only reach 
a very, very small proportion of people 
who show early signs of incipient illness. 
Most of them never see a psychiatrist at 
all. Help comes from a wide variety of 
community resources—families, general phy- 
sicians, clergymen. Realizing this, our ef- 
forts would be self-defeating if we did 
not concern ourselyes with these groups 
whose activities may lead to early diagno- 
sis, early case finding and treatment. 

In addition to these community re- 
sources, there is a wider network of what 
Eric Lindemann has called the “caretakers” 
in our society. They are the teachers, law 
enforcement authorities and welfare per- 
sonnel. 

Our responsibility to those whose‘ work 
borders on mental health is to consult 
with them, to help them to give their 
advice and show their concern in a more 
organized, meaningful and educated fash- 
ion. We: must also help them to find early 
treatment for their people. K 

With such a vast number of people in 
need of service and help, it is clear that 
direct psychiatric personnel must spread 
their skills by acting as consultants to 
community agencies both public ‘and pri- 
vate. I tell mental health professionals 
who come to work in our state that their 
_job in community mental health will 
probably be a three-way split. One-third 
of their time will be spent on direct 
services to patients, one-third on training 
and education within our department and 
outside it and one-third in community 
organization, planning and consultation. 

In doing this we will “phase in the 


community rather than giving some short- 
term value that allows a community to 
postpone its time to serve. We intend to 
begin from the network of services at our 
community mental health centers and 
gradually spread them out so that the 
community can complement them. Then 
at some point we as a governmental agency 
can turn these services back to the com- 
munity. 

This is somewhat similar to the ther- 
apeutic approach used with patients to — 
effect a breakthrough in the walls of — 
resistance. In this maneuver we seek to 
set the program with the patient and then 
back away and allow the patient to act. 
The same is true of our endeavor to 
return mental health services to the com- 
munity. If governmental agencies are | 
successful, then the direct services com- 
mitment will decrease and the indirect 
commitment—consultation, integration of — 
services, broad, cooperative planning and 
multilateral agreements—will increase. 

Yet in carrying out these functions it 
is very important that planning of com- 
munity mental health programs be specific 
to the needs of a region or geographical 
zone rather than a whole state. This is 
logical and makes sense. Further, it is 
the only way to commit local governments 
and agencies to support these programs 
financially and with participation that — 
utilizes their skills and competences. 

This is the best possible way to — 
encourage that very elusive and vital qual- — 

f 
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ity called communication—a basic necessity ` 


in the local community’s understanding the 
governmental agency’s goals and programs. 
Knowing this, the local community can 
and must then evaluate the total program | 
and decide where the governmental agency 
fits into the total community beyond mental — 
health. f; 


x 
ROLE OF THE PROFESSIONAL IN p 
SOCIAL ACTION 5: 


This is an important consideration. In — 
his dealings with the community, often- 
times the mental health professional enters 
a foreign realm. The psychiatrist especially 
has been brought up on the consultation 
room or the clinic and is not at home in 
the social and political world. Nevertheless 
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this is the real world where basic decisions 
are made. It is the world in which resources 
are allocated. It is the world in which the 
future of mental health services will be 
decided, even more markedly than by the 
psychiatrists. 

' Psychiatrists and mental health profes- 
sionals have a role in social action—one 
that can lead us into such areas as poverty 
and welfare, crime and punishment, slums 
and urban renewal, unemployment and 
education and general health and safety, 
where we rub elbows with such people 
public administrators, economists, pol- 
cians, lawyers, city planners, political 
_ scientists, businessmen, religious leaders, 
~ educators and social scientists. There is 
much beyond mental health that is im- 
portant to us. 

_ We should and must enter this world— 
“not only as resources, but as students, so 
that we can contribute to as well as learn 
bout our communities. If we do not, 
__ our facilities and the agencies we represent 
will be an island which is misused and we 
_ will be misunderstood. We must not forget 
Rl; that we are also citizens of the community 
and above all, we should be enlightened 


= Yet we should not confuse social action 
= with mental health planning. It is easy 
to be an expert in the land of the blind and 
it is seductive to be asked to lead in an 
area outside of our competence. Frequent- 
ly, groups want to turn over the chairman- 
_ ship to a psychiatrist when the job is 
social planning, not mental health, when 
there are people in the room who don't 
-have a doctorate but who are better quali- 
fied. In cases such as this we also need to 
be granted the grace to recognize our own 
_ limitations. 

~ In ow efforts to deal with the maze 
of interests, individuals and groups in the 
community, we must try to fathom just 
where the point on this horizon is located 
where a governmental agency's program 
intersects with the community's efforts. 
This must be a very specific end point. 

In the community we will find that 
services are being provided by what Dr. 
Duhl calls separate craft guilds(1). Others 
5 include education, employment, welfare, 
health, mental health and a variety of 
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others. They go about their tasks well, 
developing programs entirely separate from 
one another. When we get to a neighbor- 
hood or community level the programs 
may have proliferated to more than a 
hundred. Yet we in our specialties keep 
on recommending more services, more 
clinics, more facilities. In this rigid and 
separatist jungle of services sprouting up 
around us, it becomes impossible to see 
the people we seek to serve. 

Governmental units—federal, state and 
local—have programs where one profes- 
sional hand does not know what the other 
is doing. This can only be self-defeating. 
Perhaps the critical need is not to com- 
pound more services, but to bring existing 
ones together. We must provide a clear 
and connecting path so that people who 
seek help receive it. By this I mean re- 
ceiving continuity of care and not becom- 
ing ping-pong balls in that frustrating 
game of agency referral. 

In carving out this path we must cut 
across old political jurisdictions if it is 
necessary. We must cut across agencies 
and disciplines and departments, disre- 
garding the time-honored plea—“we've 
never done it this way before.” At the 
community level we must make it possible 
for the people we seek to serve to find 
their way to the services established in 
their behalf. 

This means that our programs must be 
very well thought out and articulated. It 
means that the relationships between a 
governmental agency's new programs and 
those of the local community must be 
modified and coordinated along mutually 
planned lines. A governmental agency does 
not have the right to direct any program 
that is voluntary in nature, but it should 
and must expect cooperative planning from 
those agencies to be related to the total 
regional development of program. 

At the state level, the mental health 
agency has the responsibility for total im- 
plementation of treatment of mental ill- 
ness and, of most crucial importance, the 
Promotion of mental health. We have 
countless allies. Working with them can 
insure success. Without their active sup- 
port we will miss a unique opportunity to 
contribute something truly significant in 
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a time of great change in our country’s 
history. 
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PSYCHIATRIC TREATMENT IN GENERAL HOSPITALS AND | 
PRIVATE PRACTICE A 


HARVEY J. TOMPKINS, M.D. 


The trilogy of office, clinic and hospital is 
indispensable to good private psychiatric 
practice. The exclusion of any one of the 
three will limit the psychiatrist’s contribu- 
tions, not only to his individual patients 
but to the total community. Because psy- 
chiatric services in a general hospital have 
strategic importance in providing readily 
accessible, definitive and intensive treat- 
ment programs, the private psychiatrist 
should utilize these services as enthusias- 
tically as his colleagues in other specialties 
use the services of other departments of the 
community hospital. 

The modern concept of a hospital is that 
it should be a health center for the area it 
serves. It should not limit its contributions 
to those already ill but should emphasize 
prevention and rehabilitation as well as 
training and research. Such a hospital, 
despite rapid socioeconomic and political 
changes affecting health activities, tradi- 
tionally looks to private practitioners for 
interest, support and direction. Its future 
is related to the changing practices of 
payment—third-party payments, the expan- 
sion of group practice and an increased 
number of salaried physicians on its staff. 
The whole of medical practice is altering 
to make better use of people, time and 
money. Government at all levels is partici- 
pating actively in health activities to insure 
the fullest provision of services to those in 


need. 
But to succeed, these ventures must 
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involve all sections of the health economy, 
including both the voluntary and the 
private sectors. Innovations in hospital 
practice must be paralleled by innovations k 
in private practice, and must reflect accep- 
tance of community responsibilities. Neither 
can exist in isolation, divorced from the 
totality of health needs. No longer can the © 
private practitioner, no matter what his 
specialty, devote himself exclusively to a 
few patients in his office, impose special — 
criteria in selecting these patients and limit ` 
his responsibilities to them during the 
natural course of their illnesses, f. 

The general hospital that establishes a 
psychiatric unit indicates its intention to- 
break away from its traditional role of © 
caring only for the already ill in favor of 
developing a totality of health services to 
meet the needs of the community it serves. 
Because the psychiatric service is an or- 
ganic part of the hospital, its degree of 
success will depend on the over-all policies 
and procedures of the hospital and partic- 
ularly on its flexibility in providing for 
needs that are unique to psychiatry. 

The acceptance of psychiatric patients — 
increases the hospital's need to involve — 
itself with the community and mandates its 
acceptance of the interdependence of all 
health units. This in turn requires that it be 
aware of the activities of other health 
units and that it attempt to establish easy 
communication in order to achieve coordi- 
nation of efforts. The hospital’s concept of 
the role it is to play as a health unit is of 
major significance. Unless it is prepared to 
look beyond its wards, to take part in ~ 
prevention and rehabilitation, to provide: 
staff consultation to the community as a — 
whole and to assist in health education, its _ Hy 
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_ psychiatric service will have, at best, a 
recarious existence. 
The number of formal psychiatric ser- 
vices in general hospitals is increasing 
throughout the country. There are, of 
course, wide variations in physical facili- 
_ ties, equipment, personnel, acceptable clini- 
cal material and the scope of the diagnostic 
‘and treatment services offered(1). There 
“are also considerable differences in the 
way these services implement their basic 
urpose of providing readily available, 
Socal community-centered psychiatric serv- 
‘ices. 


NEED FOR EVALUATION 


_ These differences, which are sharper than 
_ those observed among medical and surgical 
_ services, are to be anticipated in view of 
our fairly limited experience with general 
hospital psychiatric services. We are only 
_ now learning to accumulate information 
_ about their organization and administration 
_ and how private-practice psychiatrists uti- 
lize them. This information is impressive, 
__ but there is urgent need for more controlled 
_ evaluation of results, Evaluation poses the 
_ same difficulties we encounter in trying to 
determine therapeutic results in other 
_ Settings. Nevertheless, claimed results must 
__ be validated if we are to clarify the specific 
tole of the psychiatric department of a 
_ general hospital. What modalities should it 
use? What kinds of patients can it best 
_ treat? What relationships should it have 
with other health and welfare units ? 
The existence of a psychiatric service in’ 
a general hospital also increases the sensi- 
_ tivity of the institution to medical-economic 
realities. Third-party payments and in- 
creasing government support of direct 
treatment have focused public attention on 
_ the amount and quality of services that the 
health dollar will buy. The psychiatric 
= patient, particularly if he is ill enough to 
= be hospitalized, needs a constellation of 
services readily available outside the psy- 
_ chiatric department of his local general 
hospital for his total treatment program. A 
complex of resources surrounding the hos- 
pital, which is primarily if not exclusively 
devoted to meeting the health needs of 
individuals and families, offers the greatest 
promise of immediate, effective and eco- 


nomical service. Although the individual 
units may be under different auspices, they 
have common objectives and if need be 
must sacrifice a degree of autonomy for the 
common good, This increasingly acceptable 
concept of centralization of health efforts 
creates in effect a health center to serve a 
given population. 

Today's general hospitals, viewing this 
changing pattern of health care caused by 
professional advances as well as by social, 
economic and political influences, are at- 
tempting to reorient their functions. They 
strengthen their staff quantitatively and 
qualitatively. They enrich their training 
programs and increase their research poten- 
tial. No longer are they preoccupied ex- 
clusively with caring for bedfast patients. 
They emphasize ambulatory care. They are 
more flexible in moving patients from 
inpatient to outpatient status. They 
strengthen their outpatient departments, 
emergency services and walk-in clinics. 
Their administrative efforts are geared to 
promote their contributions to this ex- 
panding spectrum of services. The value of 
their extramural services is demonstrated 
by the increasing number of persons, from 
all socioeconomic levels, who use them. 
Thus the hospital becomes a round-the- 
clock community medical health center, and 
the department of psychiatry provides its 
mental health component. 

This expanded medical model is essential 
not only for the development of the general 
hospital’s contributions but also for the 
advancement of psychiatry itself, Psychiatry 
is enriched by many nonmedical disciplines, 
but the greatest stimulus to its progress 
comes from psychiatrists’ serving the health 
needs of individuals and communities. The 
private psychiatrist, for his own sake and 
for the sake of his specialty, must retain 
and strengthen his medical orientation by 
participating as a physician with his col- 
leagues in other specialties, His medical, 
social, economic and political interests are 
similar to theirs, although his evaluation of 
the weight of some of these factors may 

er from those of some of his colleagues. 
Participation with them will improve his 
social and professional relationships, and 
the influence of psychiatry on the rest of 
the medical fraternity will increase, In turn 
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the psychiatrist will gain a more thorough 
understanding of the needs of people and 
the responsibilities of medicine to meet 
increasingly complex health demands. 

All practitioners of medicine, psychia- 
trists included, have need to utilize wards, 
clinics and specialized services of general 
community hospitals as resources for their 
private patients. There must be an intimate 
relationship between the physicians and 
the hospitals, with all the implications of 
shared“responsibility and mutual trust and 
understanding. If a private practitioner 
actively participates in initiating or en- 
couraging modifications in hospital organi- 
zation to include, for instance, third-party 
payments and salaries for physicians, he 
will have to be willing to change his own 
philosophies and procedures in order to 
conform with the new hospital practices. 

Many difficulties based on misunder- 
standings or outright misinformation can be 
avoided if we agree that today private 
practice plays a role in our medical econo- 
my and that “fee for service,” whether group 
or solo, is legitimate and is not in conflict 
with modern medical practice. If we accept 
this assumption, we can take positive action 
to define the role private practice should 
play and what modifications, necessitated 
by changing circumstances, are needed to 
preserve its viability. Both private practi- 
tioners and community hospitals are in- 
separably involved in the private practice 
of medicine, and they share the responsi- 
bility for continuously re-evaluating the 
contributions required of each of them. 

To assist the hospital, the private psy- 
chiatrist must be thoroughly familiar with 
the institution by means of its utilization by 
his patients and through his own direct 
involvement in their treatment. Only 
through this relationship can he recognize 
the value of the hospital’s research and 
training programs and the need for extra 
contributions in these areas from private 
and voluntary sources. He will become 
personally involved in these activities and 
will participate with his colleagues in im- 
proving the quality of treatment available 
to all patients, As a partner in hospital 
practice, he will use his status to influence 
the hospital’s administration, to criticize 
when necessary and, at all times, to recog- 


nize that the hospital’s essential function is 
to fulfill its obligations to his patients. He 
will participate in expanding the hospital's 
community activities and encourage it to 
join in the total health program of the 
community. He will recognize that through 
assisting the hospital he can better dis- 
charge his own responsibilities. He will 
recognize that a hospital oriented toward 
the community will provide better oppor- 
tunities for his own successful functioning. 
A psychiatrist who so involves himself 
will also give of his own time to com- 
munity projects directly or indirectly re- 
lated to his specialty. Thus he becomes a 
more knowledgable adviser to those trying 
to improve the general well-being. As an 
informed citizen, he will take part in social, 
political and economic activities and help 
to guide the public and private sectors of 
the health economy. Although he will re- — 
serve his right to contribute his private — 
services gratis, he may also offer assistance 
to government health units for a fee or be 
paid as a part-time consultant. He is free 
to encourage his colleagues to do likewise. 
Where suitable legislation exists, he will 
treat public as well as private patients in 
his office, thus serving as a bridge between 
private and governmental health activities. 
He will counsel lay or professional groups 
on the development of health plans and 
help ensure their scientific validity. 
Much of the criticism now directed 
against the private practice of medicine 
today is not so much related to the “fee for 
service” issue as it is to the circumscribed 
community interests and limited responsi- 
bility assumed by too many private practi- | 
tioners, psychiatrists among them. The very — 
presence of a psychiatric service in a — 
community-oriented hospital offers the psy- 
chiatrist special opportunities not only to 
integrate himself more closely with the rest 
of medicine but also to expand his own 
contributions and those of his medical col- 
leagues in other specialties to meet the 
demands of a changing world. : 
The interdependence of the hospital, 
private practitioner and other health Te. 
sources not only provides greater potential 
for treatment and continuity of care, but 
also offers the nucleus of a total com- 
munity effort. The twin spectres of moun! 
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ing hospital costs and rising physicians 
fees have provoked concern about value 
health dollar. This 
focuses attention on the nongovernmental 
hospitals and their staffs, which are com- 
_ posed mainly of private-practice physicians. 
The entire scope of voluntary and private 


~ effort is under scrutiny, and various modi- 


_ fications and alternatives are being pro- 
_ posed. A satisfactory resolution of the 
intricate problems can be materially as- 


sisted through demonstrating the effective- 
ness and economy of cooperation among 
the private psychiatrist, the psychiatric 
service of the community hospital and the 
other health units in the local community. 
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A seven-year-old boy has been diagnosed 
as mildly mentally retarded but educable, 
with an Intelligence Quotient of 63. He 

attends a special class arranged through a 
_ state Department of Public Education 


which rented a church building in the 


_ small community where the family lives, to 


= provide classes for children with similar 
handicaps. This youngster is in a class with 


ten other children with a specially trained 
teacher. 


The diagnosis of mental retardation was 


not made until this child was five years 
old. At this time an alert general practi- 
tioner sent the child to the outpatient de- 
partment of a private training school for 
exceptional children where the diagnosis 
was made by a staff psychologist. This 
psychologist collected reports from the 
physicians who had seen the child over 
several years, tested him, explained the 
diagnosis of retardation to the parents and 
set up a program for his management. In 
discussing this difficult situation with the 
parents in their initial grief, the psycholo- 
gist suggested that such a child puts a 
strain on any marriage and could pull 
parents apart or together. 
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Upon consideration, the father felt that 
their only son, this retarded child who was 
between an older and younger sister, had 
become a wedge in their marriage and had 
seriously pulled him and his wife apart. 
He felt strongly that something had to be 
done. Through an article in a magazine, he 
had heard of the American Association of 
Marriage Counselors and wrote them for a 
listing of accredited marriage counselors in 
their area. Finding the Marriage Council 
of Philadelphia among the names given 
him, he wrote to the Council : 


We have been married for nine years, we 
are not on the verge of separation by any means 
but our marriage does seem to have more 
rough spdts than need be. We want to make 
an appointment. 


At the application appointment the 
mother stated her concern. She felt that 
their deepest problems had been “parked 
on their doorstep.” In her despair and 
anger she said: 


We have been through long years of doubt 
and uncertainty. We have gone from pedia- 
trician to neurologist to hospital and back 
again without anyone telling us our son was 
retarded. Then to top this off our neurologist 
sent us a whopping bill within four days but 
withheld his report for four months. 


It was only after they had seen the psy- 
chologist at the training school that they 
definitely knew their son was retarded. 
This was at age five and there was indica- 
tion that this could have been diagnosed 
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between twelve and eighteen months. The 
mother went on to say that the past four 
years had been hell—they would go through 
periods of hope and encouragement only to 
be left in despair and then through the 
cycle again. She had become quite de- 
pressed in this period and her husband 
had developed an ulcer. Continuing in her 
discussion of the problem as she saw it, the 
wife felt her husband had always “talked 
down” to her, criticized what she did and 
failed to understand how she felt. Since 
their retarded son’s arrival, she had felt 
this even more intensely from him. 

The husband, on the other hand, tended 
to feel that the difficulty lay more with his 
wife in terms of their retarded son. He felt 
he had no difficulty in accepting him. He 
was more concerned because their mar- 
riage was dull and his wife was with- 
drawing from him more and more. Along 
with this, he felt his wife was not as or- 
ganized about the household as he would 
like, she was not a good disciplinarian 
with the children and was not very ex- 
citing in sex. 

In working with this couple it became 
evident to the counselor at the Marriage 
Council that there were problems in their 
interpersonal relationships. The husband, a 
hard-working aggressive man, hidden be- 
hind an overly polite front, had a long 
history of feeling inferior and insecure. 
These feelings stemmed from over- 
identification with his father who “worked 
365 days a year” and competition with a 
brother two-and-one-half years younger, the 
mother’s favorite, who was protected and 
given more. When things did not go as he 
expected at work, or things at home would 
become upset, especially in relationship to 
their retarded son, he became quite anxious 
and demanding. f 

On the other hand, the wife brought into 
marriage a sense of unworthiness which 
was heightened by the guilt she carried 
over having given birth to a retarded 
child. This lack of confidence in herself, 
along with considerable dependency and 
feelings of guilt, arose from her earlier 
relationship with her mother. The mother, 
at odds with her father through most of her 
childhood, had sought emotional support 
through her children, controlling them by 


guilt and pitting them against the father. 
In her own marriage, when her husband 
became demanding, Mrs. X felt over- 
whelmed by his attacks and withdrew into 
silence, feeling herself to be a personal — 
failure. Her silence and crying left her 
husband feeling guilty and abandoned and 
created further anxiety in him. This in - 
turn led to further demands by him to talk 
to her and resulted again in her retreating 
more completely, Thus the vicious cycle 
became more and more destructive to both. 
This interaction was highlighted in their 
difficulty in toilet training their retarded 
son. The husband expected his wife to do — 
this by herself and felt she was not stern $ 
enough in carrying out the plans for this 
which he had made. The wife would b 
make some efforts or “forget,” and then 3 
would bear the brunt of her husband's — 
complaints about her lack of success. 


Things would continue on this level until 
Mr. X would finally explode, Mrs. X would 
feel demolished and abandoned, retreat — 
into silence and despair, leaving her hus- 
band feeling alone and guilty over what he 
had done to her. As a result, they would do — 
nothing about the child, who was well — 
aware of the tension and more prone to 
toilet “accidents” after their fights. 

Over a period of a year, as each began 
to understand how they were being de- 
structive with each other, they were able to 
learn how to handle themselves somewhat 
differently and were able to work together 
in accomplishing the things they wanted, 
especially with their retarded son. In this 
the counselor was able to pull together the 
positive resources in both of these persons — 
around the problems of the handicapped — 
child and help them become relieved of - 
their exaggerated or neurotic needs for 
compensating by aggression and self-de- 
preciation. This resulted in the husband 
feeling more certain about himself, less 
pressuring with his wife and more realistic 
in his expectations of her. Further, he began 
to spend more time with his son and began 
to see him as the little boy he was. The 
wife became more confident in openly ex- 
pressing her feelings and attitudes and 
moved away from her hesitant, defeatist 
approach to life. She felt less demolished 
by her husband’s attacks and could become 


more openly angry with him. She was also 
_ able to accept her son more realistically 
without the conviction that she had really 
_ given birth to some kind of “creature.” 

During this time also, the husband, who 
was both intelligent and persistent, sought 
to have his son.admitted to public schools. 
At first he was denied this right, but 
_ through his own determination went to the 
state Superintendent of Public Education, 
who eventually helped in providing the 
_ special classes already mentioned for chil- 
dren like his son. This community, through 
_ its branch of the National Association for 
Retarded Children, insisted on adequate 
facilities for their children, and this was 


NEED FOR COORDINATED COMMUNITY SERVICES 


All this came about only after some five 

years of struggling by the parents to find 
_ out what was wrong with their son. They 
had gone to reliable physicians, clinics and 


their son to general practitioners, a pedia- 
__ trician, an orthopedic surgeon, a neurolo- 
_ gist, clinics and hospitals and expended 
‘some $600.00 that they were able to receive 
_ a definite diagnosis about their son. 
In a populated area like Philadelphia, 
with good medical facilities and specialties 
_of every kind, it is difficult to believe that a 
couple in such a situation would go five 
_ years without receiving some definite diag- 
nosis and plans for the management and 
_ education of their handicapped son. How- 
ever, even with the excellent screening 
_ facilities in this area, they passed through 
_ the efforts of many able medical specialists, 
_ through special clinics and hospitals, 
_ through social service departments in hos- 
_ pitals and through the educational facili- 
_ ties of a community. It was almost by 
_ accident and only through the husband's 
individual initiative that they got to the 
Marriage Council of Philadelphia where 
the counselor helped the family to pull 
together and get a solid unit started. Up to 
this time, save for the work of the general 
practitioner and psychologist, the family 
felt isolated, unrelated and socially alienat- 


ed from the complexity of community facili- 
ties and communications. 

The Marriage Council of Philadelphia 
and the Division of Family Study, Depart- 
ment of Psychiatry of the University of 
Pennsylvania’s School of Medicine, afforded 
the services of a counselor who was a 
clergyman in training under a graduate 
program financed by the National Institute 
of Mental Health. Here, under staff super- 
vision, the minister counseled this couple 
over a period of a year. As a result of this 
counseling the family emerged from its 
inner isolation and social alienation. 

It was at a regular weekly case conference 
for psychiatric residents and marriage 
counselors-in-training in the Department of 
Psychiatry at the Hospital of the School of 
Medicine that this couple, along with the 
psychologist and marriage counselor, were 
interviewed by the consulting psychiatrist. 
The lengthy story of their personal and 
social disappointment unfolded and the 
situation came into focus. The conference 
ended with an expression of admiration for 
this couple’s persistence in finding help, 
but with concern over what is 
happening to couples with similar problems 
who are not as persistent as was this couple, 
This is especially significant since three out 
of every 100 children in the United States 
bring to a family all the problems of mental 
retardation, many of which are similar to 
the difficulties this couple had(2). 

The literature points to the natural desire 
for denial of the retardation on the parent's 
part, but it also suggests the importance of 
making a definite diagnosis as early as 
possible by those assisting in the situation 
(1). A vital relationship between medical 
and nonmedical facilities in the community 
is essential in this respect. 


CONCLUSION 


The situation discussed in this paper 
shows the definite need for collaboration 
and use of community resources, both 
medical and nonmedical, that presently 
exist. The first real intercommunication in 
this case came after five years and was 
late. There was needless physical, emotional 
and economic suffering. It was nonmedical 
personnel, a psychologist and clergyman 
in training, who brought together this 
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couple and their child in such a way as to 
better relate them to themselves and the 
community. 

Medical problems are not just medical. A 
psychiatric problem is not just psychiatric. 
There is a whole complex of community 
interrelationships and services that are in- 
volved in each seemingly isolated medical 
problem. One of the ever-present needs 
of comprehensive medicine and compre- 
hensive psychiatry is the activation of 
facilities that do exist so that families like 
the one mentioned in this paper will be 


able to avoid needless suffering, the loss of 
time, effort, money and education. The new 
medicine requires a broad spectrum of 
light thrown on various patients and prob- 
lems from different perspectives. 
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THE YORKTON PSYCHIATRIC CENTRE i 


G. A. IVES, M.B. 4 


The Yorkton Psychiatric Centre was 
built and organized in accordance with the 
recommendations of the Saskatchewan Plan 
for Small Regional Psychiatric Hospitals. 
Full descriptions of the program and build- 
ings have appeared elsewhere(1, 2, 3, 4). 
The psychiatric hospital and clinical center 
are attached to the local general hospital, 
with which they share many administrative 
and other services. The center itself pre- 
serves professional and technical independ- 
ence as a discrete department of psychiatry 
in the general hospital. 

Although there has been a full-time 
mental health clinic in Yorkton since 1960, 
and since mid-1962 a small psychiatric ward 
in the general hospital, the building of the 
Yorkton Psychiatric Centre and the equip- 
ping and staffing of the finished units al- 
lowed a total care program to be first 
attempted in March 1964. Total care, in this 
context, is defined as the care of all psy- 
chiatric illness newly detected among the 
population of the assigned geographical 
area of the province (about 94,000 popu- 
lation and 15,000 square miles), plus the 
reabsorption of a number of discharged 
patients from the older institutions which 
previously served the area. Approximately 
150 long-term patients from this area re- 
main in the older institutions even now, 
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although there is a slow, continuing dis- 
charge rate and, of course, many of these — 
are geriatric patients with a steady reduc- 
tion in numbers occurring due to deaths 
from natural causes. yi 
Two clinical fields are not included in- 
this operation; the problem of mental de- 
fect is still entirely handled by the provincial 
training school system, although counseling) 
care is sometimes given to relatives and 
patients in this category. Secondly, planida 
residential treatment for psychiatrically dis- 
turbed children is not provided at the unit 
at the present time, although individual 
children are admitted occasionally and a 
moderate number of children are seen in 
the outpatient program. n 
With these exceptions, no psychiatric case 
of any kind from the area can be transferred 
to any other place and cease to be the 
responsibility of the center. Occasionally of 
course, cases may be placed outside th 
area in nursing homes and lodgings, but 
they always remain the responsibility of the 
center should they become sufficiently ill 
again to require hospital admission. Onl 
when a definitive social move from th 
assigned area has occurred do the pati 
cease to be the responsibility of the center. 


RESULTS OF THE FIRST YEAR 


The year under review, March 1, 1964 o 
February 28, 1965, was the first full year 
of operation of the Yorkton Psychiatric 
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“Average Daily Census and Average Length of Stay for 
É 492 Inpatients 
March 1, 1964 to February 28, 1965* 


AVERAGE LENGTH 
OF sTAY** 


23.0 
21.4 


4 


AVERAGE DAILY 


= * Included in the above figures are 33 patients admitted 
D under compulsory certification during the year. 

 ** Calculated on number of patient days over number of 
patients discharged. 


‘ TABLE 2 

‘Number of Day Patients and Boarding-Out Patients in 
Attendance at the Yorkton Psychiatric Centre 
March 1, 1964 to February 28, 1965 


PATIENTS ON 
DAY BOARDING-OUT 
PATIENTS PROGRAM 

9 0 
13 0 
14 7 
Hu 7 
8 8 
E 7 8 
September 9 7 
11 11 
~ November 12 18 
December 13 14 
January 11 14 
February 10 16 

Ca 


$ TABLE 3 
> Outpatients at the Yorkton Psychiatric Centre 
March 1, 1964 to February 28, 1965 


“4 NUMBER 
New outpatients 482 
? Adult males 198 
i; Boys 24 
$ Adult females 251 
i Girls 9 
= Other outpatients 3,785 * 


* Includes outpatients already attending at time this study 
was begun and new patients who have returned as out- 
patients for continuing care. 


Centre as a total care system. During this 
period there were 492 admissions to the 
wards, of which 194 were readmissions. 
Tables 1, 2 and 3 present attendance figures 
for inpatients, day patients, patients on the 
boarding-out program and outpatients. 

The caseload was dealt with by doctors 
making 5,484 interviews and social workers 
making 6,265 interviews. Undoubtedly some 
numbers of unlisted interviews took place 
and also many telephone calls which are 
not recorded. As part of this caseload, 
doctors made 192 home visits and social 
workers made 1,794. 


TABLE 4 


Sources of Referral to the Yorkton Psychiatric Centre 
March 1, 1964 to February 28, 1965 


NUMBER OF — 


SOURCE PATIENTS REFERRED 
General practitioners 433 
Social agencies 9 
Forensic 9 
Mental hospitals 24 
Public health services 6 
Other 1 


A feature of the data given in Table 4 
is the high rate of referrals by general 
practitioners due, in large part, to the policy 
of the clinic, which does not allow self- 
referral. This figure indeed accounts for the 
vast bulk of all the new patients referred. 
Every effort is always made to procure the 
agreement of the patient’s practitioner be- 
fore the patient is seen. Patients referred 
from the mental hospitals are cases who are 
repatriated to this area, and once accepted, 
they become the responsibility of the center 
thereafter, whatever form of psychiatric care 
they may subsequently require. The mental 
hospitals do not discharge patients to the 
area without the explicit agreement of the 
staff of the Yorkton Psychiatric Centre, the 
whole matter being a subject of constant, 
close communication. 

Listed interviews which, perhaps, would 
better be called patient or relative “con- 
tacts” are an imperfect measure of the work 
of the clinic, but so far, it seems, the best 
available. It is often not practical to list 
every contact and without a doubt, many 
remain unrecorded. Also, telephone calls 


are not recorded at all. Most of the social 
workers’ contacts are with relatives, and it 
is also notable that a high proportion of 
home visits occur in the social workers’ 
area of operations and a relatively low 
proportion in the doctors’ area. This reflects 
the fact that it is uneconomical of a doctor's 
time to make a large number of home 
visits. Although the staffing plan calls for 
six doctor-social worker teams, during the 
year under study, the center was rarely 
fully staffed. At times there were as few as 
three doctors and only for several weeks 
was there full medical staffing. If full 
medical staffing could be maintained, the 
number of doctors’ home visits might be 
expected to increase. 

In considering inpatient admissions, un- 
doubtedly the most striking finding is the 
great difficulty in filling the available beds. 
With an adequate community-based pro- 
gram operating, it has not been possible 
to keep large numbers of beds filled. Even 
if the readmission rate is high, the total 
bed occupancy rate remains low. It may 
be that there will be a slow “silting up” 
effect due to the geriatric and chronic long- 
term patient problem after a few years. At 
present, however, there is no clear indica- 
tion of this happening. 

A number of patients are treated on the 
day patient and boarding-out programs in 
Yorkton. Frequently these are individuals 
who are in both programs and receive what 
might be called “hospital-style attention. 
However, their be seen to be 
relatively small 

During this year, 
transferred to any other institution. He was 
a mental defective who had a brief admis- 
sion of a few days to the unit because of 
pressing social difficulties before his previ- 

ously arranged admission to the Provincial 
Training School. One other patient had a 
brief transfer to another unit nearer to 
special diagnostic facilities, but this was 
purely a convenient arrangement. The pa- 


tient returned to the care of the Yorkton 
the special 


Psychiatric Centre as soon as 
investigations had been carried out. 

Certified patients cause very little trouble 
and have been easily dealt with in much 
“the same way as any other patients. 
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DISCUSSION 


It is felt that this study shows that a — 
well-staffed and well-organized community 
psychiatric service, when applied to an area 
for which it is specifically designed, can 
manage to deal with the new cases of psy- 
chiatric illness presenting, with between 
0.6 and 0.7 beds per 1,000 population. Fur- 
thermore, the average length of stay is 
consistently low. It should be emphasized 
that these findings apply to the Yorkton 
Psychiatric Centre specifically and cannot ~ 
necessarily be extrapolated to other settings. 
The findings may require modification as 
time goes by, being based only on the first 
year of total-care operation. 

There are certain special features about | 
the area which should be noted. First, there 
are no private psychiatrists operating in or 
near the district and the Yorkton Psychiat- 
ric Centre carries out nearly all the psy- 
chiatric patient care for the area. By means 
of an efficient provincial reporting system, © 
patients from the area who attend other 
provincial or university clinics in Saskatch- 
ewan are referred to the center, and this is, 
in point of fact, a very small number. The — 
only patients who are not referred are — 
those attending private psychiatrists, but 
the number of such practitioners in Sas- 
katchewan is quite low (five for nearly one — 
million people at the time under review) 
and none of them practice in the region. 
Only a very few patients from the area 
are, in fact, likely to be receiving such care. 
A second feature is the exceptionally cor 
dial and cooperative relationships with the — 

local general practitioners. Psychiatry and — 
the psychiatrists who practice it have been — 
well accepted in the area by their medical — 
colleagues, and relationships are on a high — 
level, both professionally and socially, — 

Thirdly, all of the patients are covered by 

the Saskatchewan universal medical care 

insurance and hospital insurance schemes, 

They or their guardians are required to — 

make the appropriate premium purchases ~ 

for these services under the provincial law 
and very few have had any difficulty in ~ 
doing this. The patients therefore enter the — 
hospital like any other patients enterin 
general hospital, and any intercurrent m: 


1020 


ical attention by nonpsychiatric physicians ` REFERENCES 
is easily available on the same basis. ily Coes Ra Saree Da petra 
i i i 3 A. R.: The Community 
Questions which remain to be answered H. M., and Foley, : v 
are: 1) How many of the findings of the Mental Health Center: An Analysis of 
A Existing Models. WaShington, D. C.: 
present study are due to the special con- 


Joint Information Service, 1964, pp. 67-81. 
ditions outlined above? 2) How many are SNe A Rural Commonly Psychiatry, 


due to the type of program being operated? Canada’s Mental Health 12:1-3, 1964. 
3) To what extent will the findings need re- . Izumi, K.: The Yorkton Psychiatric Cen- 
vision in the light of future experience? tre. II. Special eyecare ons of Design, 
On the basis of this first year’s trial, it Mant: Hosp: 10:8009 190 


f 4. Lawson, F. S.: The Yorkton Psychiatric 
_ seems that a satisfactory result has so far ` Centre. I. Saskatchewan’s First Renal 


Hosp. 


_ been obtained, and at the present time the Mental Health Facility, Ment. 
_ system is continuing to work well. 16:85-86, 1965. 


, 


COPIES OF SPECIAL SECTION AVAILABLE 


In response to requests from a number of readers, the American Journal 
of Psychiatry will make extra copies of its Special Sections available. The 
cost for this Special Section on Community Mental Health will be as follows : 
1-10 copies, 50 cents each ; 11-20 copies, 40 cents each ; 21 or more copies, 30 
cents each. The Special Section, plus the editorials “Community Mental 
Health : A Great and Significant Moyement,” by Robert H. Felix, M.D., and 
“Cinderella and the Prince: Mental Retardation and Community Psychia- 
try,” by George Tarjan, M.D., will be bound into a cover. 

Address orders to Publications Services Division, American Psychiatric 
Association, 1700 Eighteenth Street, N.W., Washington, D. C., 20009. Please 
enclose payment with order ; checks, money orders or stamps are acceptable. 


} EDUCATION 


I call therefore a com 
: justly, skilfully and mag 
war. 


plete and generous education that which fits a man to perform 
nanimously all the offices both private and public of peace and 


—MILTON 


MENTAL DISORDERS AND HEALTH INSURANCE 


° CHARLES P. HALL, Jr., Pu.D. 


The economics of health and the science 
of medicine continue to ride the flood 
crest of revolutionary changes which have 
faced them for the past quarter century. 
In retrospect, it appears that it was inevi- 
table for these changes to occur simulta- 
neously. 

Though medical science has always been 
dynamic, the scientific developments of 
recent years have outpaced anything in the 
past. Initial breakthroughs with penicillin 
and the sulfas were followed by a seeming- 
ly endless flow of new antibiotics, corti- 
costeroids and other drugs. At the same 
time, undreamed-of progress has been made 
in surgical and diagnostic procedures as 
well as in immunization and other preventive 
techniques. In the field of mental health, 
too, progress has been rapid. Electroshock, 
the development of individual and group 
psychotherapy and milieu therapy, and 
public support are major innovations which 
have drastically altered the entire structure 
for dealing with the mentally ill. 

Scientific progress, however, is not a free 
good. Research costs and the high cost of 
many new forms of treatment, including 
heart-lung machines, intensive care. units 
and others, put a rapidly rising price tag 
on the acquisition of high quality health 
care. These pressures, much aided by the 
inflationary nature of the economy during 
much of the period and the rapid growth 
of “installment living” as an American way 
of life, gave rise to new methods of 
financing health care. 

The Ehenomecal growth of health in- 
surance and prepayment plans during 
recent years hardly needs documentation 
(3, 12). Despite rapid progress, however, 
no one suggests that our financing devices 
are perfect. On the contrary, criticisms of 
their efficacy in meeting the needs of the 
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nation are many. On every hand they face 
attack for inadequately serving the aged, 
failure to assure quality care, inability to 
control costs, encouraging overutilization 
of some services, discouraging other neces- 
sary forms of treatment and so on, ad 
infinitum. Unquestionably, many of these 
criticisms are justified, It is just as certain, 
however, that some of them reflect an 
attempt to make the insurance and pre- 
payment mechanisms the scapegoats for 
ills which are not entirely within their con- 
trol. 

The purpose of this paper is to examine 
how mental disorders and their treatment 
fit into the over-all structure of health in- 
surance and prepayment. The broader ques- 
tion of the best way to finance the total 
structure of mental health care in the 
United States is not considered in depth 
at this time. At the outset, then, it is im- 
portant to put the main issue in perspective, 
There is no such thing today as psychiatric — 


insurance. There is, however, health insur- 


ance which provides benefits for psychiatric 
care. The extent of protection for psychiat- 
ric treatment does not and will not stand 
independent of other provisions in health 
insurance contracts. ‘ 
The American Medical Association has 
long been vitally interested in health insur- 
ance and prepayment as well as in mental 
health. In addition to being closely involved 
in the origin and development of Blue 
Shield, the AMA has, over the years, worked 
with the Blue Cross and commercial health 
insurers through its Committee on Insur- 
ance and Prepayment Plans. Official recog- 
nition of interest in mental health, via the 
creation of a standing committee and then — 
the Council on Mental Health, stems from 
the early 1950s, although considerable ac- 
tivity preceded this formal move. The 
AMA’s first National Congress on Mental 
Illness and Health was held in October ~ 
1962, even before President Kennedy’s mes- — 


sage on mental health was delivered to K. 
Congress. It was devoted to establis * 


state by state mental health priorities an 
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needs. In many states this activity was help- 
ful in subsequent planning operations. 

As for the AMA’s position on the desired 
_ relationship between health insurance and 
mental health, it was clearly stated several 
years ago, as follows : 


I years to come increased coverage of 
the cost of mental illness by private insurance 
= companies should substantially augment pri- 
_ vate funds available for mental health needs. 
The American Medical Association supports the 
principle that voluntary health insurance pro- 
_ grams should be expanded on a basis analo- 
_ gous to ordinary medical and surgical care to 
"include the cost of mental illness (9). 


N i REQUISITES OF INSURANCE 


-Before determining the extent to which 
_ mental disorders can be treated the same 
as other diseases under health insurance, it 
is necessary to inquire into some basic 
_ requisites of insurance. Since insurers are 
“not eleemosynary institutions, all contracts 
_ require some controls which enable the ben- 
efits to be properly rated. This is just as 
important in providing mental health bene- 
fits as it has been in developing medical 
_ and surgical coverage. In addition to re- 

“pag adequate spread of risk and some 


degree of certainty that all insured persons 
will not suffer loss simultaneously, most 
insurance policies rely rather heavily on 
_ internal definitions of coverage. These defi- 
itions may relate to the types of conditions 
which are covered, the types of services 
which are covered or the location in which 
the care must be rendered. In many cases 
all three items are rigorously defined. 
7 Historically, these definitions have been 
4 particularly vague or lacking in the field of 
mental disorders. Fortunately, this problem 
is now being met. Another traditional con- 
cern of insurers has been that losses must 
__ be fortuitous—that is, accidental or largely 
beyond the control of the insured. 

While many other factors could be added, 
this brief list serves to highlight some of 
the special problems, real or imagined, 
which arise when coverage for mental disor. 
ders is fitted into a health insurance contract, 
Surely a sizable proportion of the medical 
treatment provided in this country fails to 

completely satisfy the fortuitous require- 
ment. Perhaps a majority of the surgery per- 
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formed each year is elective, at least with 
respect to its timing. Health insurance and 
prepayment have successfully overcome this 
difficulty. In the realm of psychiatric treat- 
ment, however, there is still hesitation to be 
as liberal. Why? Psychiatric treatment is 
thought by some to be largely elective. 
Furthermore, there are some groups where 
unusually high levels of utilization have 
been recorded. The reasons for this are not 
always clear, but a desire to be fashionable 
or to possess a “status symbol” has been 
blamed in some cases. Since this is related 
chiefly to Hollywood it can be largely dis- 
regarded. A more important fact is that the 
mental disorders are still thought of by the 
public very much as tuberculosis was 50 
years ago. 


DEFINITIONAL PROBLEMS 


Definitional problems, however, present 
the greatest obstacle to insurers. How clear- 
ly can mental disorders be defined ? What 
is their nature, extent and cause? When 
are mental disorders cured, and to what 
extent are they curable? For that matter, 
when do they start? What is the cost of 
treatment? What modes of treatment are 
available, and what facilities exist which 
can provide acceptable treatment? Who 
can provide treatment? Perhaps we should 
get even more basic. To what extent should 
private health insurance and voluntary pre- 
payment plans try to finance the prevention, 
treatment and rehabilitation of mental dis- 
orders? These are all difficult questions, 
but it is essential that at least some answers 
be found. 

There are a few who object to the 
insistence that mental disorders be defined. 
They might argue that such things as 
“fevers of undetermined origin” are often 
covered under regular health insurance. 
Some also argue that a specific diagnosis is 
not as important as the determination of the 
proper treatment for a particular individual. 
This can vary widely eyen between persons 
with the same disorder. The question, how- 
ever, is not purely academic, nor is it strict- 
ly financial. As one Blue Cross plan found, 
it also gets to the heart of public relations. 
When this plan asked for a rate increase 
at approximately the same time that it 
extended broader coverage to the treatment 
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of alcoholics and drug addicts, it was 
greeted with headlines in the next day's 
newspapers: “Blue Cross hikes rates to 
cover drunks !” Surely insurers have enough 
problems without this. 

Some psychiatrists are also concerned 
with the vagueness which permeates their 
specialty, and they actively seek an im- 
provement in this situation. As one has 
said, 


The definition of a case which states that 
“everybody is sick” is a deterrent to progress 
in psychiatry. It reduces the urgency for diag- 
nostic classification and etiologic search. Worst 
of all, it rationalizes a pattern whereby the 
healthiest patients receive the greatest amount 
of active treatment and the sickest the least (7). 


It is clear that definite strides have been 
made in the field of mental health. There 
is increasing recognition of the fact that 
mental disorders have much in common 
with other disorders. They can strike anyone 
at any time, and they can often be pre- 
vented as well as cured. This is certainly 
a far cry from the prevailing belief of the 

` fairly recent past that persons with mental 
problems were insane and deserved nothing 

more than commitment to a “warehousing 
type of government institution located— 
preferably—well out in the country. There 
is still a need, however, to make clear to 
laymen and insurers the distinction be- 
tween those with mental disorders and 
those who simply have “problems”; be- 
tween those who are ill and those who 
are retarded; between those who are sus- 
ceptible to treatment and those who with- 
in the present bounds of knowledge are 
not susceptible to treatment. These distinc- 
tions will play a major role in determining 
who will finance care and how it will be 
handled. It is clear that the insurance mech- 
anism is not well suited for providing long- 
term custodial care, for example, and it is 
questionable whether it is capable of solv- 
ing the needs of the retarded. Even under 
more conventional subjects for health in- 
T of preventive benefits 


surance the provision 1 i 
has developed rather slowly. Experience in 
however, demon- 


lines of insurance, 
oe is feasible where 


strates that prevention 
results are identifiable and measurable. 


‘As Lisbeth Bamberger has stated, “The 


question of how mental health services 
should be financed is still an open one. It 

may not be as open as it was a few years 
ago, but it is still open enough to make — 
worthwhile the examination of basic prem- © 
ises and assumptions”(2). Let us not be- 
come so preoccupied with the insuring of 
these services that we begin to force solu- 
tions at the expense of other needed financ- 
ing media. Private insurance can never be 
the sole financial prop for mental health. 


EXISTING COVERAGE 


Having explored some problems and limi- 
tations, let us now examine what has bee 
done already to provide insurance coverage ~ 
for mental disorders. For while there is 
still much to be done, the fact that much 
has already been accomplished should not 
be overlooked. Many commercial insurance 
company hospitalization plans have alway 
provided coverage for mental disorder 
This is especially true under group contracts, 
which account for by far the greatest num: 
ber of insured lives. As early as 1962 ¢ 
study conducted by the Life Insurance ~ 
Agency Management Association(8) indi- 
cated that over 94 percent of the companies 
surveyed which offered group basic hospital 
insurance included coverage for mental and 
emotional disorders, Less than three percen 
of these companies imposed any special 
limits on this coverage. The percentage of 
companies that provided coverage for men- 
tal disorders under individual basic hospital ~ 
policies was somewhat lower, but still sub- — 
stantial—74 percent. This corresponds with 
a normal pattern of more liberal benefi 
under group insurance. Extensive coverage 
is also provided under commercial insurers” 
major medical and comprehensive plans, 
though the vast majority of these plans 
impose special limitations on treatmen 
of mental disorders, including different co- 
insurance requirements and/or interna 
limits on charges for a single visit to | 
psychiatrist. Usually maximums based on 
a specified time period—frequently one y 
—are also used. Coverage under reg 
medical benefits contracts is limited. 

On March 19, 1965, Steven Sieverts of 
the Blue Cross Association reported that 
“in 80 percent of the Blue Cross Pl 
psychiatric inpatient care in a geni 
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pital, frequently for a somewhat limited 
| number of days per year, is now included 
as a basic benefit in the most widely held 
subscriber contracts”(11), Much of this de- 
velopment has come only in the last ten 
_ years. Blue Shield plans have provided 
relatively limited regular medical benefits 
for nervous and mental conditions, with 
broader coverage under most of their ex- 
tended benefits contracts. 

_ Progress, then, has been made, but much 
of the hospitalization coverage has been 
_ more apparent than real. We all know that 
e development of psychiatric units in gen- 
eral hospitals has been relatively recent. 
According to a recent survey by the NIMH 
and the AHA(13), a total of 1,005 general 
hospitals in the United States admitted 
sychiatric patients for diagnosis and treat- 
ent in 1963. In 1962 only 585 general 
hospitals were known to admit psychiatric 
patients. Moreover, the definition of “hospi- 
I” in many insurance contracts completely 
cluded coverage in state mental hospitals 
or private psychiatric hospitals. 

| Perhaps the most significant attempt to 
“meet the many definitional questions direct- 
has been through four intensive days 
of meetings which were held at the head- 


and a number of-consultants knowledgeable 
in the field with the avowed purpose of 
hammering out some clear answers to defi- 
nitional questions which will be helpful to 
insurance and prepayment organizations. In 
_ addition to definitions, the group attacked 
such problems as limits of coverage, criteria 
ke treatment, services, standards and the 
like. 
_ This represents the first coordinated at- 
_ tempt by the profession to answer these 
important questions. When these answers 
_ are provided, one of the major excuses for 
_ not making available adequate coverage for 
treatment of mental disorders will have 
been destroyed. Hopefully, the results of 
these sessions will be regarded as a consen- 
sus of opinion on these important questions, 
They will be made available after official 
judgment has been made by the Council of 
the APA, probably in early 1966. 


One of the real problems facing insurers 
today is to keep their policies up to date 
with developing modes of treatment. In this 
realm they must necessarily be followers, 
not leaders. They need the guidance of 
professionals to indicate the paths which 
must be explored. As it is found that out- 
patient clinics, day care centers, emergency 
services and other alternative facilities 
provide equivalent and sometimes more 
beneficial treatment for mental disorders 
than traditional inpatient confinement, pol- 
icy provisions must be altered to reflect 
this new knowledge. Certainly some current 
insurance provisions have more historical 
than practical value. Here again, the re- 
sults of the APA insurance conferences will 
provide valuable guidance. 

The insurance industry is traditionally 
conservative, perhaps necessarily so, and 
this is again exhibited in its cautious ap- 
proach to the expansion of benefits for 
mental disorders. To be even more specific, 
the inclusion of outpatient benefits has been 
particularly slow in coming. However, frag- 
mentary though mounting evidence from a 
number of widely scattered studies seems 
to indicate that some of the fears may be 
unfounded. 

One of the most ambitious research proj- 
ects in this field was conducted by Group 
Health Insurance, Inc., in New York City 
from July 1959 through December 1961. 
The American Psychiatric Association and 
the National Association for Mental Health, 
aided by a grant from the National Institute 
of Mental Health, cooperated in the project. 
The study documented utilization and costs 
under a plan which tried to minimize the 
financial and personal barriers to treatment. 
Many interesting statistics emerged from 
the study, and a report on the project 
concluded : “In the present stage of accept- 
ance of psychiatry, there appears to be 
little danger that the costs of insuring the 

extent of coverage offered by the project 
would be prohibitive if spread over an 
average cross section of the 1960 popula- 
tion”(1). 

This is a qualified but significant state- 
ment. What was the extent of coverage 
offered ? GHI paid $15 (75 percent) of a 
$20-per-hour fee which had been agreed 

on by participating APA psychiatrists. They 
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also paid 75 percent of the agreed charges 
for 45-minute and 90-minute group therapy 
sessions. The maximum benefits under the 
plan were $225 per person. For hospitalized 
cases, the payments ranged from $15 to $25 
a day. Note that first visit coverage was 
provided, as was coverage for “any condi- 
tions treated by a psychiatrist.” The major 
control beyond the coinsurance and maxi- 
mum limit was to reimburse only partici- 
pating psychiatrists and hospitals. 

At least three other plans provide helpful 
data. The General Electric Company has 
accumulated considerable experience with 
a plan providing broad coverage for mental 
disorders. Arlene Holen and Agnes Brewster 
have reported favorably on a study of the 
plan offered by the Tennessee Hospital 
Service Association(4). Dr. Philip S. Wag- 
ner has spoken widely about the psychiatric 
program of Retail Clerks Local 770 and 
Food Employers Benefit Fund in Los Ange- 
les, one of the most important and success- 
ful projects ever conducted in this field. 

In essence, then, there is factual support 
for the conclusion that broad inpatient and 
outpatient coverage of mental disorders is 
possible. While there is question that many 
plans in the foreseeable future will follow 
the GHI experiment and provide coverage 
for “any condition treated by a psychiatrist 
without further definition, we do know that 
a pattern of first-dollar coverage is develop- 
ing in this field. Both the recommended 
guidelines for broader insurance coverage 
developed by the National Institute of 
Mental Health(14) and the contract recent- 
ly negotiated by the United Automobile 
Workers(5) provide for full coverage of 
early treatment followed by increasing par- 
ticipation of the insured, with maximum 
benefits prescribed at relatively modest 
levels, Let us analyze this development 
briefly. 

Historically, insurance was designed to 
protect against catastrophic losses. On a 
purely theoretical basis, many would argue 
that first-dollar coverage is not economically 
sound, In fact, there has been rapid growth 
of the major medical approach which in- 
corporates deductibles and coinsurance in 
recent years, after the early rise of first- 
dollar coverage. This statement should not 
be misinterpreted. There are many persons 


who are firmly dedicated to first-dollar 
benefits, service benefits and/or the pre- 
payment concept. This is understandable, — 
but it must be justified on something other 
than purely economic grounds. Having 
stated this, it should quickly be pointed 
out that economic theory is seldom the ~ 
only or even the overriding concern in k 
choosing between different benefits. Let 
us explore briefly the reasons why it is 
particularly desirable that this economic ~ 
criterion be disregarded, at least for the — 
present, in designing benefits for mental 
illness. a 

Except for the continuing concern over i 
rising costs, the main preoccupation in most 
areas of health services is with overutiliza- — 
tion or abuse of services and facilities, 
however ill-defined the term “overutiliza- 
tion” often may be. Quite the contrary is — 
true in the field of treatment of mental dis- — 
orders. There is almost universal agreement — 
that the public underutilizes mental health ` 
services in relation to its need. Shortages of © 
adequate facilities and qualified personnel 
in some geographical areas may create ex- 
cessive pressure on available resources, but 
this is a separate issue. | 

What accounts for this difference? 
Throughout the history of man a special 
fear of mental illness has existed. Perhaps ` 
lack of understanding has been the under- 
lying cause, but we do know that a social — 
stigma has always been reserved for persons — 
afflicted with mental disorders, Even in ~ 
our “enlightened” age, vestiges of this stig- 
ma remain in many segments of the com- 
munity. 


NO NEED FOR LARGE DEDUCTIBLE y 


Thus, it seems not only unnecessary but — 
perhaps even undesirable to consider add- 
ing a financial hurdle, in the form of a 
large deductible, to the already formidable ~ 
social barrier which must be overcome if” 
adequate early diagnosis and treatment of — 
mental disorders is to be achieved. This 
observation may not always be true, but” 
for the present it seems valid. Removal of 
the financial barrier alone, however, will 
not be sufficient to improve existing con- 
ditions. It is increasingly being recognized 
that the entire organization of services is — 
in need of sweeping changes if the masses ~ 


ais 
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ding care are to be reached effectively. 
Critics within the psychiatric profession 
d medicine in general as well as laymen 
their representatives have attacked the 
aditional structure of mental health serv- 
(10). There is now fairly widespread 
‘eement that the proverbial “psychiatrist's 
ouch” and the one-to-one approach are 
ppealing and useful only to certain fairly 
ricted segments of the population. They 
eloped largely in an upper-middle-class 
tmosphere and are not only ineffective for 

iting many forms of psychiatric illness 
ut also forbidding and frightening to large 

ses of the working population. 
There is, moreover, a mounting body of 
lence which indicates that the people 
are most in need of psychiatric help 
the very ones that the “system” in gen- 


ent time. Much progress, however, is 
g made in developing new techniques. 
risis clinics, walk-in centers in easy-to- 
ch locations, more effective psychothera- 
ic drugs, increasing availability of group 
d family therapy and other recent tech- 
niques show great promise for the future, 
OF course, many of these developments are 
| of such importance that they transcend the 
sue of health insurance, which is the 
mediate concern of this article, 
There is yet another justification for re- 


_yersing the usual application of deductible 
or coinsurance isi 


returned to useful lives, but no one argues 
the fact that many victims are faced with 

lifetime of purely custodial, as opposed 
to therapeutic, care, given the present state 
_of psychiatric knowledge. This unfortunate 
group seems likely to continue as a respon- 
ibility of the state. The apparent role of 
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private insurance, then, is to provide ade- 
quately for early diagnosis and intensive 
treatment before relinquishing the “incur- 
ables” to the state. 

Finally, it is again necessary to put our 
primary concern in perspective. Insurance 
benefits for psychiatric treatment are not 
provided in a vacuum. They are, for the 
majority at least, negotiated as one small 
segment of a group health insurance con- 
tract which is, in turn, only a small portion 
of a much broader package of employee 
benefits which includes wages, pensions, 
vacations, working conditions and so on. 
What it boils down to is that we are nego- 
tiating for a scarce resource—money. 

As Herbert Klarman put it in his recent 
Pays: book, The Economics of Health 

6): 


Economists have observed that in the real 
world the issue is seldom, if ever, the total 
amount that a nation or group might spend 
for a given purpose, but whether it should 
spend more or less than currently. They 
start with what is and proceed to consider 
alternatives step by step, by small increment 
or decrement. Not only is this approach sound 
for the economist; it is also constructive 
politically, since it permits adjustments and 
compromises. 

We must not only speak to the insurers. 
We must educate the buyers of care—the 
employers and the unions. Since most group 
policies are experience rated, insurers will 
often provide benefits even though they 
may not think them wise. The insurer will 
Tecoup excessive claims costs by adjusting 
the rate. At least one reason for the slow 
development of coverage for mental dis- 
orders is the lack of demand for it. Perhaps 
dental coverage is more attractive to the 
buyer at a given point in time. In effect, 
the buyer dictates the coverage—he “pays 
his money and takes his choice.” Viewed 
in this context, the UAW should be con- 
ior its leadership in creating an 
effective demand for cove: 
dea, rage of mental 

In conclusion, there is a well-established 
tendency for service to follow the dollar 
in the field of health insurance. Let us 
guard against permitting the dollar to shape 

services we provide, Certainly labor, 
management and the medical profession can 
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all agree that it would be far more de- 
sirable for the profession to take the lead 
in designing the structure of mental health 
services which will best serve the mental 
health needs of the people. If this ground- 
work is properly laid, and the appropriate 
facilities and personnel are provided, the 
necessary dollars will be forthcoming to 
finance psychiatric services, whether via 
the insurance mechanism, government sup- 
port or some other combination of sources. 
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SKULL ROENTGENOGRAPHY IN HOSPITALIZED PSYCHIATRIC 
PATIENTS 


ROBERT T. RUBIN, M.D. anv LYNNE E. RUBIN, R.N. 


It is an accepted clinical axiom among 
psychiatrists that organic disease of the 
central nervous system may go undetected 


in patients diagnosed as having “functional” 
_ psychiatric illness and that the possibility 


__ of organic disease must always be consid- 


ered in such patients. Brain tumors es- 


pecially may present with predominantly 


‘mental symptoms (3, 5, 9, 12), and the dis- 


covery of such tumors is important because 
they occur with somewhat greater frequency 
in psychiatric patients compared to the gen- 
eral population (5, 9, 12) and because ap- 


_ proximately 25 percent are benign menin- 


ae 


giomas which may be amenable to sur- 
gery. Since up to 20 percent of brain tumors 
can be localized by standard skull roent- 


- genography(4), this procedure is to be con- 


sidered part of the diagnostic armamen- 
tarium of the psychiatrist. However, it was 
not until recently that studies were done 


which demonstrated the value of routine 


skull Toentgenography in patients hospital- 
ized for psychiatric illness. 

Kraft and associates( 7), in a survey of 
1,000 new male psychiatric admissions toa 
Veterans Administration hospital, found 
three patients with brain tumors, four with 
pituitary adenomas, seven with acromegaly 
and three with Paget’s disease; the inci- 
dence of positive findings was 1.7 percent. 
In a subsequent survey of 1,200 male pa- 
tients already admitted to the same hos- 
pital(8), there were found three patients 
with brain tumors, 14 with pituitary adeno- 
mas, three with unsuspected old healed 
skull fractures, six with osteolytic bone le- 
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sions, two with patterns of blood dys- 
crasias and four with Paget’s disease; the 
incidence of positive findings in this study 
was 2.5 percent. Kraft points out that the 
only other known X-ray survey of patients 
in a psychiatric hospital revealed significant 
findings in 84 out of 1,505 cases, an inci- 
dence of 5.6 percent(7). 


METHOD 


In view of the absence of other reported 
studies on this diagnostic procedure, a re- 
view was done of the skull films performed 
on the inpatient psychiatric service of the 
Neuropsychiatric Institute, U.C.L.A. Medi- 
cal Center, during its first three years of 
operation (1961-64), The patient population 
in this study differs from that in Kraft’s 
studies in that it comprises both adults and 
children, male and female, voluntarily ad- 
mitted to a university teaching hospital. 

Patients in this hospital are evaluated 
before admission by a senior psychiatric 
resident with respect to their: 1) appro- 
priateness for admission to a short-term in- 
tensive treatment setting and 2) teaching 
value. Many are referrals from nonpsychiat- 
ric physicians. On this basis, organic path- 
ology tends to be screened out, and the 
patient population is skewed toward a 
younger, more acutely ill group. Once ad- 
mitted, each patient is given a thorough 
physical and psychiatric evaluation by a 
first-year psychiatric resident who has a 
small case load, and also receives the at- 
tention of the ward psychiatrist, the chief of 
Service and consultants from all medical 
Specialties as needed, 

The characteristics of the group of pa- 
tients are shown in Figure 1. The total num- 
ber of patients was 1,183, with 86 percent 
adults and 14 percent children. The average 
age of the adults was 36.3 years, and 40 
Percent were males. In contrast, the average 
age of Kraft’s all-male inpatient population 
was 52 years(8). The average age of the 
children in our study was 10.7 years; 61 
Percent of these children were males. 


FIGURE 1 
Characteristics of Patient Population 
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Figure 2 shows the breakdown into di- 
agnostic categories of both the adult and 
the child patient populations. Total psy- 
choses include schizophrenic, manic-de- 
pressive, psychotic depressive and miscel- 
laneous psychotic reactions. Total neuroses 
include a representation of all the sub- 
groups of neurotic reactions. Personality 
disturbances include sociopathic, addictive 
and both trait and pattern disturbances. 
Organic brain disease includes both acute 
and chronic brain syndromes as well as 
mental retardation, as reflected in the rela- 
tively high percentage of children in this 
diagnostic category. The sample of patients 
with skull X-rays is representative in aver- 
age age, sex distribution and diagnostic 


FIGURE 2 
Diagnostic Categories of Patient Population 
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categories of the entire group of 1,183 ad- — 
missions. 

Four X-ray views were normally done on — 
psychiatric patients; anteroposterior, pos- 
teroanterior, right lateral and Towne. The 
X-rays were read by the residents in radi- 
ology at the U.C.L.A. Medical Center and — 
the data taken from the dictated reports. 


RESULTS 


Table 1 shows the results of the X-ray — 
review. Of the total of 1,183 patients, 310, 
or 26 percent, had skull X-rays taken, Of 
these, 212 were on adults and 98 on chil- 
dren. The procedure, which is done on the 
adult service only on indication, was per- 
formed on 21 percent of the adults. It is a 
generally routine procedure on the chil- 


TABLE 1 
Results of X-Ray Review 
—— o 
Total patients with skull X-rays ; 310 26.2 (of total patients) 
a 212 20.8 (of total adults) 
me on i showing pathology 16 7.6 (of adult Xerays) 
Mi A ane 7 3.3. (of adult rays) 
Bis: 98 60.9 (of total children) 
Mn an Hee showing pathology 3 3.1 (of child Xray) 
With skull X-rays showing 3 31. (of AE 
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B ‘dren’s service and was done on 61 percent 
f the children admitted. 


was either not known prior to hospitaliza- 
tion, or, if already known, that contributed 
to the current diagnosis and total manage- 
“ment of the patient. The corresponding data 
‘for films done on children are three films or 
3.1 percent of the cases with positive find- 
ings, and all three contributed new or rele- 
vant pathology, 
| Table 2 shows examples of positive X- 
‘rays with noncontributory findings, which 
clude known old fracture, slight basilar 
impression, diffuse demineralization, known 
hyperparathyroid-type changes and wid- 
ened internal auditory canal. 
_ Table 3 shows those positive X-rays with 
findings which contributed to the diagnosis 
and total management of the patient, ex- 
amples of which are calcified internal carot- 
“ids in a patient with chronic brain syn- 
drome, enlarged sella turcica without 
change in five years, osteolytic metastases 
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brain disease the skull X-ray was normal, 
but pneumoencephalography revealed find. 
ings which directly supported the diagnosis, 
A 14-year-old girl with chronic brain syn- 
drome and Huntington’s chorea was shown 
to have atrophy of the cortex and caudate 
nuclei, a 17-year-old male with an adoles- 
cent adjustment reaction and temporal lobe 
epilepsy had dilatation of the right tem- 
poral horn and a 46-year-old female with 
chronic brain syndrome was shown to have 
cerebral atrophy. 

The incidence of relevant positive find- 
ings on skull X-ray in this study—three per- 
cent in both adults and children—is about 
the same as that reported in previous sur- 
veys. It indicates the value of skull X-rays 
as an adjunct to a thorough clinical exam- 
ination in hospitalized psychiatric patients 
and suggests the need for a routine skull 
X-ray survey in a university hospital popu- 
lation. 

Although Pheumoencephalographic stud- 
ies that have been done on several series of 
psychiatric patients present conflicting con- 
clusions about the presence or absence of 
abnormalities (1, 2, 6, 10, 11, 13), pneu- 
moencephalography has been shown to con- 
tribute more specific diagnostic data than 
standard skull X-rays(4) and should be 
considered in those patients in whom or- 
ganic pathology is suspected but the skull 
X-rays are normal, 

It is significant that in this series of psy- 
chiatric patients there were no brain tu- 
mors discovered. This is of special interest 


TABLE 2 
Examples of Positive X-Rays with Noncontributory Findings 
SEX DIAGNOSIS SKULL X-RAY OTHER 
M Involutional Old right frontal Fracture repaired 
Psychosis fracture two years prior 
F Involutional Slight basi 
n silar 
psyehosls A Rest of exam normal 
F Depressive Wi left i 
pa e A ao Rest of exam normal 
45 F Involutional ~ i ineralizati 
en Diffuse demineralization Rest of exam normal 
4] M Anxiety reaction Hype! i 
Tparathyroid-type i 
Glace One year postoperative 


Parathyroid adenoma 
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TABLE 3 
Positive X-Rays with Contributory Findings 


SKULL X-RAY 


OTHER 


Involutional psychosis; 
chronic brain syndrome 
Depressive reaction i 


Depressive reaction 


Chronic brain syndrome 
Depressive reaction 


Depressive reaction 


Inadequate personality 


Childhood schizophrenia 


Mental deficiency 


Mental deficiency; 
psychosis 


Calcified internal 
carotids 


Calcified internal 
carotids 


Slight shift of 
pineal to right 


Extensive deminerali- 
zation 

Ballooning of sella ; 
no change in 5 years 


Osteolytic metastases 
to cranial vault 


Old left frontoparietal 
fracture 

Residual left cerebellar 
calcification 


Elongated coronal 
serrations, 
questionable increased 
intracranial pressure 


Slightly enlarged cranial 
vault 


EEG—diffuse 
slowing 


EEG—diffuse 
slowing 


Decreased left carotid 
pulse; decreased 
sensation on right 


Diffuse myopathy 
Rest of exam normal 


Primary carcinoma of 
breast, postoperative 
mastectomy 


Rest of exam normal 


Status postopera- 
tive craniotomy 
for cerebellar 
astrocytoma 


Rest of exam normal 


Rest of exam normal 


ed earlier, the discovery 
of such tumors is one of the main reasons 
for doing skull X-rays. A review of the 
hospital records showed there have been no 
patients admitted to the psychiatric inpa- 
tient service during the years of this study 
and the subsequent year who have been 
discovered to have brain tumors- However, 


there have been many other neurologic dis- 


eases diagnosed in these admissions. These 
data imply that there is AE A 
screening of those patients in whom brain 
tumor might be suspect and they are gen- 
erally not ‘admitted to the psychiatric serv- 


ice of this hospital. 


since, as mention 


SUMMARY k j 
tients admitti to the 
Of 1,183 pat hiatric Institute during 


U.C.L.A. Never 912 adults and 98 chil- 


hree-year pet 1 
dren ad all X-rays performed. The in- 


cidence of positive findings which were 
relevant to the diagnosis and total manage- 
ment of the patient was three percent in 
both groups. Pneumoencephalograms were 
positive in three patients with organic brain 
disease in whom the skull X-rays were nor- 


mal. 


There is a need for routine skull roentgen- 
ography surveys in university psychiatric 
hospital populations and for consideration 
of pneumoencephalography when organic 
pathology is suspect but the skull X-rays 


are negative. 
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There is a force called motivation in all 
living things driving them to the fulfillment 
of biological needs. In vertebrates it may 
be assumed that this driving force is con- 
trolled by the brain. It is influenced by 
different factors or clues related to basic 
urges that are transmitted to it by neural 
or endocrine channels. It is the purpose of 
this paper. to indicate that this energy 
mechanism is concentrated in a portion 
of the nervous system that is similar in all 
vertebrates from the amphibian to the pri- 
mate. 

There are indications that it may be 
damaged predominately on the receptive 
side so that the individual cannot attend 
to sensory stimuli or on the executive side so 
that the individual does not respond. It is 
more ancient phylogenetically than long 
sensory and motor pathways related to the 
cerebral cortex, and its anatomical connec- 
tions are not completely understood. Its in- 
jury grossly disturbs the functioning of the 
individual even though the long pathways 
are intact. Emotional responses are severely 
curtailed by disturbance of this mechanism. 
Certain of these difficulties are similar to 
those observed in psychiatric patients. The 
level of drive in an individual is described 
roughly as alert, eager, attentive, vigilant or 
less precisely as conscious. We may consider 
first the type of neuron capable of acting 
as this energy factor, the nonspecific neu- 
ron. 


THE NONSPECIFIC NEURON 


A nonspecific neuron is one that receives 
stimuli from many sensory sources and from 
different portions of the nervous system. 
Thus one single cell may be influenced, for 
example, by tactile stimuli from one or more 
extremities and from the nose, and be 
responsive to sounds and stimuli from the 
cerebellum and pyramidal tract. Whether 
the response of the cell is coded in any way 
in reaction to these different stimuli is not 
known. Cells of this type may be considered 
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the source of energy either in the direction 
of excitation or inhibition. A specific cell 
is one that is influenced by only one type 
of sensory stimulus and transmits this to the 
thalamus and cortex. Axons of the specific 
type send off branches to influence the non- 
specific neurons. 

Nonspecific neurons have been studied 
in the reticular system, which is composed 
of scattered neurons extending through the 
length of the central nervous system. At 
different levels of the neuraxis they appear 
to have special functions. Thus groups in 
the medulla control the antigravity reflexes. 
In the tegmentum of the midbrain certain 
of them have to do with sleep and wake- 
fulness. In the cranial portions of the nerv- 
ous system they appear to be involved in 
the formation of conditioned reflexes, In- 
deed, it has been suggested that the 
conditional and unconditioned stimuli may 
be joined in these nonspecific cells. 

In the more primitive vertebrates, the 
brain is made up in large part of these 


scattered reticular cells, Other designations 


are used for the reticular system. Magoun 
(9) speaks of it as the central transactional 
core of the nervous system and Penfield (11) 
calls it the centrencephalic system. The 
term “great internuncial neuronal network” 
has a more anatomical connotation. Its ana- 
tomical boundaries have not been defined. 
It is also called the nonspecific system. 
In the process of phylogenetic develop- 
ment, groups of cells have been evolved 
from the reticular complex to form well- 
defined masses or nuclei. It may be assumed 
that many of these cells in portions of the 
nervous system other than the reticular 
system are nonspecific inasmuch as they 
are influenced by stimuli from many 
sources. Indeed the majority of neurons in 
the nervous system are nonspecific. This 
paper will be concerned in particular with — 
two areas, the midbrain tectum and the 
globus pallidus. “3 


THE SALAMANDER AND THE MIDBRAIN 
Since all vertebrates have a basic energy ad 
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or drive controlled by the nervous system 
it is useful to consider a creature relatively 
low in the vertebrate scale. The salamander, 
an amphibian, is chosen because it has been 
the subject of much experimental study and 
a great deal is known of the structure of 


| its brain(7). This little animal is alert; it 


eats, drinks, swims, walks, fights and re- 
produces. The cellular structure of the sal- 
amander brain is almost entirely a diffuse 
neuronal network of the reticular type. 
There are no large bundles of myelinated 
nerve fibers similar to those seen in the 
mammalian brain. The connections of the 
optic nerve with the midbrain are extensive 
and complicated. The cerebral cortex and 
forebrain are poorly differentiated. 

It was found in tadpoles that swimming 
activity could be maintained by the medulla 


_ even if the brainstem was transected in the 


region of the vestibular nuclei. However 
in adult animals the midbrain must be in- 
tact for the normal patteras of activity to be 
operative. Herrick considered that groups 
of cells in the region of the midbrain cor- 
related and controlled activity in the sala- 
mander. Thus the mechanism of motivation 
may be considered to lie at the midbrain 
level. 

In all vertebrates below mammals the 
midbrain is known to have important func- 
tions. The optic nerve ends in the roof of 
the midbrain and this area develops a 
stratified structure of nerve cells and nerve 
fibers suggestive of that found in the cere- 
bral cortex of mammals. Few optic fibers 
relate to the thalamus and cerebral cortex. 
Axons carrying sensory stimuli from the 
whole body are drawn up to this important 
center of integration in the midbrain roof 
or tectum. Auditory stimuli move into the 
same area. Thus the tectum develops wide 
connections and becomes in part a great 
nonspecific correlative area related in par- 
ticular to reception of stimuli, The ventral 
portions of the midbrain develop more 
executive or motor functions. Although the 
midbrain develops even more complicated 
connections in mammals, its great impor- 
tance in the functioning of the brain has 
come to be realized only recently, 


AKINETIC MUTISM 
Neurosurgeons have been interested in 
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brainstem damage which produces loss of 
consciousness even though the cerebral cor- 
tex and its related pathways are normal. 
The number of cases reported is numerous 
but unfortunately the lesions are often large 
and not confirmed by pathologic examina- 
tion. The most instructive example is one 
reported by Cairns and his co-workers(4). 
A young female with an epidermoid cyst 
of the third ventricle developed a condition 
which they termed akinetic mutism. During 
the mute akinetic period emotional re- 
sponses were almost absent. Ocular fixation 
occurred in response to stimulation which 
gave the appearance of alertness. After the 
cyst was tapped to relieve pressure a fairly 
normal state of consciousness and activity 
returned. Cairns suggested a mechanism 
somewhere in the region of the third ven- 
tricle which activates the cortex without 
interfering with the long pathways to and 
from the forebrain, 

Later, Bailey(2) and Bailey and Davis 
(3) found that they could produce disturb- 
ances somewhat similar to akinetic mutism 
by damaging the area around the aqueduct 
of Sylvius in the midbrain of cats. Kelly, 
Beaton and Magoun(8) also made lesions 
of this central gray matter and observed a 
loss of faciovocal behavior and emotional 
expression. Adametz and O’Leary(1) stud- 
ied five cats made mute by electrocytic 
lesions which destroyed a part or the whole 
of the cross section of the cerebral aqueduct. 
These animals also lost the ability to purr 
and their appetites increased markedly. All 
these experiments began to focus attention 
on the rostral portion of the midbrain as 
important in the control of vocal responses 
and emotional activity. 


THE MIDBRAIN ROOF OR TECTUM 


Denny-Brown(6) prepared chronic de- 
cerebrate monkeys that lived for weeks and 
months. In time the picture of decerebrate 
rigidity was modified and there was con-. 
siderable retum of motor activity so that 
the animals could stand and reach out for 
food. However, the monkeys remained com- 
pletely expressionless and mute even though 
the ventral portion of the midbrain and the . 
pathways to and from the forebrain were 
not damaged. The complex motor automa- 
tisms that were recovered failed to restore 
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the highly motivated individual. The ani- 
mals did not react to total environmental 
situations and lacked the normal drive that 
activates behavior. 

This led Denny-Brown to remove only 
the tectum or quadrigeminal plate. He was 
able to remove the superior or optic and 
inferior or acoustic colliculi in five monkeys. 
There was little if any damage to the optic 
geniculates of the thalamus projecting to 
the cerebral cortex or to the visual cortex 
itself, Brain wave studies showed that the 
visual cortex was still normally responsive 
to light stimuli. Therefore the direct visual 
pathway to the cerebral cortex was intact. 
However, after removal of the optic collicu- 
lus on one side there was a complete hemi- 
anopia on the side opposite to the lesion. 
The monkey was mute with a totally ex- 


keys were absent. There was no fear of the 
examiner. The monkey lost the object of 
his interest quickly and would go on looking 
expectantly at the place where an object 
had entered his normal visual fiel 
eyes did not fix properly and looked only 
approximately in the di ion of an object. 
Removal of both optic colliculi resulted 
in a profound disturbance ( 
general behavior. One animal remained 
completely unresponsive to visual stimuli 
for five weeks. He collided with objects and 
would react to an approaching stimulus 
only when it touched him. The behavior of 
these monkeys was renee Ae 
pear are of events in the’ 
peared totally unaw; aden 


environment. They explore 
hungry and showed the usual periods of 
sleep. The remainder of the time was spent 
staring aimlessly into space. They took no 
care of their fur. If stimulated they would 
run until they encountered an obstacle. 
There was no vocalization. 

Denny-Brown conclu 
the quadrigeminal late in 
elaborate hemispheric organiza! 
ception of events in the extern 


even though the long sensi 
the cortex were intact. There was a Jack 
sm to the environ- 


of reactivity of the organi. € 
ment evident in a gf0ss Gan in z 
types of externally directed behavior. 7e 


concluded that more instinctive patterns for 


afferent perception are laid down in the 
tectum. The lack of reaction in the decere- 
brate state had always been regarded as a 
motor phenomenon. The peculiarity of the 
collicular lesions is the absence of motor 
defect except for loss of vocalization and 
emotional responses. The mesencephalic tec- 
tum is essential for general awareness for 
which it has an initiative function just as 
its ventral component, the mesencephalic 
reticular substance, is vital to organization 
of movement. In the primate nervous sys- 
tem as in the amphibian brain, the gray 
matter around the aqueduct is still the vital 
center of the brain. The more differentiated 
peripheral layers of the colliculi are more 
essential than the immediately periaqueduc- 
tal core. Denny-Brown stated that the collic- 
uli are the physiological ego. 


RELATIONSHIP OF MIDBRAIN TO 
PERCEPTION, ACTIVITY AND EMOTION 


Another group of experimental studies of 
similar areas in the midbrain projected from 
another frame of reference amplify the ob- 
servations already recorded. Sprague, Cham- 
bers and Stellar (12) performed experiments 
related to the perceptive mechanism, using 
the cat as the experimental animal. They 
cut the long and direct specific sensory 
pathways in the lateral portion of the mid- 
brain, usually undercutting to some extent 
the optic colliculi. As would be expected 
all the animals showed marked tactile, 
proprioceptive, nociceptive, auditory and 
gustatory defects. However, in addition, 
they were surprised to find that the animals 
showed similar visual and olfactory defects 
even though the known pathways for these 
systems were not directly involved in the 
lesions. With the tracts cut only on one 
side, smell and vision were defective on 
the side opposite to the lesion. It appeared 
that the difficulty was not so much a simple 
sensory defect as a failure to utilize sensory 
information in making adaptive responses 
to the environment. 

When the long sensory pathways were 
cut on both sides the cats were mute an 
lacking in facial expression, presenting & 
blank, staring, mask-like look. Painful stim- 
uli produced none of the visible autonomic 
reactions of emotion. Signs of aggression 
and rage were completely absent and they 


we 
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were docile and easy to handle. They failed 
to react in usual ways to dogs, mice or other 
cats, Females in heat were grossly deficient 
in sexual responses, The animals also 
showed little response to noxious fumes. 
The cats were hyperactive, walking in- 
cessantly in what appeared to be explora- 
tory activity. This tendency to explore con- 
tinually in an obsessive way appeared to 
have no clear-cut external sensory stimulus. 


It was stereotyped, continuing day after 


day. There was a tendency to licking and 


a biting at hair and skin. 


There were other evidences of increased 
oral activity. They would bite on an object 
for a long period and refuse to let it go. 
A touch to the lips evoked brisk snapping 


~ and swallowing. The cats would swallow 


nonfood objects, They ate large quantities 
so that they became obese. The sensory 


_ inattention, lack of affect and ceaseless 


= 


exploratory behavior gave the animals an 
automaton-like quality. There appeared to 
be a failure to appreciate the significance 
of sensory stimuli. The cats tould be 


tion related to cutting the long sen: 
pathways. They compared the Teaver et 
their preparations to that of autistic chil- 
dren, The constant searching activity was 
considered hallucinatory in nature, They 
quoted other investigations to Suggest that 
normal visual functions may depend upon 
the integrity of a midbrain mechanism re- 
ceiving projections from the lemnisci, as- 
cending reticular pathways and cortical as 
well es areas, 
Ina later paper(13) the authors 

further data and amplified their conta 
The alteration in behavior related to section 
of the long sensory pathways was most 
marked and persistent when the lesions 
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were placed in the rostral part of the mid- 
brain. This suggests that certain symptoms 
are due to damage to the midbrain direct- 
ly or to pathways leading to it. 

They divided behavioral changes related 
to lesions of the midbrain into four groups 
depending upon the position of the injury. 
1) Large medial lesions in the midbrain 
tegmentum produce somnolence. After a 
period of recovery the cats show various 
degrees of spasticity, poor righting and 
locomotion, drowsiness, disinclination to 
move and defects in the postural reflexes, 
The animals are highly distractible and 
show excessive affect with vocalization. 2) 
Smaller lesions limited to the central gray 
matter and adjacent tegmentum result in a 
loss of faciovocal activity and excessive 
appetite. 3) Large bilateral lesions in the 
lateral midbrain yield animals which dis- 
play marked defects in attentive, affective 
and adaptive behavior. The defect in these 
animals isnot primarily in their reflex 
repertory or in their ability or inclination 
to move but rather in their attention to 
stimuli and adaptive responses with appro- 
priate affect. 4) Lesions of the superior or 
optic colliculi result in animals with marked 
defects in attention to visual stimuli and 
less marked defects to tactile and auditory 
stimuli. 

Sprague and his co-workers studied the 
development of conditioned reflexes in these 
experimental animals. They found that cats 
from two contrasting preparations learned 
poorly but for different reasons. The cats 
after section of the long afferent pathways 
in the midbrain were highly motivated for 
food, worked rapidly and were unemotional 
and virtually indistractible. They had diffi- 
culty in attention and orientation. The cats 
with lesions in the medial reticular forma- 
tion had good attention and orientation but 
they were sluggish, had poor motor per- 
formance, were easily distractible and hy- 
peremotional. They attributed the lack of 
attention in the cats with section of the 
long afferent pathways to inability to local- 
ize stimuli, orient to them in space or on 
the body surface and to react to them 
meaningfully with fully affective accompa- 
niment. This is true despite the fact that 
these stimuli cause behavioral arousal. There 
is more to the process of attention than the 
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capacity to be aroused and alerted by 
stimuli. 

In summary, it appears that lesions in 
the oral and dorsal portion of the midbrain 
interfere markedly with activity, largely 
from the receptive or perceptive side. The 
next section will consider defects on the 
executive or motor side that lead to the 
picture of akinetic mutism. 


AKINESIA, 


In his book on the corpus striatum, Denny- 
Brown(5) demonstrated that all diseases 
of this structure in the chronic or later 
stages progress to a condition of dystonia 
with a fixed posture and little motor activity. 
The acute development of akinesia is dem- 
onstrated in a most dramatic way in pa- 
tients with bilateral necrosis of the globus 
pallidus related to various forms of asphyxic 
anoxia, A typical case was described by 
Denny-Brown. Nine days after the episode 
of asphyxia this man lapsed into an un- 
responsive state with arms and legs moder- 
ately rigid in semiflexion. His eyes were 
open and occasionally followed the move- 
ments of the examiner. He slowly scratched 
his face if pricked by a pin but gave no 
other reaction, The face was expressionless, 
Swallowing was possible only if fluids were 
introduced far back in the mouth, This 
case shows the clinical picture earlier de- 
scribed by Cairns and associates as akinetic 
mutism. 

The immobility of advanced cases of 
parkinsonism is almost equally marked. 
There is a minimum of speech or movement 
and all emoti ion is grossly 
dampened. In talking with these patients it 
is difficult to realize that the receptive mech- 
anisms are operative since the response is 
so small. Denny-Brown pointed out that 
the globus pallidus is the head ganglion of 
the motor system in primates, forming the 
essential link between the environment 
the reflex organization. Without the intact 
globus pallidus the pyramidal system does 
not induce movements. Aki is not 
related to the intensity of the rigidity. 
Denny-Brown regards the akinesia as the 
result of complete failure of all the environ- 
mental factors that facilitate the movement 


mechanism. 
We see, therefore, that bilateral damage 


1037 


to the globus pallidus leads to almost com- 
plete lack of movement with similar loss of 
emotional responses and reactions. Here the 
source of energy is impaired or lost on the 
executive side, It is important to realize 
that the akinesia is the primary symptom 
and is not directly related to the rigidity. 
Certain tranquilizers produce a parkinson- 
ian state, Here again the akinesia and de- 
crease of emotional tension may be primari- 
ly related. 


The cues that act upon the driving force 
of the organism will be given little attention 
since they have been studied in great detail. 
All sensory stimuli obviously serve as cues 
and the effects of the hypothalamus and 
endocrine glands on motivation are well 
known. The studies of Olds(10) on self- 
stimulation with an electric current in rats 
add new information concerning areas in 
the nervous system which may act as 
driving forces, Olds found that placing 
electrodes in the limbic cortex and certain 
portions of the hypothalamus led the rats 
to self-stimulation with apparent gratifica- 
tion. In general the drive was increased as 
the electrode was placed more caudally in 
the hypothalamus, suggesting a descending 
pathway for interest in self-stimulation 
extending into the midbrain, He gathered 
some evidence that these drives were re- 
lated to appetite and sex. Of chief interest 
here is the fact that this responsive, self- 
stimulating area extends down into the 

of the brain in which the funda- 
mental driving mechanism is located. 


DISCUSSION 


The cerebral cortex has long been con- 
sidered the dominant area for perception and 
execution. More recent studies have been 
concerned with the importance of subcorti- 
cal areas. There previously was the feeling 
that areas in the midbrain, predominant in 
lower forms, had lost their significance in 
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primates, Thus the midbrain was thought 
of somewhat as an archaeological museum. 
In amphibians the midbrain, dominated 
by optic stimuli but related to all types 
of sensation, appeared to be the central 
control area for integrated activity. How- 
ever it was thought that in mammals the 
funetion of vision bypassed the midbrain 
__ from a functional point of view, with fibers 
__ of the optic tract projecting directly to the 
_ thalamus and thence to the cerebral cortex. 
__ The olfactory apparatus with its direct con- 
nections with the forebrain would appear 
not to depend on the midbrain for olfac- 
_ tory perception. The experimental results 
summarized here suggest that the optic 
colliculi are essential for perception of all 
types of sensation even in primates, 
There appears to be in the roof of the 
midbrain a facilitory or reinforcing mecha- 
nism which is necessary for perception. It 
__ is a power mechanism which must be oper- 
_ ative in order for sensory stimuli carried 
to the forebrain along more direct pathways 
to be effective, Even olfactory perception is 
dependent upon it, From the phylogenetic 
_ point of view it is a much older mechanism 
for sensory integration and correlation than 
the cerebral cortex and its related pathways, 
The corpus striatum, particularly the 
globus pallidus, is discussed here from a 
functional viewpoint and not from that of 
anatomical relationship. With damage to 
this structure, activity is reduced and this 
is not dependent upon rigidity but is a 
primary rather than a secondary effect, With 
severe damage to the globus pallidus the 
final result is akinetic mutism with nearly 
i 
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complete absence of motor and emotional 
activity, 

Denny-Brown and Sprague, Chambers 
and Stellar point out that animals with 
midbrain lesions behave in an automatic 
manner. There remains no reaction sugges- 
tive of personality, The monkeys of Denny- 
Brown slept and searched for food but most 
of the time they sat and stared into space. 
The cats of Sprague and associates were 
active, constantly searching the environment 
in a stereotyped manner but with no pur- 
pose. In both groups there was a lack of 
emotional and autonomic response. This 
was true even if the lesion was unilateral, 
Similarly, after injury of the globus pallidus 
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Y OF MOTIVATION 
in man, emotional responses are decreased “¥ 
along with other executive functions. 7 
The abnormal responses seen in psychiat- 
ric patients may be considered to be due 
to physiological changes in the functioning 
of the nervous system and for this reason — 
we may consider the findings which have 
been mentioned here. Animals with lesions _ 
in the roof of the midbrain lose their per- 
sonality and become automatons. The loss _ 
of personality in the monkeys led Denny- 
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Brown to speak of the function of the | 


midbrain tectum as the physiological ego, — 
Sprague thought of the behavior of his 
animals as autistic. He suggested that many | 
of the findings in his cats could be related 

to sensory deprivation. His studies of the 

ability to form conditioned reflexes in these 

experimental preparations were illuminat- 

ing. The loss of vocal responses and the _ 
mask-like facies appear to be related to in- 
jury of the central gray matter around the 
aqueduct of Sylvius. Also, the oral behavior 
and increased appetite are due to this same 
type of injury. Sprague and his co-workers — 
were impressed by the stereotyped explora- 


tory behavior after the lateral and craniad | 


midbrain lesions and suggested that it had 
a hallucinatory quality. 

Similar stereotyped behavior was ob- _ 
served by Denny-Brown in monkeys after 
bilateral removal of the parietal lobes. This 
defeet obviously disturbs sensory perception 
at a higher level. On the other hand the _ 
monkeys with removal of the roof of the 
midbrain were relatively quiet, staring out 
into space in an uncomprehending way. 
Magoun spoke of the reticular system as 
the central transactional core of the nervous 
system. Perhaps this term should be ex- 
tended to include the structures considered 
in this report since they are essential for 
the normal functioning of the individual. _ 


REFERENCES 


1. Adametz, J., and O'Leary, J. L.: Experi- 
mental Mutism Resulting from Periaque- 
ductal Lesions in Cats, Neurology 9:636- 
642, 1939, 

rA Bailey, P, ; Alterations in Behavior Pro- 
duced in Cats by Lesions in the Brain 
Stem, J. Nerv. Ment. Dis. 107:330, 1948. 

3. Bailey, P., and Davis, E. W.; Effects of 
Lesions of the Periaqueductal Gray Mat- 


1966. ie HELLO 
ter in the Cat, Proc. Soc, Exp. Biol. Med. 
51:305, 1942. 
„ Olfield, H. C., 
Boston : Little, Brown and Co., 1958. 


tricle, Brain 64:273, 1941. 
5. Denny-Brown, D.: The Basal Ganglia sciousness. Springfield, Il.: Charles 
and Their Relation to Disorders of Move- Thomas, 1954. 
ment. Oxford: Oxford University Press, . Sprague, J. M., Chambers, W. W., and 
1962. Stellar, E. : Attentive, Affective and Adap- 
6. Denny-Brown, D.: The Midbrain and tive Behavior in the Cat, Science 133:105- 
Motor Integration, Proc. Roy. Soc. Med. P 
55:527-538, 1962. , 
7. Herrick, C. J.: The Brain of the Tiger 
Salamander. Chicago: University of Chi- 


HUMAN NATURE 
biological, considered, and whatever else he may be into the bargain, is the 
net ieimidable of all beasts of prey, and, indeed, the only one that preys systematically 
on his own species. a ae 


= Previous reports from the Lafayette 
_ Clinic have indicated that a plasma protein 
factor which affects cellular oxidation is 
= present in chronic schizophrenic patients 
| to a significantly greater extent than in 
control subjects(4, 5, 9). The level of this 
factor is increased in both patients and 
_ control subjects by exercise(8). The protein 
factor is demonstrated by an elevated ratio 
_ of lactic acid to pyruvic acid (L/P ratio ) 
_ when chicken erythrocytes are incubated 
_ with the subject’s plasma. 
Repeated blood studies on a group of 
chronic, hospitalized schizophrenic patients 
_ have been possible over a number of years. 
These patients are maintained on a good 
diet, with a high level of physical activity 
and without drugs. The results of these 
_ studies indicate that not all schizophrenic 
_ patients, but only 60 percent, consistently 
_ have an increased protein factor, as shown 
_ by a mean L/P ratio above 11.5(7). An 
L/P ratio of 11.5 has been selected as an 
appropriate value to separate the patients 
into high- and low-factor groups, because 
all of the control subjects have mean L/P 
_ Tatios below 11.5. The mean in both patients 
and control subjects was the average of at 
least ten or more determinations, 

The high- ‘and low-factor groups of schiz- 
_ ophrenic patients appear clinically very 
= similar and up to the present time have 
hot been differentiated. Studies to date 
__ also have failed to demonstrate a correla- 
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tion between a patient's symptomatology 
and the level of the L/P ratio. Thus, we 
do not know whether the separation of 
the patients into high- and low-factor 
groups means that we are dealing with 
two diseases or with two stages of the same 
illness, 

In order to pursue the question of the 
role of the protein factor in schizophrenia, 
it was the purpose of the present study to 
perform L/P ratios on all possible family 
members of both groups of schizophrenic 
patients. The first hypothesis to be tested 
was as follows: A significantly higher pro- 
portion of relatives of high-factor schizo- 
phrenic patients should themselves have 
increased L/P ratios compared to the rela- 
tives of the low-factor patients. The present 
paper examines this question. If this proved 
to be the case, then the next question to be 
studied would concern the method of trans- 
mission of the factor between relatives. 


METHOD 


During the past few years, 39 male 
schizophrenic patients have been studied 
clinically, and each has had a number of 
L/P ratio determinations. In approaching 
the relatives of these patients, at least 
one family member of 20 high-factor pa- 
tients (mean L/P ratio above 11.5) and 
15 low-factor patients (mean L/P ratio 
below 11.5) was available for blood stud- 
ies. Four patients had no relatives available 
for testing. 


The subjects consisted of 117 parents 
and siblings and eight children; all of 
these had L/P ratios performed (Tables 
1 and 2). Seventy-five percent of all living 
family members were tested. Some relatives 
were not available because of geographical 
distance or because they had physical or 
Psychiatric illnesses ; others were not tested 
because they were taking medication that 
would interfere with an accurate L/P de- 
termination (columns 3-5 of Tables 1 and 
2). For example, it was not possible to do 
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TABLE | 
L/P Ratios in Parents and Siblings of 20 High-Factor Patients 
TOTAL UNABLE TO TEST 
FAMILY RAS 
ILLNESS 01 
MEMBERS DECEASED UNAVAILABLE MEDICATION ay DT 
Fathers 20 10 2 
1 
Mothers 20 3 0 6 i ; 
Total parents 40 13 2 7 18 3 
Brothers 37 6 7 0 24 11 
Sisters 42 4 0 8 30 13 
Total siblings 79 10 7 8 54 24 
Group totals 119 23 9 15 72 27 
TABLE 2 
L/P Ratios in Parents and Siblings of 15 Low-Factor Patients 
TOTAL UNABLE TO TEST L/P 
FAMILY ILLNESS OR NUMBER ABOVE 
MEMBERS DECEASED UNAVAILABLE MEDICATION TESTED 11.5 
Fathers 15 5 0 1 9 il 
Mothers 15 5 0 3 7 0 
Total parents 30 10 0 4 16 1 
Brothers 17 4 1 0 12 2 
Sisters 28 2 4 5 17 B 
Total siblings 45 6 5 5 29 7 
Group totals 75 16 5 9 45 8 


blood studies on those who were taking 
steroids, estrogens or sympathomimetic 
drugs(6). Pregnant siblings were unable 
to be tested, and no blood studies were 
performed during the ovulation period of 
the menstrual cycle(3). 

On the day of the studies, the subjects 
were identified to the biochemists by num- 
ber only. Two 10 ml. fasting blood samples 
were obtained from each subject, one after 
rest and another after moderate exercise. 
A standard procedure of walking up and 
down one flight of stairs ten times was 
used as an exercise stressor for the family 
members, as well as for the schizophrenic 
and control groups. Two patiertts with 
coronary artery disease and two patients 
with rheumatoid arthritis were unable to 
walk stairs and were given a reversed 
digits examination as a stressor. It is quite 
likely that the reversed digits test does 
not have as great an effect as stair-climbing 
in increasing the level of the protein factor. 

The same research team of three bio- 
chemists performed all the L/P ratios, 
using the ‘chicken-cell method(4, 9). The 


Lafayette Clinic facilities were utilized 
for all tests except those of eight relatives 
who were seen at the City of Hope in 
Duarte, Calif. and one family member 
who was studied at NIMH in Bethesda, Md. 
All of the relatives were also seen for a 
psychiatric evaluation and were given psy- 
chological testing—an MMPI Profile. The 
results of the clinical data will be reported 


in a subsequent paper. 


RESULTS 


Studies were done on 117 parents and 
siblings of both groups of patients. A 
subject was labelled as having an elevated 
L/P ratio if either the resting or post- 
exercise sample was above 11.5. In the 
families of high-factor patients, three of 
18 parents and 24 of 54 siblings had at 
least one L/P ratio over 11.5 (Table 1, 
column 7). In the families of low-factor pa- 
tients, one of 16 parents and seven oi 
siblings had an L/P ratio over 11.5 (Table 
2, column 7). The Chi-square difference 
in elevated L/P ratios between high- and — 
low-factor parents and siblings is significant 


Chi-Square of L/P Ratios of Parents and Siblings of High- and Low-Factor Patients 


HIGH-FACTOR PATIENTS 


LOW-FACTOR PATIENTS 


Number of family members > 11.5 
Number of family members < 11.5 
Total 


27 8 
45 37 
72 45 


Chi-square difference in L/P ratios between high- and low-factor groups is significant at .03 level. 


_ at the 0.03 level of confidence (Table 3). 
_ When the parent and sibling results are 
_ considered separately, the data approach, 
but do not quite reach, significance. In 
_ both the high- and low-factor groups, 34 of 
_ 70 parents were tested, the average age 
being 62. Of the 20 high-factor patients, 
four had both parents studied. Three of 
© these patients had one parent with an 
elevated L/P ratio and one had parents 
who both tested in the normal range. In 
_ the latter instance, the post-stress blood 
samples of these parents may be spuriously 
_ low since both were excused from stair- 
_ climbing because of rheumatoid arthritis, 
_ Of the 15 low-factor patients, five had both 
parents studied. Four of these patients had 
_ parents who both tested in the normal 
_ range and the other had one parent with 
_an elevated L/P ratio, 
= Blood studies were performed on 83 
siblings of both groups of patients. The 
mean age was 34, Eleven of 24 brothers 
and 13 of 30 sisters of high-factor patients 
_ themselves had L/P ratios above 11.5 (Ta- 
-ble 1, column 7). In the low-factor group 
of patients, two of 12 brothers and five of 
17 sisters had L/P ratios above 11.5 (Table 
2, column 7). The Chi-square difference 
in high L/P ratios between siblings of the 
~ high- and low-factor patients attains the 
0.07 level of confidence. 
There is a difference in family size be- 


tween the high- and low-factor patient 
groups. The average sibship in high-factor 
families is 3.95, compared to 3.00 in low- 
factor families. Therefore, on the basis of 
chance alone, one might expect a greater 
absolute number of high L/P ratios in the 
high-factor group but not a greater propor- 
tion of high ratios. An equal proportion of 
high- and low-factor family members were 
tested. Of the family members of the high- 
factor patients, 37.5 percent had L/P ratios 
over 11.5, while 17.7 percent of the family 
members of the low-factor patients had L/P 
ratios above this value. 

In Table 4, families having at least one 
parent or sibling with an elevated L/P ratio 
are distinguished from those who do not. 
When the parents and siblings as a family 
constellation are delineated in this manner, 
there is a significantly greater proportion 
of families with elevated L/P ratios in the 
high-factor group of patients than in the 
low-factor group. This difference between 
the high- and low-factor groups reaches the 
0.03 level of confidence, 

Two of the high-factor schizophrenic pa- 
tients are married and have a total of ten 
children. Eight of the children were tested 
and none had an L/P value above 11.5. 
Both wives of these patients had normal 
L/P ratios. One child of a low-factor pa- 
tient was not tested. Previous L/P ratios 
performed on schizophrenic and nonschizo- 


TABLE 4 
GhiSquare of L/P Ratios by Family in Parent Sibling Study 


Families having one member with L/P above 11.5 
Families having no member with L/P above 11.5 
Total 


HIGH-FACTOR PATIENTS 


LOW-FACTOR PATIENTS 


14 5 19 
G 10 16 
20 15 35 


Chi-square difference in L/P ratios between families of high- and low-factor Patients is significant at .03 | 
ica al evel. 


DISCUSSION 


The results of the study confirm the 
hypothesis that those schizophrenic patients 
with an increased protein factor have a 
higher proportion of parents and siblings 
similarly characterized than do Jow-factor 
patients. $ 

What is apparent from these data is that 
there is a significant familial pattern of 
elevation of the L/P ratios, which indicates 
a familial tendency to high protein factor. 
This raises the possibility of a genetic mech- 
anism. However, on the basis of the small 
number of sets of parents tested in this 
study, no conclusions regarding the opera- 
tion of a genetic factor can be made. 

In the only other biochemical genetic 
study of schizophrenia with which we are 
familiar, Arnold and Hofmann have report- 
ed that at least one of the parents of ten 
schizophrenic patients was characterized by 
a similar metabolic fault in oxidative phos- 
phorylation as the patients(1). The distur- 
bance in oxidative phosphorylation found 
in schizophrenia is most probably due to 
the effects of the plasma protein factor on 
cellular metabolism(10). Whereas the data 
reported here are insufficient to substantiate 
a genetic factor, it may be nevertheless 
consistent with the findings of Arnold and 
Hofmann. 

It is well known that Kallman, Slater and 
others have accumulated statistical evidence 
from population studies to support a heredi- 
tary etiology in schizophrenia( 11, 12). of 
significance is the fact that in the Arnold 
and Hofmann study, not all the family 
members with the biochemical defect 
showed clinical manifestations of schizo- 
phrenia. The clinical appraisal of our sub- 
jects (to be reported later in detail) shows 
a lack of correlation of schizophrenic symp- 
tomatology with high protein factor and 

makes us reluctant to express any interpre- 
tation regarding the significance of the 
incidence of this protein factor in the fami- 
lies of our patients with high L/P ratios 
at the present time. 
A To make this more 

_ finding reported that monkeys 
_ the nonstressful conditions of 


complex, a previous 
raised under 
isolation and 


lack of tactile stimulation had incre 
L/P ratios(2), This would imply that an ` 
early environment of severe social isolation — 
could induce the protein factor and perhaps — 
predispose to future maladaptation under 
environmental stress. í 

In order to clarify the role of hereditary 
and environmental influences in regard to — 
the protein factor, continued investigations — 
are necessary. More extensive studies of 
families of schizophrenic patients are being 
planned. 


SUMMARY 


Thirty-five schizophrenic patients were 
separated into two groups on the basis of 
L/P ratio studies. Twenty-one patients 
manifested an increased plasma protein 
factor as reflected by a mean L/P ratio 
above 11.5—the high-factor group. Fourteen 
patients showed no increase in protein 
factor as evidenced by a mean L/P ratio 
below 11.5—the low-factor group. 

L/P ratio determinations were made on — 
117 parents and siblings of both the high- 
and low-factor groups of patients. There is 
a significantly greater proportion of high 
L/P ratios in families of the high-factor 
patients than in families of low-factor pa- 


tients. 
The data, while demonstrating a familial 
trend, are not sufficiently definitive te allow — 
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INTOLERANCE 


ip spirit of intolerance, conceived in distrust and bred 
im ignorance, that makes the mental attitude perennially antagonistic, S 


nistic, to everything foreign, that subordinates everywhere the rac 
human brotherhood. 


even bitterly antago- 
e to the nation, for- 


—Sır Witt1am Oster 


CASTE AND MENTAL DISORDERS IN BIHAR 


SHARADAMBA RAO, Px.D. 


For an Indian, caste needs no definition, 
since he is born in it, lives in it and even 
dies in it, Caste is an institution of a 
highly complex origin and is a unique 
feature of the Indian social system. It is a 
dynamic process characterized by fission 
and fusion of the society and is a product 
of the social, economic and political think- 
ing and behavior in India through his- 
torical times. 

One’s caste is determined by birth which 
cannot ordinarily be altered by either 
wealth or poverty. In an ordinary villager’s 
view caste is the result of accumulated 
virtues and sins during one’s previous birth 
(1). It exercises a tremendous influence 
over its members and touches a man’s life 
in all his social relationships, being a potent 
factor in stabilizing the cultural pattern(6). 

Further, each caste is a social unit by 
itself; the customs by which it lives are 
generally different from those of the others, 
and sometimes in marked contrast(5). So 
each caste is a community governing the 
behavior of its members. It is the caste 
which channels an individual's choice in 
marriage, his vocation and also determines 
his social 
the available opportunities as well as 
handicaps of the individual(2). Caste dif- 
ferences determine i 
and social life, types 
patterns of the people, particularly in the 
rural area. 

Caste has fixed the psychology of various 
social groups and has evolved such mi- 
nutely graded levels of social distance that 
the whole structure even today to some 
extent looks like a pyramid with a mass of 
untouchables at the base and a small elite 
of Brahmins at the apex. The higher castes 
are nearer in social position to the Brah- 
mins while the lower castes 
away from them. Thus in any P 


dia, caste is an essential social milieu in 
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the understanding of growth and develop- 
ment of the individual's personality, normal 
as well as abnormal. It is a frame of refer- 
ence for the individual and determines his 
various social relationships, childhood ex- 
periences, aspirations as well as frustra- 
tions, opportunities as well as limitations. 

A Hindu is a prisoner of his caste, to which 

he is shackled with all its traditional handi- 

caps and taboos, for caste molds his con- 

science. 

It is true that the rights and duties as- 
signed to each caste have undergone radi- 
cal changes of late. With the traditional 
values fast crumbling down, caste is no 
longer an absolute frame of reference. 
Wealth, prestige, fame and political power 
are all gaining more importance than caste 
in determining the values and attitudes of 
the individual. 

A study of caste in relation to mental 
disorders as revealed by the admissions to 
the mental hospital throws much light on 
our understanding of mental disorders 
apart from the cultural factors governing 
the use of the hospital service. 


THE CASTES OF BIHAR 


A very brief description of the 10 castes 
as ascertained by a questionnaire study of 
each community is given below as a prel- 
ude to a discussion of the various socio- 
economic and educational aspects of these 
castes in relation to mental disorders. 

Koiris. The Koiris are a large cultivating 
class of Bihar, and form nearly 5% of the 
Hindu population. Even the womenfolk 
are engaged usually in husking the paddy 
from early morning; they also go to the 
fields according to the seasonal demands 
to assist the men. Just like any other caste, 
they observe some rituals during the birth 
of the child. Janeo, the sacred thread, is 
k of respectability. 


just worn as @ mar! i 
Dowry system is prevalent in the marriage. 


Early marriage is usually the rule. Girls 
are married when they are nearly 8-10 
years and education among girls is not 
popular. It is said that Koiris, particularly 
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= in rural areas, believe in witchcraft. They 

_ live in joint families and it is said that the 
eldest son has no special privileges or re- 
_ sponsibilities. The usual worry that pre- 
occupies a Koiri is the cultivation problem. 
_ If he can save money, he will invest in 
land. The Koiris do manual work whether 
-rich or poor. Their main interest lies in rais- 
_ ing garden crops according to the demands 
of the nearby city. Their social status is 
_ respectable in view of the fact that Brah- 
mins take “pacca” food from them. In gen- 
eral, it is said they are contented people 
_ without many mobility aspirations. 

_ Kurmis. The Kurmis are a large culti- 
_ vating class of Bihar and form nearly 4.5% 
__ of the Hindu population. The woman in a 
_ Kurmi house looks after the children and 
the household and also works in the field. 
~ It is said they also believe in witchcraft, 
_ They also imitate the high caste Hindus 
and observe some rituals about mundan 
= and Janeo, etc. The Kurmis generally live 
in joint families and the eldest son is the 
~ head of the family and it is said that he 
has to shoulder a lot of responsibilities. 

The Kurmis love their land and in general 
~ have a tendency to invest money in lands. 
_ Their worries mainly concern their cultiva- 
__ tion problems. Education in general is low. 
__ The well-to-do educate their children while 
_ the poor expect the children to help them 
in cutting the grass or in the field work, 
Their social position is fairly high. 

Goalas. The Goalas are one of the major 
= castes in Bihar and form nearly 12% of the 
y Hindu population. A Goala in the village 
3 
` 


_ spends the whole day either looking after 
_ the cattle or working in the fields. The 
woman in the Goala’s household, after 
finishing cooking in the morning, sells 
milk in the nearby towns. The purdah sys- 
tem is not very rigid among them, They 
also imitate higher castes about rituals 
_ during the birth of a child, mundan and 
Janeo ceremony. Widow remarriage is 
sanctioned and divorce is not appreciated. 
Joint families are quite common among the 
Goalas and the old are respected. They are 

in general contented people, and hope to 
make a living if they possess one or two 
cows or buffaloes. Their caste status is 
respectable and they lead a simple life. 
The consensus of opinion is that they pre- 


fer to rear a cow rather than take a job 
and so their educational level is com- 
paratively low. 

Brahmins. The Brahmins enjoy a unique 
position in the Hindu social structure and 
form nearly 6.5% of the Hindu population 
of Bihar. The word Brahmin is tradition- 
ally associated with the picture of an in- 
dividual reciting Vedas. But today not all 
Brahmins are well versed in Vedas. A 
majority of them own land while only a 
section of them receive higher Sanskrit 
education and act as priests on ceremonial 
occasions and are thought worthy of re- 
ceiving gifts. But there are certain rituals 
like Janeo which are common to all Brah- 
mins, while the more orthodox among them 
are very particular in observing the rituals. 

A Brahmin who is an agriculturist by 
profession goes to the field to get work 
done by laborers. Whether he is a rich 
landlord or a farmer who owns a small 
plot of land, he generally does not plough 
the land but only supervises the work. The 
women are busy with their households and 
in no event work in the field, however poor 
they may be. On the other hand, the “pan- 
dit,” the orthodox Brahmin, keeps himself 
busy in performing “puja,” in writing horo- 
Scopes, in making astrological predictions, 
in fixing the auspicious date for marriage 
and in collecting gifts from his patrons. 

Aniong the orthodox Brahmins, the girl 
is married when she is very young, before 
she attains puberty. Matrimonial relations 
are always sought outside one’s Gotra, 
after consulting the horoscopes. The mar- 
riage is expensive, involving a large ex- 
penditure by the bride’s parents. Among 
the Brahmins especially, there is no sanction 
for widow remarriage or divorce. 

Joint family is generally the rule. Parents 
are respected and the eldest son has to 
shoulder the family responsibilities. Of 
late, the Brahmins have taken to all kinds 
of occupations, Children usually go to 
school and the consensus is that Brahmins 
are educated at least up to college level. 
The position of the Brahmin in the caste 
hierarchy is very high and even today, 
although the Brahmin has lost much of the 
traditional reverence, he is respected, just 
because he is a Brahmin and the people 
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are not able to shake off completely the 
traditional values. 

Rajputs. The Rajputs’ form a major 
group of landowners in Bihar and form 
i nearly 5% of the Hindu population. The 
i Rajput in the village works in fields. While 
4 the well-to-do employ laborers, the poorer 
among them plough the land by them- 
selves. The Rajput women generally ob- 
serve purdah. They also observe some 
rituals during the birth of a child and it is 
said they wear Janeo as a mask of re- 
spectability. It is said that the custom of 
“bride price” is prevalent among poor Raj- 
puts and as such a poor Rajput may have 
to remain unmarried even up to the age 
of 40 years, 

Joint family is generally the rule and the 
eldest son has to shoulder a lot of respon- 
sibilities. Cultivation is their main occupa- 
tion, Educational level is low among Raj- 
puts as compared to other higher castes 
like Brahmins or Kayasthas. Their social 
position is respectable. 

y Bhumihars. The Bhumihars form a ma- 
t jor landowning caste of Bihar and form 
3.5% of the Hindu population. The well-to- 
; 


do are given to luxurious ways of living 

and get the work done by laborers, while 

the common people work in the fields. 

Womenfolk do not work in the fields. Like 
. many other castes they also observe some 
Í À rituals’ during the birth of a child. They 
E are particular of observing the Janeo cere- 
' mony like the Brahmins. Girls are married 
very young. The age at marriage increases 
among the more educated. Marriage in- 
volves great expenditure on the bride’s 
part. In the general opinion the criterion 
for a good bridegroom is not only higher 
education, but also possession of landed 
property. Widow remarriage and divorce 
are not allowed. 

The joint family is still very tommon 
among the Bhumihars and the elders are 
respected. The eldest son has to shoulder 
many responsibilities. The consensus 1S that 


p the Bhumihars as a group are well-to-do. 
a Even in the villages, their houses can be 
A differentiated from those of the others. 


Kayasthas. Kayasthas are one San 
leading castes of Bihar, though oad om 
only 15% of the Hindu population. They 


live mostly in urban areas, and those who 


live in villages have taken to agriculture. — 
It is said that even the poorest among ` 
them do not actually work in the fields, a 
but get the work done by laborers. The — 
women, even in villages, never work in the © 
fields but are busy at the house. Those 
who live in cities have taken a variety of — 
occupations, mostly managerial and gov- — 
ernment jobs. Like other castes they ob- 
serve some rituals during the birth of a — 
child. Janeo is not as important a ceremony 
as among the Brahmins. Marriage among — 
the Kayasthas is a very expensive affair; 
the criteria for a good bridegroom are high — 

education and high occupational status — 
rather than possession of landed property. — 
As compared to other castes, the marriage 
age of the girl is higher among the Kayas- — 
thas. Even in the village the girl is in no ~ 
case younger than 16-18 years, and in the — 
urban areas, the parents often wait until 
the girl gets her university degree. In gen- a 
eral much attention is paid among the — 
Kayasthas to the education of a child. 
Even in the village, a Kayastha boy gets 
education up to the matriculation level. 
They look forward to government jobs 
rather than resort to cultivation. 

Their usual preoccupations are about in- — 
creasing their socioeconomic status and 
maintaining a good standard of living. In- > 
vestigations revealed that they are a so- — 
cially upward mobile group, trying to 
surpass others, It is also said that they try 
to show off and live beyond their means. 
Even in the villages, it is said that their 
way of living differs from that of others in 
view of the fact that they spend money 
in furnishing their houses and make a 
good show. It is also said that they do not — 
freely mix with members of the other © 
castes. The joint family is thought to be — 


sisters get suil 
in the caste 


of Bihar and are 1% of the — 


Hindu popula e som 
nopolized business in big cities, 
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_ the village do petty business or lend social order, since no Brahmin or higher 
= money. The women generally observe caste Hindu drinks water given by them. 
_ purdah. It is observed that Banias are not The Brahmin does not act as priest at the 
o very keen on giving higher education to marriage, though he may set the auspicious 
_ their children. They would rather the son moment. Widow remarriage is allowed and 
should take to family business and amass divorce is very frequent among these as 
_ wealth. Among them Janeo is not a sep- compared to other castes. There may be 
_ arate ceremony, but the sacred thread is minor differences within these groups but 
_ just worn as a mark of respect. It is said in general their social position is very much 
that marriage among the Banias is not a degraded. Their huts are far outside the 
very expensive affair and except among residences of the higher castes; their way 
some subgroups, the “Tilak” system is not of living is rather deplorable. Opportunities 
popular. The girls are married when they for education or for improving their eco- 
“ote very arion remarriage and nomic condition are limited although the 
À 5 aang ee Aah UL at foe Hears pri eyini to opit them by 
7 om 5 5 = nting special privileges. No Brahmin or 
; a as ie ope roof show tendency high caste Hindu wola generally enter- 
4 2 g para = The gine that usually tain the idea of dining with a Chamar and 
pa ay py j Bania m s ; t GEER the question of intermarriage is more than 
_ money, he would mie raven fe paesi fale = om re ee is ramon 
_ to gain profits than buy land or d a hi y tasno ambition or tN to get 
a civics hiho eA cape : gher social position. The children are 
Davie, aA Si pees ua on S rought up in a world of limitations. It is 
Telis. The Telis are a large pra Pa bell APENS oe heme 
__ and trading caste of Bihar and pais a ee te sitchcrelt. 
7 saps the Hindu population. After the MENTAL DISORDERS 
le ication i i istors 
ty thet tol occupation, and ave Raves Mate a 
taken to vari i i ee ty pun 
-erally ANEA Rs Sees oS panl hospital in Bihar, were studied 
not perform the Janeo ag b y with respect to caste in relation to diag- 
threadi eremony,. but the nosis, sex, rural-urban placement, economic 
is worn as a mark of respectability. status: FER . 
Formerly Tilak was not in vogue, but it is ‘al ee ston 
gaining popularity of late. Widow remar- a bje e E position. The 
3 pte reais and alliance with the de- Grabs che an ey 
cease ’ i 5 e years . 
: usband’s brother is preferred. Joint major castes of Bihar were ea. ay 


families are comm 
onl: i issi 
ly found and children Admissions from different communities 


it 
School. It's sid that they sermon a ZeCored in this study are not in the pro 
not given to luxurious habits, d ly, are portion as warranted by their proportion in 
much influenced by th ae are not the general population. Brahmins, Banias 
they can amass moe a ae sate Poth, Rajputs and Kayasthas are over- 
confor e Ther aaa at a Gols, Kolis Talis and ssc castes 
r . Their social position is are un, Š eduled castes 
pot mid be yery repel naps r Tei Tabe 1); The ex 
cupations i e oil pressing which are messy ther study. a need fur- 
are give i ii 2 
joc eo rank in the hierarchy of i the major mental disorders are 
Chamars, Doms and Dusadts. These eae manic depressive psychoses, 


castes are classified as scheduled castes in onal psychoses and toxic psychoses. 
the census of Bihar and form nearly 5.5% p< 01) aa eras a eg 0) 
= 0.. p Uo 


of the Hindu population. In general thi evia; fro attern 
“ epee dees 
occupy a very low position in the Hindu Siri: Table p th i vat 
B regar e relative 


1966 ] 


distribution of schizophrenia and affective 
disorders in the various communities it 
is found that in the case of Brahmins 
(x? = 8.429, p<.01) and Kayasthas (x?= 
4.646, p<.05) schizophrenia is relatively 
more frequent while among Rajputs affec- 


ABLE 


TABI 
Comparison of the First Admission from the Different Communities with 


Their Corresponding Number 


tive disorder predominates (x?=5.487 — 
p<.05). Perhaps these deviations are re- 

lated not only to the incidence but also 
to other social factors governing hospitaliza- 
tion as will be mentioned later. The sex — 
distribution of the admissions from the dif- ` 


1 


in the General Population 


PSYCHIATRIC GENERAL PSYCHIATRIC 
CASTES % % OBSERVED EXPECTED 
1. Brahmin 18 10.96 362 222.2 
2. Rajput 17 9.57 341 194.1 
3. Goala ll 24,64 224 499.5 
4. Bania 16 1.36 328 27.7 
5. Bhumihar 8 6.38 167 129.4 
6. Kurmi 9 9.50 185 192.5 
7. Kayastha 6 2.62 130 53.1 
8. Koiri 6 9.28 116 188.2 
9. Teli 5 6.41 92 129.9 
10. Sch. Caste 4 19.23 82 389.9 
TABLE 2 
Diagnostic Category and Caste 
Tox. SCH. AFF. 
SCHIZOPHRENIA AFF, PSY. INV. PSY. Psy. x? % DIS. % 
1. Brahmin 261 47 16 20 11.488 19 14 
2. Rajput 218 62 32 15 4,960 16 20 
3. Goala 147 30 21 12 4.670 10 11 
4. Bania 223 Ir E 26 7 4.777 16 18 
. Bhumih 108 34 11 8 3.385 8 10 
parted 132 2 18 7 SATA Eao NTS 
7. Kayastha 100 15 5 1 8.186 7 4 
8. Koiri 78 22 10 4 0.874 6 7 
9. Teli 68 17 4 3 1.373 5 4 
10. Sch. Caste 65 11 4 1 3.136 5 3 
TABLE 3 
Caste and Sex Distribution of First Admissions 
MALES (1707) % FEMALES (603) % x 
1. Brahmin 275 16 87 14 
2. Rajput 259 15 82 14 
3. Goala 183 ul 41 7 7811 
4, Bania 236 14 92 15 
5. Bhumihar 122 7 45 7 
6. Kurmi 139 8 46 8 
ek Kayastha 82 5 48 8 8.416 
8. Koiri 87 5 29 5 
9. Teli 61 4 31 5 
$ 3 32 4 
10. Sch. Caste 60 
11. Others 203 2 80 13 


1080 


p ferent communities (Table 3) indicates 


Kayasthas, females 
eas pea p<.01) while among 


the reverse is the case eral 


The rural-urban distribution of patients 
reveals that ap ene Sain 
a Kayertins p pa- 

from urban 
Earnet Yarares.to foie. ta the oas 
Rajputs, Goalas, Bhumihars, Kurmis and 
oiris (Table 4), 
E study of admissions in relation to 
socioeconomic 
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while among Goala, Kurmi, Koiri, Teli and 
scheduled caste, patients who are literate 
or barely literate predominate (Table 6). 

The marital status of the patients be- 
longing to different communities indicates 
that only among scheduled castes and 
Kayastha, the distribution deviates. Among 
Kayasthas, single patients as compared to 
married are conspicuous (x?= 49.78 
p<.001) while among scheduled castes 
the reverse is true (Table 7). 

The firstborn patients are more conspic- 
uous than the lastborn in all the communi- 
ties except the Koiris. Only in the latter 
group firstborn patients were not conspicu- 
ous (x?=0.043 p < ,05) (Table 8), 


DISCUSSION 

The differential rates in admission to the 
mental hospital show that the communities 
vary within themselves to different degrees 
in their attitude towards hospitalization in 


Caste and Marah iee Distribution of Ft Admissions 


6 (1720) (390) 
Aumar * pond % x P 
1. Brahmin 15 96 16 
7 ae 16 65 11 8.83 K 
haion 12 23 4 30,47 001 
5 12 121 20 25.75 001 
ve a 8 23 4 13.120 01 
7. nik 9 27 5 12.67 01 
E ka 2 91 15 143.20 001 
a Te ‘ 10 2 18.39 01 
10. Seh. Conte 4 i A 
LL Others 6 


TABLE 5 í 
Caste and Economic Status 

4 case | cust 1 Ciro p ( 
r om) * am * a) oo y bmi * x a 

i: Brahmin hi f: p a 86 19 208 17 426 i 
F: npa - ~ a 2 85 18 189 15 6.24 
he a a K 4 54 12 150 12 9627 05 
E s tutar i 6 2 ii a . 178 14 143301 | 
. 4 Kurmi 4 3 1 6 45 10 H 10 p= 

. Kayastha 17 13 16 8 2 6 70 6 1221 Ol 
È Koiri 2 15 5 2 20 4 

9, Tell 1 1 5 £ ss 3 a uz 

10. Sch. Caste 2 15 1 1 1 A cis 
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CASTE 


the socioeconomic and education back- 

ound of the patients. In the case of pa- 
tients from scheduled castes, poverty and 
‘illiteracy and attitude to mental illness 
may be responsible for low admission rates 


iving conditions are poor and their jobs 
are poorly paid ; their family ties are more 
rittle; recreational or educational facil- 
ities hardly exist for them. But with all 


class. 

f: Similarly, the lower admission rate of 
Goalas and Koiris who are predominantly 
rural reflects not only their illiteracy or lower 
educational level but also the possibility 
‘that they are more contented people, lead- 
ng a simple life, without mobility aspira- 
tions. Perhaps a Goala would eke out his 
living from a few buffalo or cows and a 
Koiri is satisfied with what his land pro- 
duces and the highly competitive urban 
culture has not affected their simple life 
to a large extent. On the other hand high 
admission rates among Banias may reflect 


AND MENTAL DISORDERS IN BIHAR 


[March 


cultural variables governing admission like 
urban residence and better economic con- 
ditions, apart from the fact that it may also 
reflect high incidence of mental illness in 
the competitive society. 

It is observed that admissions for schizo- 
phrenia as compared to affective disorder 
are more frequent among Kayasthas and 
Brahmins. It may be that these communi- 
ties are better aware of mental health prob- 
lems as their level of literacy is high and 
so they make use of hospital services in 
the event of schizophrenic breakdown even 
when the symptoms are mild. But in that 
case it is to be expected that the average 
age at the time of admission (and also the 
duration of illness prior to hospitalization ) 
of the schizophrenic patients belonging to 
Kayastha or Brahmin communities are 
much lower than in other communities like 
Goalas or Koiris who are less literate. But 
Tables 9 and 10 show that it is not so. So it 
is possible that Kayasthas and Brahmins 
show greater predilection to schizophrenic 
breakdown as compared to other castes. 
Tensions during adolescence or early adult- 
hood conducive to schizophrenic break- 
down are probably greater among these 
communities. Perhaps their mobility as- 
pirations are thwarted and typical with- 


TABLE 9 ; 
Caste and Age Distribution of the Schizophrenic Patients 


ZALE ce a 
35-39 40-44 45-50 x MEAN sD. 


AGE 15-19 20-24 25-29 30-34 
1. Brahmin > 4 OB 60 42 26 8 
a 8 3 8.03 26.25 7.09 
a 2 ue F a 44 41 29 9 11 9.53 27.64 8.24 
3 H Sah a a 4 22 17 7 3 2.33 16.76 7.77 
k Haee 38 40 27 12 15 12.08* 28.41 8.75 
zak umihar 20 36 24 9 7 7 5 1079 26.40 7.79 
: atl ‘ 24 35 35 22 6 2 8 5.77 26.54 7.87 
on yastha 19 24 23 19 10 2 3 171 27.25 7.50 
r ar 20 15 22 11 5 2 3 6.51 25.84 6.23 
Pate 14 15 14 14 5 4> 2 1.78 26.34 731 
10. Sch, Caste 11 16 15 10 9 2 2 ery 27.31 7.59 
df=5 
MEAN AGE so 
(Bania) Mean age 28.41 5 2 
= (Koiri) Mean age 25.85 tae ra 7 
j t= 2.375 p 05 
f Mean differences of age not significant: Kayastha — Koiri 
Kayastha — Goala 
Brahmin — Koiri 
Brahmin — Goala 
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TABLE 10 
Caste and Duration of Illness Prior to Admission 
WITHIN MONTHS 6 MONTHS- YEARS ABOVE 
1 MONTH 6 1¥R 1-2 2-YRS. x p 
1. Brahmin 60 90 30 15 66 2.74 
2. Rajput 57 62 16 28 55 12.49 05 
3. Goala 41 52 18 8 28 4.70 
4. Bania 46 70 30 15 62 5,94 
5. Bhumihar 25 31 8 11 33 447 
6. Kurmi 36 36 14 11 35 2.24 
7. Kayastha 18 35 10 11 28 3.97 
8. Koiri 25 31 8 6 8 9.85 05 
9. Teli 15 29 9 5 10 5.16 
10. Sch, Caste 19 28 6 2 10 7.10 
GOALA KOIRI 
Brahmin x? = 2.655 x? = 9.119 
NS 
Kayastha x? = 7.164 x? = 11.202 
NS p<.05 


Duration of illness among Koiris is comparatively lower than that of Kayasthas. 


drawal characteristic of schizophrenia may 
eventually take place. Both are the most 
literate communities. The Brahmin is losing 
the traditional respect he commanded, and 
has to eke out his living in a competitive 
world and has taken to a variety of pro- 
fessions which are respectable and which 
still preserve his prestige to some extent. 
He would not till his land with his own 
hands or allow the women to work in the 
fields. So he attempts to get higher educa- 
tion and compete with other castes for 
supremacy. 

Similarly, the Kayasthas, who are the 
learned aristocracy of Bihar, as a group are 
socially upward mobile. Urban living and 
higher education are characteristic of this 
group who struggle to maintain a good 
standard of living. Attempts to increase 
one’s prestige or position are not devoid of 
the necessary evils—conflicts and tensions. 
These are perhaps severe at the time of 
adolescence or early adulthood resulting in 
schizophrenic breakdown. The fact that a 
mobile individual is under stress and con- 
stant insecurity has been emphasized by 
workers like Warner (10), Karen Horney 
(7), Myerson (8) and Ruesch (9). Also, 
according to Hollingshead and Redlich (4), 
upward mobility aspirations are associated 
with schizophrenic breakdown, 

Further, among the Kayasthas, admis- 
sion of female patients as compared to 


other communities is very conspicuous 
(?=7.811, p<.01) while among the 
Goalas, the reverse is true (x?=8,416, 
p<.01). The purdah system is not very 
rigorous among the Goalas as compared 
to other castes. But the literacy level is 
very low. Again the economic limitations 
may bring about the hospitalization of only 
the male members suffering from mental 
illness, while indigenous treatment alone 
may be given to women suffering from 
mental illness. Again, being predominantly 
rural and less influenced by urban life, 
they may show a higher degree of toler- 


ance to mental illness, particularly in the — 


women. On the other hand, a high female _ 


rate among the Kayasthas reflects a variety _ 


of factors such as intolerance of mental 
illness in women, better awareness of men- 
tal health problems, higher level of educa- 
tion, relaxation of the purdah system, as 
well as factors relating to incidence of 
mental illness. The Kayastha women gen- 


erally are educated and urbanized and the — 
cleavage between the older and younger — 
generation may be pronounced among 


them. 

There is an ample indication that mental 
hospital services are largely made use of 
by urban communities like the Kayasthas 
(x?=143.2) and the Banias (x?= 25.75, 
p <.001). But it is not impossible to imag- 


ine that the urban residents meet such 


vor 
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stresses to which they may react more read- 
ily with a mental breakdown than those 
living in the rural areas. While the urban 
Bania is preoccupied with worries about 
business, the urban Kayastha is busy in 
maintaining his status and putting up a 
good show. Success in his professional ca- 
reer, his promotion to a higher job carrying 
more prestige, or adding a few degrees to 
his name, or aspirations to send his son 
abroad, or to obtain a good match for his 
daughter who is herself a graduate may be 
some of his worries. Again, the Bania and 
Kayastha patients come from a more well- 
to-do class as compared to other castes. 
Perhaps a poor Bania in a petty business, 
or a Kayastha in a low-paid job has no need 
for mental hospital services. For neither is 
the poor Bania much affected by the eco- 
nomic crisis in the outside world, nor is the 
poor Kayastha worried about big plans in 
life. It is likely that upward mobility is a 
social value only in the higher economic 
groups in the Indian context. f 

Further, the educational level of the 
Kayastha and Brahmin patients is higher 
than that of the patients of other communi- 
ties. Perhaps a favorable attitude to hos- 
pitalization has a direct functional relation 
to the educational level of the community. 
Hoenig and Uma Sreenivasan(3) also report 
that admissions to the mental hospital in 
Mysore State are largely influenced by 
literacy and urban residence. But the factors 
of stresses and tensions are also associated 
with these and as such point to a pon 
higher incidence of mental illness. 

Again, it is observed that among the 
Kayasthas, single patients are highly con- 
spicuous as compared to the married 
(x? = 48.78, p<.001). One explanation 
is that the marriageable age of boys and 
girls is generally higher among the Kayas- 
thas than among the other communities; it 
is also possible that mental illness in the 
earlier stages is attended to much more 
promptly by the Kayastha. But this possi- 
bility is remote since the mean age of the 
schizophrenics and the duration of illness 
prior to hospitalization are not significantly 
smaller than in the other communities. The 
other possible explanation is that there are 
more tension-producing situations among 
the adolescents of the Kayastha community. 


Tension about examinations is one of the 
sources of frustrations for the adolescents 
today. Kayasthas being urban residents and 
social climbers perhaps insist on higher 
education for their children. In their en- 
thusiasm for lucrative services, it is likely 
that they force the boy to select a course in 
which he has no special aptitude, or make 
unreasonable demands for a good perform- 
ance in the examinations. Thus, here also, 
upward mobility aspirations may be a con- 
tributory factor. 

Further, the eldest sibling is more con- 
spicuous than the youngest among patients 
belonging to all the communities except the 
Koiris, among whom it is said that the el- 
dest sibling is not expected to shoulder 
heavy responsibilities. This is understand- 
able in view of the fact that in a majority of 
the communities a high responsibility falls 
on the firstborn as the carrier of the banner 
of tradition, A greater sacrifice in this re- 
sponsibility is expected of him in the face 
of a family crisis. Further, the firstborn, 
particularly a son, is over-fondled, given 
special privileges and so dependency be- 
havior is fostered in him. Approaching 
adulthood or shouldering responsibilities 
may be rendered difficult because of his de- 
pendent attitude. With the loosening of the 
traditional value system, greater conflicts 
and tensions may characterize the person- 
ality of the eldest born, especially the son. - 


SUMMARY 


From 10 major Hindu communities— 
Brahmin, Bhumihar, Bania, Rajput, Goala, 
Kurmi, Kayastha, Koiri, Teli and scheduled 
castes—2310 first admissions to the public 
stems panita] in Bihar during the years 

reveal that the higher castes pre- 
dominate. a 

Schizophrenia as compared to affective 
disorde? is conspicuous among the Brahmin 
and Kayastha patients. This reflects not 
only the influence of education on the re- 
course to hospitalization in the event of a 
mental breakdown but also factors asso- 
ciated with such incidence. 

_ The rate of admission of the female pa- 
tients is higher among the Kayastha pa- 
ihe a single patients, compared to 

e married are conspicuous among the 
Kayastha patients. #3 H 
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The Kayastha and Bania patients are con- 
spicuously admitted from urban areas and 
are also associated with a higher economic 
status. The educational level is compara- 
tively higher among the Brahmin patients. 
Among a majority of the communities, pa- 
tients in the eldest sibling position are very 
conspicuous, 
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Our whole social life is in essence but a long, slow striving for the victory of justice 
over force. 


—Joun GALSWORTHY 


EDITOR'S 
NOTEBOOK 


COMMUNITY MENTAL HEALTH: 
A GREAT AND SIGNIFICANT MOVEMENT 


m m a This month we are devoting the Special Section of the Journal to com- 
munity mental health. How far we have come in the span of a few years! 

There must be few who realize as well as those of us who received our psy- 
chiatric training prior to World War II just what giant strides psychiatry and 
mental health have taken. As we who are a product of that era look back on our 
preparation for a career in psychiatry, it seems as though all that has come to 
pass is still part of a wonderful, improbable dream. We are still in a free-for-all 
session in the residents’ quarters, discussing what we would do for the mentally 
ill if we could but have the knowledge, the tools and the funds. 

But while it seems improbable that an entire discipline could go so far or 
change so much in a mere 30 or 40 years, this is what did happen. It is not a 
dream but a reality: more progress has been made in psychiatry in the last 30 
years than in all the span of recorded medical history before that time. 

From ignorance, superstition, fear and cruelty we have progressed slowly to 
a concept of community responsibility and concern. Many in their time have 
contributed to the ever-growing storehouse of knowledge from which we draw 
to formulate our ideas and plans for tomorrow. It would take a sizable volume 
to list all those contributors, extending from Hippocrates to the present. If we 
confine ourselves to contributions through the 19th century, the list is not long 
and the names are known to all who work in the field. From the mid-20th century, 
however, the number of those who have concerned themselves with the etiology, 
treatment and prevention of mental illnesses has increased with explosive rapidity, 
and one is hard put not merely to list names but to catalogue the areas of activity 
in which significant contributors have worked.’ 

Even as late as the 1930s it took courage of a quality which some called fool- 
hardy to commit one’s career to the cause of the mentally ill. Of prevention, we 
had some glimmering, perhaps, but we actually knew little. The typical psychiat- 
ric patient was ill for a long time, and in a high proportion of cases, he never 
returned to the bosom of his family as a well person. We dreamed of drugs which 
might help our patients, but we had few. Paraldehyde or barbiturates served for 
sedation and were used when hydrotherapy or warm or cold packs failed. 

But these procedures by no means prepared the patient to return home. Treat- 
ment consisted, by and large, of occupational therapy and psychotherapy. Both 
were effective as far as they could go, but in the case of many patients, their 
illness rendered them inaccessible to the therapist. Hospitals for the mentally ill 
were literally refuges of last resort, and the number of patients increased year 
after year. Outpatient care was available primarily for children ; here at least there 
was awareness of the necessity to involve at least some elements of the community 
in the treatment regime. 

Then came a series of events which changed the entire concept of care, treat- 
ment and prevention of the mental illnesses. Experiences of brilliant, dedicated 
and energetic colleagues revealed during World War II what can be accom- 
plished if acute mental illness is promptly and energetically attacked in the locus 
where it occurs. These techniques were improved and elaborated during the 
Korean conflict and since. The use of the convulsive therapies and later the 
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psychoactive drugs was studied intensively and their application was extended 
“to many disturbed and depressed patients, with the result that the entire environ- 
ment of the hospital was changed. The wards, dining rooms and recreation areas 
were made more attractive and home-like; the custodial aspect was markedly 
relaxed and in many cases disappeared. The entire treatment and care routine 
was changed ; open hospitals, transitional services, home care, homemaker services 
and ambulatory services were instituted, modifications of traditional psycho- 
therapy such as group and family therapy passed from the experimental stage 
to become accepted procedures and the emphasis shifted from hospital care and 
treatment to community programs. 

Now mental illnesses and their prevention have in fact become the community 
concern we have said for so long they should be. Mere words cannot express the 
great debt the American people and, in fact, people everywhere, owe to the late 
President Kennedy and the Congress of the United States for translating the 
findings and recommendations of the Joint Commission on Mental Illness and 
Health into law, thus making possible action at the community level. 

The early thinking regarding the elements of a community mental health 
program has gone through a number of modifications and has been vastly im- 
proved as a result of new knowledge and experience. Our leaders in mental 
health at the local, state and national levels need our support, both as profession- 
als and as citizens. The papers in this issue of the Journal suggest how we can 
render that support at the same time we preserve our treasured and time-tested 
heritage of private and local initiative, remembering at all times that we exist 
only for the welfare of our patients. Truly, now is the greatest time in all history 
to be a part of the mental health movement. 

A great philosopher and scientist once said that the best criterion of a great 
and significant movement was how much it contributed to the advancement of 
the universal brotherhood of man. Using this measure, it would seem that com- 
munity psychiatry, as it has developed and as it will develop in the future, em- 
inently qualifies as a great movement and one which is here to stay. 

No one could have been a part of this great movement and remained unmoved. 
As one reads the contents of this issue of the Journal, he inevitably looks back 
‘at the state of affairs 30 years ago, forward to what it will be 30 years in the 
future and realizes that these articles constitute an important reference point in 


the history of our conquest of the mental illnesses. 
Rosert H. Feux, M.D., M.P.H. 


CINDERELLA AND THE PRINCE : 
MENTAL RETARDATION AND COMMUNITY PSYCHIATRY 


m E E Mental retardation has been repeatedly described as the “Cinderella of 
Psychiatry.” Years ago our specialty demonstrated substantial interest in this 
complex and significant mental disorder. Two of the founders of our Association 
were involved in work with the retarded in 1844, and all eight charter members 
of the American Association on Mental Deficiency were psychiatrists when that 
association was founded in 1876. For years our Association had a section on re- 
tardation, and the subject was a major topic at our conventions. But some decades 
ago the midnight bell sounded and a period of dismal lack of interest followed. 
Only a few of our colleagues continued to speak with courage in favor of the 
needed emphasis on retardation. Focusing on our responsibilities and our oppor- 
tunities, they maintained a narrow and fragile bridge between psychiatry an 


retardation. 
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In the meantime, energetic groups of parents aroused public interest and 
demanded action to ease the plight of their retarded children. The lack of in- 
volvement of practically all professional disciplines became evident. Yet, probably 
because of its historical role, our specialty became the subject of the strongest 
criticisms. Whenever any of us spoke positively, we were accused of opportunism. 
When we spoke negatively, our statements were construed as another evidence of 
apathy. 

Then the public and professional scene began to change. Several thoughtful 
congressmen and the National Institute of Mental Health assumed early leader- 
ship. The forceful and personal involvement of the late President Kennedy and his 
family placed retardation at the center of professional attention, assured it visi- 
bility and prestige in place of indifference and stigma. The President’s Panel on 
Mental Retardation published a program for national action, and the legislation 
which followed assured funds for improved and new programs. 

New apostles were not late in coming forward. Many professionals who but a 
short time before could not have been drafted into service for the retarded were 
suddenly filled with enthusiasm and demanded that Cinderella be declared their 
particular maiden. The attacks on our specialty’s past neglect continued, but our 
Association rose to the occasion and showed its new concern for the long-neglect- 
ed stepchild. On December 15, 1963, the APA Council stated that “.. . it is 
incumbent on the . . . Association to strengthen its own leadership role in the 
field of mental retardation . . . ” and delineated several of the unique problems 
which require our knowledge, skills and talents. The public announcement of this 
position statement noted that “ . . . the psychiatric contribution remains funda- 
mental to the construction of a total program for the retarded. . . .” 

Now another document is awaiting Council action. It contains the collective 
thinking of a special conference sponsored by the Association for the purpose of 
formulating a more definitive action program. Based on our historical role, it 
recommends that we rally our specialty and go arm in arm with other medical 
disciplines and the several allied professions toward coordinated efforts in the 
service of the retarded child and his family. Interdisciplinary rivalries and 
chauvinism must be set aside ; the magnitude of the problem demands the ener- 

gies of all willing hands. ; 

At this historical time, in part as a consequence of the report of the Joint Com- 
mission on Mental Illness and Health, the “third revolution” of psychiatry is 
also under way. In his visionary message to Congress on February 5, 1963, 
President Kennedy, with vigor equal to that with which he championed retarda- 
tion, also called attention to the plight of the mentally ill. He emphasized that 

- .. the new knowledge and new drugs acquired and developed in recent years 
. . . make it possible for most of the mentally ill to be successfully and quickly 
treated in their own communities and returned to a useful place in society.” Our 
profession, long devoted to the treatment of the emotionally ill individual, is 
broadening its concern to encompass larger groups of people. Community psy- 
chiatry is becoming the new Prince of our specialty, although the Prince has not 
yet acquired a uniformly accepted description or definition. Psychiatrists see him 
in a variety of ways, but most cherish and support him. He holds the promise of 
a renaissance in the prevention and treatment of mental disorders. 

But will Cinderella and the Prince meet? At the moment Cinderella is wait- 
ing and the Prince is probably searching. The romance of the two is essential 
for the economical and effective solution of the nation’s over-all mental health 
problems. We are assuming responsibility for the mental well-being of the popu- 
lation as individuals, as members of families and as citizens of communities, But 
we cannot succeed without a clear recognition of the importance of mental re- 


1966 | ogee Te EDITOR'S NOTEBOOK 


tardation in this total picture, and without a commitment to take appropriate 
action on the retardation front as well as on all others. 

If the paths of the two do not converge, several problems will arise. One 

example should suffice. Of the many significant programs presently in stages of 
implementation, one calls for the development of community mental health 
centers and another for community mental retardation facilities. A major question 
will test our leadership, ingenuity and tolerance. Could or should these programs 
be combined ? If not, how can full coordination and mutual use of resources be 
best assured ? Unless there is unification or full coordination, manpower utiliza- 
tion will suffer and practical dilemmas will result. A classroom teacher might 
be confronted with the decision whether to send a child, failing in school, to one 
or the other resource. Teachers are not in the best position to make such a deci- 
sion, yet on their choice could depend the diagnosis and the modality of treat- 
ment. 
There are hopeful signs on the horizon. The interest of President Johnson and 
Congress in both problems guarantees resources. The increasing collaboration 
between two very important groups, the National Association for Mental Health 
and the National Association for Retarded Children, assures continued dis- 
course at the citizen’s level. But psychiatry carries a major responsibility. If mental 
disorders, including retardation, are to be treated and prevented on a broad front, 
we must learn to apply our knowledge to much larger numbers of people than 
we have seen in our offices in the past. Large-scale solutions will prove impossible 
without the active participation of our allies in a variety of fields. Members of 
other professions have unique talents which can contribute to research and to the 
application of what is known. We must find the framework that enables us to 
work in harmony with our colleagues in all fields of medicine and in other dis- 
ciplines. 

Four groups have particular responsibilities for maximizing the chances for the 
Prince to find the foot which fits the glass slipper. The important roles of those 
professionals working in mental retardation and community psychiatry are 
self-evident. Administrators and political decision-makers must insure a structure 
and an atmosphere in which cooperation, collaboration, even unity between pro- 
grams for retardation and for the other mental disorders are possible and fruitful. 
The newly created Joint Commission on Mental Health of Children must con- 
cern itself equally with general mental health and with the role which retarda- 
tion plays in the total problem. Academic leaders of psychiatry have special 
obligations and must set an example. They must include mental retardation and 
community psychiatry in the psychiatric curricula. 

Federal training resources for our profession have been available for a number 
of years but in the past were utilized primarily for teaching the treatment of 
emotional disorders on a one-to-one basis. Special resources in the form of uni- 
versity-affiliated facilities for the mentally retarded can now be obtained and our 
departments of psychiatry must take advantage of the opportunity. 

J look with optimism to the future of Cinderella and the Prince. I am confident 
that our enthusiasm for community psychiatry will be maintained and that our 
devotion to retardation will not wane again. A happy ending will then be assured. 


GEORGE TARJAN, M.D. 
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BRIEF COMMUNICATIONS . 
This section includes articles which are less lengthy than the preceding scientific and 
_ scholarly articles. Included are clinical notes (for whose validity the Journal assumes 


no responsibility), case reports, historical notes and other material selected by the Editor. 
In general, articles submitted for this section should be no longer than eight double- 


4 È spaced typed pages. 


s The patient was a 15-year-old white male 
oarding student at a school for slow- 
learning children who became acutely 
sychotic one evening recently. The epi- 
ode consisted of the onset of panic 
sociated with delusions of impending ex- 
cution and damnation, with self-accusa- 
ory ideas, “I have done a terrible thing.” 
t has an undiagnosed problem neuro- 
gically which consists of mental retarda- 
ion, an IQ in the 60s associated with 
me obesity, infantile genitalia, one un- 
nded testicle, overeating to the point, 
imes, of scrounging in garbage cans, 
a past history of episodes of somno- 
ence. 
There had been about a year ago an 
yisode of psychotic behavior manifested 
by tying a string around his penis constrict- 
_ ing venous return so that it became grossly 
dematous, About 2 months before the pres- 
episode he had been put on a diet by 
endocrinologist : simultaneously he had 
~ been under some classroom pressure. For 
_ 2 weeks before the psychotic break he was 
‘noted to be unusually cooperative, trying 
-very hard not to scrounge in the garbage 
cans and to do acceptable school work in 
_ order to please the school authorities. 
~ Although the condition resembles, except 
for the mental deficiency, Froelich’s syn- 
drome, most endocrinologists and neurolo- 
gists who have seen the patient in the past 
have preferred to call it a Pickwick syn- 
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` EXTREME SENSITIVITY TO PHENOTHIAZINES IN A PSYCHOTIC 
` PATIENT WITH PICKWICK SYNDROME 


JOHN R. GONZALEZ, M.D. 


drome. He does not have retinitis pigmen- 
tosa and there is no x-ray evidence of ab- 
normalities in the region of the sella turcica. 
Furthermore, x-rays of the epiphyses in the 
hands and feet are normal for his chrono- 
logical age. 

The boy had a very slightly elevated tem- 
perature, 99.4, on admission to hospital but 
his past history reveals that he has always 
run temperatures slightly above normal 
and it is hypothesized that this may have 
something to do with his extreme obesity 
and difficulty with heat loss resulting there- 
from. Differential WBC was within normal 
limits as were routine urinalysis, blood 
sugar and CO» combining power. 

In his acutely agitated state of panic he 
was placed on doses of chlorpromazine 
(Thorazine) 50 mg. intramuscularly stat, 
followed by 50 mg. q.4h. After the third 
dose the patient became extremely som- 
nolent and chlorpromazine was stopped. He 
was semiconscious for 24 hours after with- 
drawal of the chlorpromazine. During this 
time he lay stuporous and flaccid in bed, 
sleeping with his eyes partly open, manag- 
ing a slight degree of cooperation on vigor- 
ous attempts at arousal, so that he could 
make an 'effort to swallow every hour or so 
a few mouthfuls of liquid. Solid food, if 
placed in his mouth, would remain there as 
he promptly went back to sleep. Plantar 
reflexes were normal during this episode. 

After 48 hours he had recovered from this 
chlorpromazine effect and became once 
again agitated and fearful. He was then 
given trifluoperazine (Stelazine) 5 mg. 
bid. Again after the third dose he lapsed 
back into a flaccid stuporous state similar 
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Trifluoperazine was then discontinued. 
Twenty-four hours later he had recovered 
from the trifluoperazine episode and be- 
cause of continued psychotic anxiety and 
the persistence of fearfulness and delusional 
symptoms he was put on fluphenazine 1 mg. 
b.id. This was sufficient to control the 
anxiety and over the next few days his 
delusional symptoms lessened. However, 
there was a great increase in somnolent 
episodes, particularly within the first few 
hours following the taking of fluphenazine 
by mouth and he had repeated trance-like 
somnolent states which were felt to be a 
minor variant of the rather dramatic col- 
lapse he exhibited with the other pheno- 
thiazines, At this point he was felt fit to 
travel and he was allowed to go home for 
further medical attention. 


EXPERIENCE WITH GREATER THAN RECOMMENDED DOSES — A 
OF FLUPHENAZINE AND TRIFLUPROMAZINE s 


THEODORE KUSHNER, M.D. 


Twenty-two newly admitted male psy- 
chotic patients between 17 and 78 years 
of age were treated at this hospital with 
triflupromazine (Vesprin) or fluphenazine 
(Prolixin) in individualized dosages keyed 


_. to each patient’s clinical response or toler- 


ance of the drug. Twenty-one of these 
patients exhibited manifestations of schizo- 
phrenia and one patient had chronic brain 
syndrome. At the time of admission, 11 of 
these patients had been ill for 1 year or 
more and the remaining 11 had been ill 
for 6 months or less. Nine of the patients 
had received no prior treatment for their 
illnesses, but 9 had been treated with 


_ other phenothiazines, such as-chlérproma- 


zine, trifluoperazine, or thioridazine. In 4 
patients, previous treatment was not known. 


METHOD 
Triflupromazine was administered initial- 
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This material is being presented because _ 

it illustrates dramatic hypersensitivity to 

phenothiazines. The basic neurological 


problem in this boy has not been accurately 


determined. It is known that he has some 
degree of frontal lobe atrophy as revealed 


by x-ray. It is hypothesized that there is 


some congenital diffuse damage to his 
nervous system which apparently has af- 
fected both his neocortex and his brainstem. 
The Pickwickian features are hypothesized» _ 
as being secondary to disturbance in hypo: 
thalamic connections secondary to this dif- 
fuse damage of unknown etiology. The phe.) 
nothiazines are believed to act primarily on” 
the brainstem in the reticular formation but, 
exactly in what way the precarious brains 
stem homeostasis of this patient was thrown , 
out of gear from small doses of phenothia- 
zines is unknown. 
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ly to 12 patients of the series, either - 
tablets or emulsion, in doses of 25 to 75" 
mg., 3 or 4 times daily. Fluphenazine wi 
given initially to 10 patients, either as ta 
lets or elixir, in doses of 2.5 to 10 
2, 3, or 4 times daily. In 4 patients, 
flupromazine was subsequently substitut 
for fluphenazine in the treatment schedi 
From the beginning of treatment, each p: 
tient was kept under continuing surveil- 
lance and the dosage was adjusted, when ~ 
indicated, according to his clinical response) 
or the appearance of side effects. Initi 
doses of triflupromazine were maintaing 
in 2 patients throughout the study. Fo 
other patients, initial doses of both dr 
were increased, either as regards the 
of the dose or the frequency of its a 
ministration, but doses were subsequently — 
reduced in those patients experiencing side 
effects, Total daily doses of triflupromazine — 
ranged from 75 to 800 mg,; total daily doses 

of fluphenazine varied from 5 to 60 mg. 

Treatment was continued in 20 patients í 
for periods of from two to five and one- 


half weeks. Two patients were transferred 
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 Trihexyphenidyl was administered con- 
currently with fluphenazine or trifluproma- 
e to 12 patients to control parkinsonism. 
Imipramine was given to 4 patients to com- 
bat depression. Other medications such as 
Ibutamide, butarbarbital, diphenylhydan- 
toin and primidone were also prescribed, 
as indicated. 


‘RESULTS 

_ Six patients of the series recovered, 7 were 

arkedly improved, and 6 were slightly 

proved at the termination of the study. 

One patient obtained no benefit from treat- 

_ ment with either drug. Treatment was too 
brief to permit evaluation in the remaining 

2 patients who were transferred to other 

wards of the hospital after 3 or 4 days of 

_ therapy. 

_ All of the patients who recovered had 
lizophrenia. Four recovered during 
atment with triflupromazine and 2 re- 
ered during treatment with fluphena- 
ne. Two of these patients had improved 

only slightly during their initial treatment 

a fluphenazine but both recovered after 

_ their transfer to triflupromazine. 

i OF the 7 patients who showed marked 

improvement, 4 received treatment with 
triflupromazine and 3 were treated with 
fluphenazine. One of these patients had 
not improved initially with fluphenazine 
but improved noticeably after his transfer 
to triflupromazine. 

Thirteen patients of the series experi- 
enced reactions, the most common being 
extrapyramidal effects. Parkinsonism or bal- 
lismus was seen in 3 patients treated with 

_triflupromazine; parkinsonism, akathisia 


ee 

and/or nuchal spasms appeared in 6 others 
treated with fluphenazine; and one patient 
developed parkinsonism, first while on 
fluphenazine, and again after his transfer 
to triflupromazine. These reactions were 
controlled in every case by the concurrent 
use of trihexyphenidyl. Other side effects 
included nausea in 3 patients, vomiting in 
one, drowsiness in one, and sedation in one, 
all in patients under treatment with triflu- 
promazine. 

The findings of this study indicate that 
in the treatment of patients with schizo- 
phrenia both fluphenazine and _triflupro- 
mazine may be used with safety and ef- 
fectiveness in doses frequently exceeding 
those presently in common use. The obser- 
vation that some patients unresponsive to 
one drug responded to subsequent treat- 
ment with the other has been noted pre- 
viously with the use of certain phenothia- 
zines; it has also been observed that some 
patients doing well with one phenothiazine 
improved significantly when transferred to 
another phenothiazine(1). These observa- 
tions suggest either that one phenothiazine 
may be more effective in some patients than 
another or that there may be a synergistic 
effect from the administration of certain 
phenothiazine derivatives in sequence. 
Which of these situations, or whether both, 
may have influenced the results in the pa- 
tients of this series who were treated 
sequentially with both drugs remains an 
unanswered question. 
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VISION 
It is always well to look ahead, but difficult to look further than you can see. 


—CHURCHILL 
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IN MEMORIAM 


EWING H. CRAWFIS i E 


(1910-1965) 


Dr. Ewing H. Crawfis, superintendent 
of Fairhill Psychiatric Hospital, Cleveland, 
Ohio, died on December 18, 1965. He had 
crashed in his private plane near Fostoria, 
Ohio, on December 10. 

At the time of his death he was not 
only superintendent of Fairhill, a state 
mental hospital, but also acting super- 
intendent of the Cleveland Psychiatric 
Institute. He had the unique distinction 
of having been superintendent of all four 
state hospitals in the Cleveland area. 

He had been a delegate to the Assembly 
of District Branches of the APA since 
1958, a member of the policy committee 
of the Assembly of District Branches as 
alternate and area member since 1961 
and a member of the APA Committee 
on Ethics. He was also past president of 
the Cleveland Society of Neurology and 
Psychiatry and the Ohio Psychiatric Asso- 
ciation. 

Ewing Crawfis was born in Ottawa, 
Ohio, on October 6, 1910. He was graduat- 
ed from Ohio State University Medical 
School in 1935, interned at Flower Hos- 
pital, Toledo, and then spent eight years 
at Lima State Hospital working with 
mentally ill criminals. He was superin- 
tendent of Cleveland State Hospital from 
1944 until 1951 and from 1946 to 1950 
was also superintendent of Cleveland 
State Receiving Hospital (now the Cleve- 
land Psychiatric Institute). During this 
time he was clinical instructor in psychiatry 
at Western Reserve University and in 1949 
obtained a law degree. 

From 1951 to 1954 he was deputy 
medical director of the Department of 
Mental Hygiene of the State of California, 
serving also as director in 1953. From 
1954 to 1956 he took charge of the mental 
health program in Arkansas. 

In 1956 he returned to Ohio and was 
acting superintendent of Hawthornden 


State Hospital for two years while organ- © 
izing the Fairhill Psychiatric Hospital, 
which opened a clinic in 1956, the hospital 
itself in 1959 and a psychiatric residency 
program in 1961. 4 
Dr. Crawfis was a diplomate of the 
American Board of Psychiatry and Neu- 
rology, a certified Mental Hospital Admin- — 
istrator and was certified by the American 
Board of Legal Medicine. He was a ~ 
member of the Ohio bar and acted as — 
medico-legal advisor to various medical 
and hospital. groups. if 
He achieved the status of “senior ade 
visor” while still in his early 50s; his — 
generosity of time and service was dwarfed 
only by his reserve and humility, so that — 
many were unaware of his numerous 
activities. Despite his commitment to 
government work, he found time to assist 
two local private psychiatric hospitals on 
a voluntary basis and he also donated 
his services as psychiatrist at the clinic i 
of the Trinity Cathedral, seat of the 
Episcopal Diocese of Northeast Ohio. A 
Dr. Crawfis probably contributed more 
than any other single individual to the | 
various areas of psychiatric concern in 
Ohio in the last decade. When the publi 
hospital system was threatened, despite — 
awesome pressures, he did not hesitate — 
to speak out. f ł 
He practiced the open door policy not — 
only for patients in his hospital but also — 
for all who wished to speak to him in his 
office. His years of hospital work, his nu- | 
merous moves and his uncomplaining 
guish at the disappointment and frustrati 
which is often the lot of the public hospi 
administrator brought not bitterness but © 


he for them. À 
Irwin N. Perr, M.D 3 
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CORRESPONDENCE 


COMMUNITY PSYCHIATRY AND 
MILITARY PSYCHIATRY 


The Army made “the move from the remote 
hospital orientation to the community-based 
treatment concept” not long after World War 
II, with the establishment of the Mental Hy- 
giene Consultation Service as its principal psy- 
_ chiatric facility. The idea of offering “services 
in centers of daily activity and at the site of 
_ the consumer” has become well represented by 
_ the Army’s emphasis upon evaluation and treat- 

ment of the soldier as close to his unit as 
possible. The Army psychiatrist has become a 
consultant to commanders at all levels, with an 

_ interest in such diverse elements of the culture 
as morale, delinquency, family life, education, 
ete. 

Seeing that Army psychiatry fits the model 
~ of community psychiatry as outlined by Dr. 
= Visotsky, we turn to his words of caution and 
_ criticism. He mentions the “excesses” to which 
_ We may commit ourselves and the dangers of 
“striving for power.” The military system has 
a body of regulations and hierarchical organ- 
~ ization which provide built-in safeguards 
= against such hazards. As to the author's plea 

for a “network for communication,” this is also 
found in established military structure. He 
criticizes those who do not accept the assistance 
of other “manpower resources ;” at least one 
article in the recent literature attests to the 

Army’s practice of utilizing nonprofessional per- 

sonnel(1). 

Paraphrasing the author, this letter is not 

a call to arms for Army psychiatry ; nor is it 

meant to imply that civilian programs should 

attempt to mimic the military. There are too 
many essential differences in the two cultures 
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to allow such a transposition. Moreover, mili- 
tary culture lacks some of the challenging areas 
found in a civilian community such as extreme 
economic deprivation and a large geriatric 
population. Rather, I want to emphasize the 
potential usefulness of the military setting as 
a training ground for young psychiatrists in 
community mental health. Where else can 
residents find readily available positions as 
community psychiatrists with a two-year con- 
tract in well-established programs which do 
not present the problems involved in estab- 
lishing new ones? From such an experience the 
psychiatrist can step into civilian life better 
prepared to meet the greater challenge. 

Many residents will be entering active duty 
in the near future, and all too often their atti- 
tude toward this two-year interlude prevents 
them from having a useful experience. I sub- 
mit that by obtaining an assignment with an 
active Mental Hygiene Consultation Service, 
the psychiatrist can provide himself with the 
training that, as Dr. Visotsky points out, is still 
missing from most educational programs. 

The reference is : 

1. Palmbaum, P. J.: Apprenticeship Revis- 
ited, Arch. Gen. Psychiat. 13:304-309, 
1965. 

WituiaM H. Goonson, Jr., M.D. 
Fort Bragg, N. C. 


POLICE TESTING 


Editor, Taz AMERICAN JouRNAL or Psycui- 
ATRY : 

Sm: In the November 1965 issue of the 
Journal you published a letter from Dr. Den- 
grove inquiring about the psychiatric testing 
of police applicants. In your note you asked 
if anyone had any suggestions. 

I do not claim to be an expert in this 
matter, nor do I know of any studies made 
in this field. But I do have some ideas on 
the subject ; and encouraged by your request, 
I would like to offer them in the hope that they 
may be of some use. 

Perhaps first we should ask: who is really 
the “patient” in this case? And it seems to 
me that it is not the particular policeman who 
is sent for examination, but the police depart- 
ment, or specifically the executive who has to 
make the decision about hiring or not hiring 
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the applicant. This may sound offensive to the 
referring person; nevertheless, it is he who 
has the “problem.” From this it seems to follow 
that the matter of invasion of privacy or con- 
fidentiality in respect to the applicant should 
present no concern: he does not come to seek 

` professional advice, but to be examined, and 
expects the examining physician to turn in a 
report. 

Assuming then that the referring police 
official is the one who has the “problem,” it 
seems that there are three possible reasons 
for this: 1) he has no clear-cut standards by 
which to measure a particular candidate's 
suitability ; 2) he doesn’t know how to deter- 
mine whether a particular applicant does 
measure up to these standards; 3) in spite 
of being clear on the previous two points, he 
cannot make up his mind because of certain 
pressures, internal (e.g., emotional problems) 
or external (e.g., political patronage) and 
wants somebody else to make the decision for 
him. 

The first job of the consulting psychiatrist 
seems to be to determine which of these was 
the reason for the referral: only then can 
he really address himself to the real problem 
and maintain his professional role,* which is 
basically that of the expert advisor and not 
the decision maker. 

If the problem is the lack of adequate 
standards, he may assist the police in formu- 
lating such standards, preferably in cooperation 
with other disciplines (psychologists, sociolo- 
gists) and based on the experience of other 
police departments and chiefs. But it ‘is im- 
portant that he avoid setting the standards 
himself: this is neither his right nor his field 
of competence nor his responsibility. It is the 
job of the police chief, and ultimately of the 
community itself, to decide what kind of 
policemen they want, But where the psychia- 
trist can make a specific clinical céntribution 
by virtue of his training is to help tailor the 
general standards arrived at by others to the 
specific needs of the personalities involved in 
the particular department. h 

Similarly, if the problem is the specific 
assessment of a particular applicant, the psy- 
chiatrist should keep in mind that his specific 
training is in the detection of psychopathology 
and not in professional aptitude testing. He 
should involve himself only if asked to evalu- 
ate the existence or relative severity of certain 
pathological traits which, on the basis of the 
previously mentioned work, have been ex- 
plicitly set up as undesirable in a policeman. 
If such standards have been set up, the 
psychiatrist will no longer wonder what to look 


for. If they have not been set up, the applicant 
is probably being sent on the assumption that < 
if there is “nothing wrong” with him (i.e, — 
nothing pathological) he is suitable, otherwise 
he is not, But this is a misconception: a 
person with a compulsion (which is a charac- 
acter “disorder”) may, for all we know, make 
a very good policeman. In such a situation — 
the psychiatrist’s job is not so much to exami 
the candidate as to instruct the referrin; 
official. ; 
Perhaps all this is so obvious that it isn 
worth mentioning. But I feel it bears repeat- 
ing, for all too often I find that we psychi 
trists are being put into the position of doin, 
other people's jobs—setting standards or mak- 
ing decisions for them. The temptation is 
great to accept this position of omnipotence 
Yet our specific contribution is not in doing 
others’ jobs, but in helping them to find and 
eliminate the specific obstacles which stand 
in the way of their doing their own job. This 
is our training, and this should be our contri- 
bution to the individual patient as well as 
in the field of community psychiatry. 
Epmonp F., KaL, M.D. 
Chicago, Ill. 


PSYCHIATRY AND THE NONMEDICAL 

PSYCHOTHERAPIST 
Editor, THE AMERICAN JOURNAL OF PsyYCHI- 
ATRY : 

Sm: For a number of years, psychiatrists 
have expressed various opinions—often nega- 
tive-regarding the propriety and desirability 
of nonphysicians engaging in psychotherapy, 
especially if that activity is not consistently 
under medical, psychiatric supervision. 4 

Also in recent years we have become in- 
creasingly aware of the enormous gap between 
the varieties of treatment that appear helpful 
in emotional illnesses and the relatively small 
number of persons trained to provide them — 
for patients, Improvement and enlargement of 
mental health services usually is quickly out- 
stripped by “demand.” q 

At any rate in this country, as in other — 
countries that are in a similar phase of socio- — 


of our people from which the manpower for > 
such services may come, unless it be a rejec- 


our own reactions to the present circumstances, 
we might entertain, for instance, the possibility 
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_ enter into the struggle of some of us to estab- 
lish psychotherapy as an exclusively medical 
- domain in this country. I think we do some 
_ injustice to the general public and to ourselves 
we allow that or other human and under- 
‘standable motivations to tilt unduly our pro- 
fessional judgment. 
It seems to me that in “helping” and 
“treatment” situations the ultimate and most 
_ truly effective control on how the professional 
person accomplishes his work with his patient- 
client has to rest on informed individual in- 
grity. We must do everything possible to 
eep the inner “test lamp” running, so that 
‘we are aware when we are involved with a 
‘case or a situation that we are not competent 
to deal with entirely unassisted. 
Much of the heavy fire from some psychia- 
trists has been directed toward the clinical 
psychologist and toward organizations which 
_ are trying to devise adequate training pro- 
grams for Ph.D. psychotherapists. Perhaps, 
then, the problems of the clinical psychologists 
= who wish to become professional psychothera- 
_ pists and/or psychoanalysts deserve some spe- 
cial comment here. I have the impression that 
these clinical psychologists are indeed handi- 
capped by a number of substantial factors. 
One of these is their coming to what they 
intend as a life’s work without the sustenance 
_ and orientation which (ideally, and in part) 
can be provided by medical training and the 
whole tradition of the healing arts and sciences. 
_ Licensing laws cannot make up for that, but 
_ I sometimes get the impression that the pres- 
sure of psychologists to be licensed as psycho- 
therapists is in part an effort to establish an 
identity, at least at the superficial level of 
being stamped with the seal of approval of 
society, via the authority of the law. 
Another handicap for clinical psychologists 
4 as psychotherapists is the absence of training 
_ (and legal sanction) to prescribe medication. 
3 This fact alone will often interfere with their 
F 
f 


dealing comprehensively with people who 
come to them for psychotherapeutic help. Even 
if he has a friendly and cooperative relation- 
ship with a psychiatrist, the psychologist still 

© will not be able to utilize drugs in the most 
subtle, flexible and efficient manner, 

To turn toward mechanisms of the law in 
trying to deal with inherent difficulties in 
the position of the clinical psychologist-psycho- 
therapist or in trying to deal with the “prob- 
lem” of the nonmedical psychotherapist as it 
is viewed by some psychiatrists, may lead to 
largely illusory “solutions.” The appeal to law, 
in situations of this kind, suggests to me a 


that some lingering notions of tetiitoriality 


latent sense of inability to cope successfully 
with the actual situation in its own terms, 
In the actual daily care of patients, I 
think many of us find that potential difficulties 
are constructively handled in an individualized 
manner with members of the various mental 
health professions, medical and paramedical, 
each contributing according to his own partic- 
ular training and talents. 
Tuomas B. Brown1na, M.D. 
Scarsdale, N.Y. 


PBI ELEVATION 
Editor, THE AMERICAN JOURNAL oF Psycui- 
ATRY : 

Sim: The article “Two-Year Follow-Up 
Study of Protein-Bound Iodine Elevation in 
Patients Receiving Perphenazine” by Dr. E. 
H. Cranswick and associates which appeared 
in your September issue was of interest to me 
since I have been following this problem for 
a number of years now. The article seems to 
be typical of many articles which appear now- 
adays in two regards : 

1, A total lack of a sense of relationship to 

living, walking patients. 

2. No relationship between laboratory find- 

ings and clinical manifestations. 

The big question in this article seems to me 
to be whether the alterations in protein-bound 
iodine and manifestations of thyroid dysfunc- 
tion are related. I know the answer to this but 
the paper would seem to be inadequate for 
the reader who has not been close to this 
problem. 

TorrENCE J. Couien, JR., M.D., M.P.H. 
New York, N. Y. 


THE AUTHORS’ REPLY 
Editor, THe AMERICAN JOURNAL oF Psycut- 
ATRY : 

Sm: We read with interest Dr. Collier's 
comments on our article and confess to some 
difficulty in understanding the point he is at- 
tempting to make. 

Our emphasis throughout has been that 
there is no demonstrable relationship between 
the elevated PBI and thyrotoxicosis and this 
is reiterated in our opening sentence “In a pre- 
vious communication (1) we described the 
elevation of protein-bound iodine in schizo- 
phrenic patients who were receiving perphen- 
azine but who were not suffering from thy- 
roidal disorder,” which would seem to answer 
Dr. Collier's “big question.” 

Obviously a finding such as this has con- 
siderable theoretical implications but, as we 
stated in our original article, “The administra- 
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tion of perphenazine is seen to represent an 
additional complication in the diagnosis of 
thyrotoxicosis, particularly in anxiety states,” 
which has a considerable sense of relationship 
to “living, walking patients” and physicians. 
GeorceE M. Simpson, M.B., Cu.B. 
Tuomas B. Cooper, F.I.M.L.T. 
Orangeburg, N. Y. 


DEPRESSION AND DREAMS 


Editor, THE AMERICAN JOURNAL OF PsyCHI- 
ATRY: 

Six: Reading Dr. Milton Kramer and as- 
sociates’ paper in the October 1965 issue, I 
believed it would be interesting to report some 
of my findings, which are in some respects at 
variance with Dr. Kramer's. 

My findings are obtained from the treatment 
material of a 36-year-old married man, suffer- 
ing from manic-depressive moodswings from 
the age of 23. The patient was seen in psycho- 
analytically oriented psychotherapy for 122 
hours, three sessions a week. Seven depressive 
phases and seven manic phases were observed 
during a period of about seven months. The 
average length of a depressive period was 23 
days, of a manic period 22 days. The transi- 
tion between depressive and manic phases was 
very sudden; almost no days of remission were 
observed. During the 162 depressed days a 
total of 47 dreams was reported and during 
the 159 elated days a total of 33 dreams. The 
general impression was that more associations 
to the dreams were produced in the depressive 
period; also the dreams were more elaborate 
and longer in that period. è 

Beck’s finding that masochistic dreams oc- 
cur more frequently in depressed patients 
could not be confirmed by my material. 
Kramer's contention that the depressed group 
produced significantly fewer dreams could not 
be confirmed either. 

Our material confirmed Kramer’s finding that 
depressive themes were more frequent in de- 
pressed people, e.g., my patient in his de- 
pressed phases. 

An additional finding in the dream material 
of my patient was the remarkable Similarity 
in dream themes of the depressed and of the 
elated phase: this holds both for the realiza- 
tion of forbidden sexual wishes and for the 
aggression turned to others. The conclusion 
which we could draw from this finding could 
be the identical structure of the personality in 
both the depressed and the elated phases. 

In future studies on this subject the differ- 
entiation between manifest and latent dream 
content should be taken into account. 

‘As far as the theoretical framework is con- 
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e.g., Bibring’s, should negate others such 
the classic psychodynamic model described in 
the introduction of Kramer's paper. \ 
Jozer Px.Hes, M.D. 

Jerusalem, Israel 


TRAINING THE PSYCHIATRIST 
Editor, THE AMERICAN JOURNAL OF PsycHI 
ATRY : 

Str: As Co-Chairman of the Conference on 
Graduate Psychiatric Education and one of thi 
editors of its report, Training the Psychiatrist to 
Meet Changing Needs, I was delighted to read 
Dr. Freyhan’s critical review of that book in — 
your December issue. He is disappointed that 
the conference was unable to resolve some of — 
the burning issues that it raised. My reaction 
is, who wasn't? 

But that in no wise devalues the worth of 
the conference. By lending its authority to the 
posing of the issues and the urgency of re- 
solving them, the conference imparted a certain 
zeal to those who would carry on where it left 
off. One may hope that Dr. Freyhan’s strong 
feelings are widely shared and that this col- 
lective discontent will set other forces in motion 
that may lead, for example, to the formulation — 
of an acceptable model curriculum and conceiv: 
ably to the resolution of that very thorny com: 
plex of problems related to the traditional di- ~ 
vorcement of psychoanalytic training from the 
university setting. 4 

Warrer E, Barron, M.D. 
Washington, D. C 


PSYCHOTHERAPEUTIC TRAINING 


Editor, THE AMERICAN JOURNAL OF PsYCHI- 4 
ATRY : 
Sır: Mike Gorman’s article in the July 
1965 American Journal of Psychiatry is chal- 
lenging when it suggests creating a whole 
new breed of mental health workers. It is an 
excellent example of the genuine concern 
currently shared by so many persons in and — 
out of the traditional mental health profession 
about how to bridge that gap between what — 
we know about human behavior and the means — 
of transmitting it effectively to the general — 
population. 
I feel there is pertinence, however, in offer- — 
ing a few positive statements and a cautioning — 
word about any such large-scale conus : 
programs as they may relate to psychother- — 
apists, their training and their practice, 
er of a “new” breed or of just us older vi 
I recognize that there is much in ment: 
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that poverty and other social ills may not be 
= practical candidates for this particular means 
-of psychological intervention. 

But, since I firmly believe that psychother- 
apy in its broadest sense and in any of its 
past, present or future forms will be with us 
ad infinitum, and since it will be involved 
directly or indirectly in all the large com- 
= munity mental health projects currently un- 
olding, I want to offer these suggestions for 
consideration before the training gel of any 
“new breed” is set. 

_ In Western culture therapeutics have be- 
come primarily a medical profession preroga- 
tive, principally, I believe, because medicine 
has sought to make therapeutics “scientific.” 
_ Psychotherapeutics received their greatest sci- 
entific boost from Freud, a physician, how- 
ever far they yet remain from classical science. 
So, even though attempts to alter man’s psy- 
chological state have existed (from all histor- 
ical indications) as long as the species has 
been human, only recently have such attempts 
begun to enter the scientific arena and to 
leave the hands of the mystic and charlatan. 

The cautioning word I offer is the possible 
danger of unwittingly throwing out some of 
those scientific, basic yet essential concepts— 
concepts which we find quite cumbersome as 
we eagerly seek to design new, effective but 
“quick” training programs. In other words, 
getting psychotherapeutics out of medicine’s 
and psychiatry’s exclusive domain should not 
= lead us unintentionally to taking therapeutics 
~ out of the logical restraints impinged upon them 
by utilizing the scientific method. Throwing 
_ aside the needless weight of individual psy- 

_ chological and clinical evaluation had best 
not mean unintentionally avoiding the time- 
= consuming task of learning psychodynamics 
= before tinkering with someone else’s troubles, 
= troubles unrecognized as psychodynamic in 
origin. 

Therefore, I thought the following four sug- 
gestions might be helpful in establishing a 
more concrete base upon which these more 
streamlined and divergent training programs 
could be built. These represent only a sug- 
gested series of take-off points for further 
discussion towards defining specific prerequis- 
ites for any such programs. They do not lead 
to a strictly medical orientation, yet attempt to 
preserve some of those basic essentials previ- 
ously mentioned. 

l]. First and foremost, an educated back- 
ground in basic logic and scientific method, as 
well as their value in mental health work. This 


may sound time-consuming and even luxurious 
when talking about educating and equipping 
a “mental health army.” It is to me, however, 
about as luxurious as modern scientific knowl- 
edge of weaponry is to a 1966 U. S. Air 
Force sergeant. And if any program designed 
for “thousands and thousands of workers” 
(who are to subsequently be turned loose on 
the human population in so potentially help- 
ful—or harmful—a field as mental health) 
cannot spare a few months to a year for basic 
training, God save us all! 

2. A thorough and current knowledge of 
psychodynamics and the importance of uncon- 
scious factors in daily human affairs. With even 
our Swiss cheese knowledge of psychodynam- 
ics, a person unequipped and unfamiliar with 
the fact of the human unconscious and its per- 
sonal and social ramifications will have no 
more chance of bringing about the stated and 
favorable results desired than will any other 
eager do-gooder who lacks basically sound 
motivation and preparation. 

3. Training in combining and applying such 
psychodynamic knowledge towards recogniz- 
ing and favorably altering the psychological 
balance in another person, maladapted or in- 
capacitated by internal or external events. 
Supervision in training and executing a skill, 
once the tools are understood, are processes 
as old and sometimes as cumbersome as the 
professions themselves. New techniques and 
shortcuts which get there faster are certainly 
welcome and in order—if they do not sacrifice 
unwittingly the chance for success of the pro- 
gram.’ 


4. A degree of personal maturity in the 
trainee obtained without major psychopa- 
thology and with a compassionate-objective 
view of another person in psychological dis- 
tress. I suppose, in a sense, it is the very short- 
age of this kind of person we are attempting 
to alleviate. Yet, starting out with less a person 
than that seems to be a poor way to end up 
with that kind of person. 

I certainly agree in general with Mike Gor- 
man’s desire to seek new solutions for old and 
new problems. I would hope the comments 
here would be seen as stimulation for further 
constructive efforts towards designing effective 
community mental health programs through 
provision of adequately trained persons to 
successfully accomplish those objectives which 
fall within the psychotherapeutic range. 

Ricuarp E. Davis, M.D. 
Kansas City, Mo. 
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Hysterta—THe History or A DISEASE. By 
Ilza Veith. (Chicago: University of Chica- 
‘go Press, 1965. pp. 301. $7.95.) A 


Although thousands of pages and not a few 
tomes have been written about hysteria, this is 
the first major history of the disorder. It is an 
all-inclusive, fascinating record of an extra- 
ordinarily interesting illness and a strange one. 
Though regarded as a readily recognizable 
entity down through the centuries, aside from 
the fact that it is a functional disorder and 
without organic substrate it defies definition 
and challenges any effort to portray it con- 
cretely. 

What is it? Familiar as a term, and one 
which evokes similar images in most minds, 
hysteria no longer appears in the Standard 
Nomenclature of Disease or the Diagnostic 
and. Statistical Manual of Mental Disorders 
of the American Psychiatric Association. 
“Throughout the tangled skein of its history,” 
Dr. Veith notes, “runs the scarlet thread of 
sexuality and in early recognition of this re- 
lationship we perceive the roots of Freudian 
thinking, even in the medical papyri of An- 
cient Egypt.” 

Apropos of Freudian thinking and to skip 
over a few thousand years from early Egypt 
to the Victorian era, when the illness was of 
almost epidemic proportion, a physician ap- 
peared about whom few modern psychiatrists 
have ever heard. He was a British ophthal- 
mologic surgeon, Robert B. Carter (1828- 
1918). Before he was 25 years old, he wrote 
on “mental disease in general and hysteria in 
particular in terms and with ideas so strikingly 
similar to those of Freud, before the latter 
was even born, that mere coincidence of their 
ideas seem scarcely credible.” 

In this excellent work, which follows the 
peregrinations of the illness through almost 
4,000 years, the author notes the varied 
approaches of physicians as they strove to 
understand the illness. Much of what was 
called hysteria earlier would no longer be so 
described ; yet there is a tendency to hold on 
to the term. Janet wanted the term preserved 
because “it would be very difficult to modify 
it nowadays and, truly, it has so great and 
beautiful a history that it would be painful to 
give it up”! 

Beginning with the earliest recorded history 
of medicine from Egyptian and Mesopotamian 
cultures, the author traces the checkered ca- 


reer of this disease, of which the “Sagacious 
Sydenham” said: “The shapes of Proteus or a 
the colors of the chameleon are not more — 
numerous and inconstant than the varieties of | 
the hypochondriac and hysteric diseases” (p. 
162). 
The manifestations of the disease have tend. 
ed to change from era to era, as have th 
beliefs regarding its etiology and treatment. _ 
Its symptoms, the author points out, wer 
seemingly colored by social expectancy, tastes, 
mores and religion, and further shaped by 
medicine in general and the knowledge of the — 
public about medical matters. Thus, globus — 
hystericus, convulsions and unconsciousness 
had their vogue, disappeared and returned 
again. Vapors and swooning had their day, as 1 
the era in which they occurred modified the 
concept of the feminine ideal. i 
Nineteenth-century girls were expected to 
be delicate and prey to physical and emotional 
stress, and this tendency was fertile soil for 
hysteria. Their delicacy was enhanced by ~ 
their illness and their illness enhanced by ` 
their delicacy. Thus, hysteria has adapted its 4 
symptoms to the ideas and mores current in ~ 
each society; yet its predispositions and its 
basic features have remained more or less — 
unchanged. In Ancient Egypt the conduct of < 
these females would have been attributed to 
the wanderings of a discontented womb, and | 
the methods and concoctions used to get ita 
back to its moorings were a bit distressing and — 
unesthetic. The Victorian girls had the better < 
of it, except for the fact that in some places in 
Europe the lingering belief that the manifesta- 
tions were genitally inspired induced some | 
famous men to perform ovariectomies in in- — 
tractible cases and others to cauterize the 
clitoris of those whose sexual demands they 
deemed immoderate. 2 
In closing this remarkably complete work, 
the author notes that if hysteria is primarily a — 
means of obtaining ego satisfaction, this could | 
account for the nearly total disappearance oF 
the illness today. Better understanding of the 
situation. by modern psychiatrists has con- 
tributed to the near disappearance of the 
disease. “The newly gained insight into therapy 
finds its application in the severe psycho- 
neuroses in general, within which the poten- 
tial hysterics of today are presumably in- 
cluded.” ‘ 
This is an excellent work in all respects, — 
written by a highly respected medical histo- 
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_ rian, presently professor of the history of med- 
icine at the University of California, San 
_ Francisco Medical Center. It is highly recom- 
' mended to everyone in any way connected 
with the care of people with emotional dis- 
_ orders. No psychiatric or medical library will 
be complete without it. ees 


Aprroacues. By Charles A. Brownfield. 
(New York: Random House, 1965, pp. 
180. Paperback, $1.95.) 


This book was written to fill “the obvious 
ed for an introductory text with a broadly 
“based general reference source. . .without 
_ delving too deeply into intricate and complex 
details of the differential research results.” 
ith this goal, the author “concentrated on 
readth rather than depth.” 

The text of the book is divided into two 
approximately equal parts: 1) the Psycho- 
thology of the Solitary Mind, which deals 
vith anecdotal accounts of individuals isolated 
for long periods of time and with brainwash- 
ing; 2) the Scientific Approach : Experimen- 
tal Isolation, which deals with research in the 


_ The difference in writing style in the two 
arts is very noticeable. Part 1 is well written 
and provides an overview of the subject matter 
with broad strokes which blend into one 
another without noticeable overlapping or dis- 
_ continuities. There are no new insights or re- 
_ lationships, but this part of the book does 
give a good historical perspective of the de- 
velopment of interest in the effects of isola- 
tion. 
Part 2 of the book is as frustrating to the 
_ reader as Part 1 is satisfying. This is unfor- 
tunate, because the material covered in Part 
_ 2 has the greater need for synthesis and sum- 
| mary. Where the intellectual equivalent of 
reading Part 1 is a pleasant sight-seeing trip 
_ by boat, Part 2 is a hectic sight-seeing trip 
by roller coaster. In Part 2, the reader is 
taken to great heights in passages containing 
_ broad, sweeping, subjective generalizations, 
_ plummeted into a morass of minute detail and 
led into sharp turns of logic and deduction 
_ quite different from the course in Part 1. 
Certainly some of the difficulty in attempt- 
ing to synthesize the research literature on iso- 
lation is due to the chaotic nature of the liter- 
ature itself. The differences in conceptual levels, 
experimental conditions, experimental rigor 
and frames of reference that exist in this area 
of research are of a magnitude to strain to 
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the utmost one’s intellectual capacity to see any 
relationships. The author is well aware of these 
differences and, indeed, he dwells on them to 
some extent. However, he then proceeds to 
make some of the same inconsistencies that he 
decries in others. 

For example, although he deplores the sur- 
plus of terms used to describe experimental iso- 
lation procedures, he uses a multitude of terms 
in his own discussions and comments; he 
points out that “No one to date has ever suc- 
ceeded in depriving a human being entirely 
of (all sensations, and) .. . all of the studies 
in the literature have only ‘monotonized’ and 
reduced the patterning of stimuli.” But time 
and again he attributes divergency of results 
obtained in different studies to the fact that 
one employed a monotonous setting while the 
other approached total (severe) sensory dep- 
rivation. 

A chief fault with Part 2 of the book as an 
introductory text is the disproportionate a- 
mount of space and attention devoted to the 
McGill studies and to subsequent studies 
which employed’ the same procedures and de- 
pendent variables. Reading this book, a begin- 
ner in the field will get a myopic view which 
leaves out much of the wide range and variety 
of experimental techniques and variables which 
have been employed since these first studies 
were published. An indication of the author's 
attention to the McGill and similar studies is 
the fact that he devotes seven pages (approxi- 
mately ten percent of the pages in Part 2) to 
the reproduction of three tables setting forth 
in detai] some of the results gathered in these 
studies. It is difficult to understand the reason 
for the inclusion of these tables in a book 
written in such broad terms. The experienced 
investigator will most certainly be familiar 
with the results presented, and no one else 
will have enough information to interpret the 
results meaningfully. 

The bibliography, which the author intended 
to be a chief value of the book, is one of the 
most complete of published bibliographies in 
this field. However, the novice in the field 
should be aware that the bibliography is not 
an exhaustive one (as the author admits), and 
that the accuracy of the references leaves 
much to be desired. A very cursory reading of 
the references reveals several errors ; the title 
of Montgomery and Zimbardo’s article is given 
as ". . . exploratory behavior in the cat” in- 
stead of “. . in the rat”; D. F. Feuerfile is 
misspelled as Dr. F. Feverfile (Pollard, et. 
al. ); the page number of I. Goldberg's publi- 
cation is given as 2791 instead of 2797, etc. 

In summary, Part 1 of this book provides the 
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reader with a good, integrated overview of 
the anecdotal literature on isolation. Part 2 
provides a case study illustrating the difficul- 
ties inherent in attempting to integrate and 
summarize the research literature. A 
The author is correct in perceiving a need 
for an introduction to the field of isolation. 
This book represents a valiant first attempt. 
‘ Micuazt Rossi, Px.D. 
Puiu Sotomon, M.D. 
Boston, Mass. 


Marriace Counseuine. By Donald L. Taylor, 
Ph.D. Springfield, Ill.: Charles C. Thom- 
as, 1965, pp. 188. $6.75.) 


According to the statement of the publisher, 
this book “offers practical direction to a 
variety of professional personnel . . . to doctors, 
ministers, educators, psychologists, social 
workers, lawyers. It brings to the art of coun- 
seling the dimension of reciprocity—the consid- 
eration of two people taken together. The 
explanation of how reciprocity can be used in 
counseling is a unique feature of the book. 
Cultural and social dimensions are considered 
in detail. The author shows how to establish an 
effective client-counselor relationship.” 

To this reviewer it is never made completely 
clear by the author to whom the book is 
addressed, or whether it is intended to supply 
a complete marriage counseling course for the 
groups he mentions. On page three he states, 
“A growing number of professional people from 
social work, the ministry, education, sociology, 
psychiatry, and medicine are asking if they 
can be more effective in their work'if they 
learn and use the art of marriage counseling.” 
Unless these people have some previous train- 
ing in counseling, this reviewer doubts that 
they will derive much benefit from the book. 

This is not to say that the book lacks value. 
Since it deals primarily with situations which 
arise in relation to marriage it does not provide 
sufficient background in the art of counseling 
as distinguished from marriage counseling. 

The book also gives the impression that 
there is a specific art of marriage counseling. 
This reviewer does not believe this is true. 
Marriage counseling is merely a specialized 
branch of counseling in its general aspects. 
Counseling is an offshoot of psychology and 
psychiatry. Therefore, before professionals in 
other fields can utilize the “art of marriage 
counseling,” they must have some background 
in psychology or psychiatry. 

Be that as it may, for those in the counseling 
field the book has much value. On page three 
the author describes what he considers the 
new dimension of marriage counseling : 


Marriage, the second term, has been defin 
as a mutual relationship between a husban 
and wife. It is from this concept that th 
new dimensions of marriage counselin; 
develop. The counselor who focuses his work — 
on the marriage relationship does so with — 
two broad but specific considerations i 
mind. First, he realizes that a relationship is 
any aspect or quality which can be predicted _ 
only on two things taken together. This 
the source of the dimension of reciprocit 
Second, he realizes that the marriage rel 
tionship is structured by social norms which 
spell out the rights and responsibilities of the 
individuals involved, and that marriage be- — 
havior, guided by these norms, takes place 
within a social milieu. This is the source of — 
the cultural and social dimensions. These | 
three dimensions provide new frames of — 
reference for the art of helping people out — 
of trouble. A 


From this point on the author describes his — 
concept of how these “new dimensions” are — 
utilized in marriage counseling, His discussion — 
is liberally interspersed with examples which 
help to clarify the text. In his use of psychiatric — 
terms, it would help the understanding of the 
text if there were more definitions, since he i 
addressing at least some of his remarks to a — 
psychologically unsophisticated audience. f: 

It is unfortunate that the author early in hi 
book presents an erroneous, although popular, 
belief that “particular religious faiths” mus 
oppose divorce. The following statement doe 
not present the Roman Catholic position : 


Conflict may also develop when representa 
tives of particular religious faiths do mai 
riage counseling. By definition of thei 
position, some of them must oppose divorce, ~ 


E) 
One might also wonder about the correctness 
of this statement on page 48 : ji 


The decision as to whether or not he shou 
discuss such confidential material with 
other partner belongs to the counselor. 


Legal decisions lately have favored th 
opinion that the counselor may not inter- 
change information obtained from the spou: 
without specific permission (preferably 
writing). F 

This reviewer is inclined tọ question 
statement on page 104 : ~ 


Since feelings are directed toward 
and people it follows that it is not bad 
be angry with and to hate a spouse (il 
added). 
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to some extent on how one understands “it is- 


= not bad.” The contrary statement would not 
be true—“It is good to hate.” 
The last chapter, which is entitled, “A 
Philosophy for Marriage Counseling,” summa- 
rizes the authors views and serves as a 
~ summary of the book. 
This book is recommended to psychiatrists, 
_ clinical psychologists and others in the counsel- 
ing field. For the professional counselor it will 
add new insights in the field of marriage 
_ problems. 


Jonn R. Cavanacu, M.D. 
Washington, D. C. 


CONTRIBUTIONS TO DEVELOPMENTAL NEURO- 

s psycuiatry. By Paul Schilder, M.D. 
Edited by Lauretta Bender, M.D. (New 
York: International Universities Press, 
1964, pp. 407. $8.50.) 


_ This book, edited by Dr. Lauretta Bender, 

_ Paul Schilder’s widow, consists of a selection of 
his original papers on the psychology, neuro- 
physiology, neurology and psychopathology of 
childhood and adolescence. The papers were 

= written in the last ten years of his life, before 
his premature, accidental death in 1940 at the 
age of 54. The volume includes an extensive 
bibliography listing 54 of Schilder’s own 330 
books and papers, together with many others 
related to the fields in which Schilder worked. 

_ These references bear witness to the variety 
and ramifications of his investigations, as well 

as indicate the groundwork upon which he 

= built and the research that continued after him. 

As a result of her own investigations, Dr. 
Bender was able to add follow-up reports on 

_ the children interviewed, examined and dis- 

= cussed by Schilder. These appear in the form 
of footnotes in the chapter on Action, Impul- 
sion and Aggression. Dr. Bender follows the 
same procedure in editing the chapters on Sui- 
cidal Preoccupations and Mannerisms in 
Organic Motility Syndromes. The follow-up 

_ reports are of particular value, and only Dr, 
Bender was in a position to provide the infor- 
mation they add. 

Schilder’s dynamic approach to the com- 
prehension of neuropsychiatric problems and 
his new, teleo-causal point of view are lucidly 

expressed in the chapter on Action, Impulsion 
and Aggression. Here he integrates his vast 
knowledge of neurophysiology, in particular 
that pertaining to his pioneering work on 
postural and righting reflexes, with his obser- 
vations on the development of the child. He 
writes, for instance, “Every action is based on 
the body image” (p. 210), and, “The scratch 
reflex is actually not a reflex but an action 


ni 


with an aim to restore the body image from 
distortion which has taken place” (p. 211). 
The final sentence of the chapter on Clinging 
and Equilibrium, in which he discusses the 
influence the adult has on a child’s maturation, 
runs as follows: “Equilibrium is not merely a 
motor and vestibular problem but also a moral 
one” (p. 183). 

In the chapter on Psychiatric Aspects of 
Chronic Neurological Disease, Schilder makes 
significant statements which elucidate his hol- 
istic approach and his attempt to integrate his 
work in various fields. He writes: “Disease is 
always a personality problem. . . . The way in 
which pain is experienced depends largely on 
the attitude of the total personality . . . There 
is practically no symptom in any disease which 
is not finally modified by the attitude of the 
personality . . . In every step of somatic 
treatment the problems of the total personality 
have to be considered” (p. 194). 

Although thoroughly trained in psycho- 
analysis, Schilder increasingly approached the 
Freudian concepts critically. In the chapter on 
Action he states : “I consider grasping, groping 
and sucking to be the nucleus of the function 
of the ego and the ego instincts. In the 
psychoanalytic sense, no trace of a death 
instinct is to be found. . . . Destruction is not 
the final aim and goal of human action” 
(p. 217) ; and in the chapter on Aggression : 
“Our material does not offer any evidence that 
girls would prefer to be boys . . . - We do 
indeed think that the classical Freudian teach- 
ing of the castration complex in girls is not 
justified” (p. 218). 

Schilder’s emphasis on the social aspects of 
personality problems is well summarized by a 
sentence in the chapter on Psychiatric Aspects 
of Chronic Neurological Disease : “. , . Human 
beings can have goals and aims only in 
relation to other human beings” (p. 194). 

Each chapter of Schilder’s book throws light 
on his effort to integrate his data into a 
systematized body of knowledge—an endeavor 
cut short by his death. The book, dedicated to 
his three children, Michael, Peter and Jane, 
should be, on the book shelf of every psy- 
chiatrist and psychologist who wishes to ex- 
pand his knowledge and reach beyond his 
immediate field. 


ALEXANDRA ADLER, M.D. 
New York, N. Y. 


Paviovian Psycuiatry: A New SYNTHESIS. 
By Christian Astrup, M.D. (Springfield, 


Ill. : Charles C. Thomas, 1965, pp. 164. 
$6.75.) 


The author, who is senior psychiatrist at 


the Guastad Hospital, Olso, Norway, is de- 
scribed as having had extensive experience 
in his field in the Pavlovian Laboratory and 
Phipps Psychiatric Clinic, and in the leading 
| reflex research centers in Russia, Eastern and 
| Western Europe. He has clearly assembled a 
great range of information regarding Pavlovian 
psychiatry; his bibliography contains 443 
references. Therefore his work is to be taken 
seriously, and it may at once be said that there 
are probably few, if any, other attempts to 
explain deviant behavior along Pavlovian lines 
which have been more successful. 

Nonetheless, one finds again the same over- 
simplification of issues, the avoidance of some 
of the crucial problems in psychiatry such as 
the role of the patient-therapist relationship, 


| and an ignoring of the field of ethology or any 
serious recognition of the part played by 
maturation. 


The author is at his best when he talks 
| about conditioning. But even here he over- 
| simplifies, as when on page 109 he states 
| that: “In principle all learning is based on 
the formation of new temporal conditions, and 
| psychotherapy to a great extent can be con- 
; sidered as a process of relearning.” i 
i He is probably at his worst when he at- 
tempts to bring the work of Salter, Wolpe, 
| Eysenck, the concepts of those concerned with 
| autogenic training and of those working in 
| hypnosis, all under the same roof. Undoubtedly 
| the data of conditioning do serve to explain 
| some aspects of behavioral breakdown, but 
they begin to fail as soon as a certain level 
of complexity is passed and fail completely 
at the higher levels of interpersonal relation. 
Astrup nonetheless has striven valiantly to 
translate psychiatric concepts into Pavlovian 
terms. But one may very well ask oneself 
whether to transfer a statement of a series 
of problems of psychiatry from English into 
Russian actually serves greatly to clarify those 
problems. We may, however, add that this 
approach to understanding human behavior 
has one advantage over Freudian psychoanaly- 
sis, insofar as the conceptual framework 
utilized is susceptible to experimental verifi- 
cation, and hence although one may not get 
very far, one is at least conscious of that fact. 
The book can be recommended to those 
who wish to find a ready reference to the 
numerous attempts which have been made to 
explain human behavior in terms of condition- 
ing, and they will certainly have little difficulty 
in finding how far short we are of this pos- 


sibility. 


D. Ewen Cameron, M.D. 
Albany, N.Y. 


Furtuer Crrrican Srupies IN NEUROLOGY 
Anp OTHER Essays anD Appresses. By Sir — 
Francis Walshe, M.D., D. Sc. (Baltimore : 
Williams and Wilkins Co., 1965, pp. 248. 
$6.50.) 


The first of the two books concerned with 
“Critical Studies in Neurology” by the noted 
London neurologist, Sir Francis Walshe, ap- 
peared in 1948 (E. and S. Livingstone, Ltd., 
Edinburgh, pp. 256), with an acerb foreword 
by Sir Francis on “The Function of Criticism 
in Medicine.” He has been an acknowledged 
leader in the exacting art of criticism through- 
out his long career in neurological medical 
letters. 

We now have a second volume, constructed 
much as the first. The latter contained a half- ` 
dozen papers dating between 1942 and 1947, 
all save one reprinted from Brain. These con- 
cerned particularly the organization of the 
sensory and motor functions, studies that have 
become justly famous in the neurological 
world. 

The current volume ranges more widely 
than the original. It contains 11 chapters com- 
posed of publications that appeared between 
the years 1948 and 1964, Some of these con- 
sider further the organization of the motor 
system. There is a chapter on the necessary 
reorientation of neurological research and its 
widening range. Sir Francis has long pointed 
to the inadequacy of a neurophysiology domi- 
nated by electrical techniques as a means of 
garnering an understanding of nervous func- 
tion. In this essay he proposes dynamic ex- 
perimental neuropathology as a modern ap- 
proach to neurological investigation. With this 
competence and in collaboration with physi- 
ology, embryology, biochemistry and immu- 
nology, basic research can proceed toward 
building a scientific knowledge of the etiology i 
and nature of disease processes. 

Sir Francis seems likely to be correct tha 
the training of the scientific neurologist should 
include experimental neuropathology. I believe 
he would also allow in the training of the 
complete neurologist work to help him over 
any primitive fears of any world experience 
Neurologists generally are so organized as 
usually to be repelled by odd or angular 
behavior. 

There are five chapters on the philosophy of — 
medicine. Walshe quotes the noted histori 
Collingwood (if an apology were needed) 
for including philosophy in a medical treatise: 


ciples of his work has not achieved a grown- — 
up man’s attitude toward it; a scientist who | 
has never philosophized about his science can | 
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never be more than a second-hand journey- 
man scientist.” Walshe, a pupil of that greatest 
of medical philosophers, Wilfred Trotter, is not 
one to subscribe to the thesis that the phenom- 
ena of life are reducible to terms of chemistry, 
physics and mathematics, as he says the “na- 
ture lifeless” (Alfred North Whitehead’s term). 

Among the few physicians highly adept at 
handling the language, Sir Francis has written 
essays that are provocative and always inter- 
esting. Along with Trotter, he is the finest 
model for those in the profession essaying 
writing. 

It is unlikely that there are many neurol- 
ogists who have not read the majority of the 
17 papers collected in the two volumes for 
ready accessibility. They are models of 
thoughtful studies, both for their scientific 
content and method of presentation. Psychi- 
atrists, psychologists and basic scientists and 
those persons concerned with medical educa- 
tion will profit from a pursuit of the messages 
contained in these books. Neurologists will 
want to have them on hand among their refer- 
ences. 

CuarLes D. Arinc, M.D. 
Cincinnati, Ohio 


Tue First Year or Lire. By Rene A. Spitz, 
M.D. (New York: International Universi- 
ties Press, 1965, pp. 394. $8.50.) 


If one observes the unfolding development 


_of an infant in its first year of life, it is 


difficult to feel other than awe at such a re- 
markable process. Sophisticated observers of 
human behavior, however, have come in- 
creasingly to look with more than wonder at 


-~ events of this period, to examine more closely 
__ hypotheses concerning developmental processes 


and to make more rigorous observations to 
test these hypotheses. Several names come 
immediately to mind, but leading the list 
always is Dr. Spitz. 

Since 1935 he has worked and written of 
early development and its problems. In this 
book there is review of earlier work, but 
this is more than a reassembly of his work and 
thinking. It is really a synthesis of his think- 
ing, reading and observations over these many 
years directed to the central issue indicated 
in the book’s subtitle, “A Psychoanalytic Study 
of Normal and Deviant Development of Ob- 
ject Relations.” The frame of reference is 
expertly psychoanalytic and Dr. Spitz’s exposi- 
tion of psychoanalytic theory and its references 
in earliest development is clear. He is the first 
among psychoanalysts to make direct observa- 
tions of development in the first years of life 
and the first part of the book deals with his 


theoretic frame of reference and his methods of 
collecting and analyzing his data. 

The second part of the book ranges over 
his thinking, supported by his own observa- 
tions and by the observations of others from an 
extraordinary range of disciplines. Dr. Spitz 
draws on psychology, ethology, embryology, 
anthropology, neurology and communications 
theory as well as his extensive knowledge of 
medicine and psychoanalysis, attested to in 
a bibliography occupying some 17 pages. In 
this section he considers the development of 
cognition, affect, perception, communication, 
motor activity and the integration of these, 
particularly as they are mediated by the moth- 
er-child relationship and interaction. 

From this thoroughgoing consideration of 
development of psychological processes and 
object relationships he moves in the third part 
of his book to a consideration of the pathology 
of object relations, an area in which he has 
made most significant observations, starting 
with his early work on hospitalism and ana- 
clitic depression. 

Dr. Spitz makes frequent references to and 
comparisons of the dynamic theoretic system 
of psychoanalysis to Piaget’s theoretic system. 
To aid in the comprehension of the distinc- 
tions, there is an appendix of some 50 pages 
by W. Godfrey Cobliner, a sociologist, who 
extends Dr. Spitz’s comparisons by a lucid 
presentation of Piaget’s concepts, emphasizing, 
however, only those that deal with considera- 
tions of object relations. 

Anna Freud, in a foreword, said, “This de- 
tailed and painstaking description of the emo- 
tionai interchange between mothers and their 
infants aims at a wider circle of readers than 
is usual with publications by psychoanalysts.” 
It is not a book, however, for as wide a circle 
as Anna Freud describes. Although the writing 
and thinking are clear, they call for study and 
a background of previous interest, reading and 
study in psychoanalytic conceptions as well 
as other fields from which ideas are drawn. 
I believe all psychiatrists could benefit from 
careful study of this book ; and, for those psy- 
chiatrists who work with children and for 
others interested in child development, this 
book must be read and studied. 

James G. DELano, M.D. 
Rochester, Minn. 


InprvipuaL AND Environment. By Niels Juel- 
Nielsen. (Copenhagen: Munksgaard, In- 
ternational Booksellers and Publishers, 
1965, pp. 292.) 


The relative roles of heredity and environ- 
ment in the development of personality and 
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psychopathology are explored in this volume 
by an investigation of 12 pairs of monozygotic 
twins, separated at an early age and reared 
apart. This major study is the first series 
studied and reported by a psychiatrist and 


* composed, not of volunteers, but of a sys- 


tematic sample drawn from a total national 
twin registry. However, like its predecessors, it 
is unable to go beyond a reaffirmation of the 
global concept of heredity-environment inter- 
action in its conclusions. 

All the twins and other available relatives 
were studied by the author, who also reviewed 


medical and social records. Intelligence and | 


projective personality tests were obtained. The 
resultant 12 case histories are skillful, detailed 
condensations of great masses of clinical ma- 
terial, and Dr. Juel-Nielsen’s analysis demon- 
strates a constant effort to avoid genetic or 
environmental bias in reporting the data and 
interpreting the results. Every ambitious study 
has its drawbacks, however. More attention 
needs to be paid to the intrapsychic impact 
of events. Too often major life happenings, 
such as a prolonged childhood hospitalization, 
the development of CNS lues or facial paraly- 
sis-in a foster mother, or the twins’ learning 
of their origins (over half were illegitimate) , 
are merely mentioned without careful evalua- 
tion of their psychological implications. This 
seriously weakens the basic rationale of this 
type of investigation : ie, that an evalua- 
tion of the personality similarities versus dif- 
ferences found in genetically identical twins 
reared in different environments can segregate 
out the genetic from the environmental fac- 
tors involved in personality formation. 

The. existence of series of identical twins, 
discordant for psychosis, who were reared to- 
gether by their natural parents demonstrates 
that determining environmental differences are 
often quite subtle. Thus, a more intensive 
examination of all meaningful interpersonal 
relationships, particularly with parent surro- 
gates, would seem to be required. Additionally, 
personality descriptions need to be stated in 
a more structured, quantified manner, equally 
applicable to all the twins, to make possible 
over-all comparisons with environmental dif- 
ferences. 

A problem shared by this and previous 
similar studies is the absence of optimal con- 
trols. Dr. Juel-Nielsen felt that the systematic 
nature of his sample lessened the need for a 
controlled series. The two major previous series 
relied primarily on matched pairs of non- 
separated jdentical twins, brought up in their 
own homes, as controls. What would appear 
to be required is comparison with a matched 
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sample of dizygotic twins reared apart so that 
such potentially powerful factors as the fact 
of adoption, the foster parents’ awareness of 
illegitimacy and the like are the same for both 
samples. 

Despite these weaknesses, this work consti- 
tutes a substantial contribution which other 
workers in this area will want to carefully 
review and reanalyze. The material Dr. Juel- 
Nielsen has accumulated convincingly demon- 
strates the degree of genetic control of physical 
features, such as EEG, EKG, gait and appear- 
ance, and shows a similar dramatic degree of 
concordance for such phenomena as migraine, 
urticaria and eczema. However, with regard 
to personality structure and psychopathology, 
he has not been able to clarify the specific 
nature of the hereditary-environmental inter- 
action. 

Witt Portin, M.D. 
Bethesda, Md. 


Pray Taerary Wirra MENTALLY SUBNORMAL 
Curupren. By Henry Leland, Ph.D., and 
Daniel E. Smith, M.S. (New York ; Grune 
and Stratton, 1965, pp. 232. $7.75.) 


The theoretical orientation of this book is 
learning theory, especially the processes of 
conditioning, reconditioning and cognitive 
stimulation. As these concepts differ somewhat 
from the ones psychiatrists are most familiar 
with, a brief description of how the authors 
apply them to play therapy will be presented. 

“The first of these elements, reward, is based 
on the idea that behavior is the process of 
releasing tension and that if the child is per- 
mitted to play he will relieve these tensions.” 
This permitting of play becomes a reward. 4 

The authors continue: “If the behavior ex- 
hibited is not consistent with the desire of the 
therapist, the therapist may stop the play, or 
in our terms intrude upon the child’s play, 
thus blocking the behavior and in this mann 
producing a stoppage of the release of tensio 
thus producing a punishment. . . . 

“The process of cognitive stimulation occurs: 
when the therapist, functioning as a model, 
indicates through his intrusion, what he wants 
the child to do in the situation or how he 
wants him to behave. . . . 7 

“Through his function as a model, he guides i 
the child towards what must be done in order 
to gain a reward and the child’s understanding © 
of this becomes'a cognition. Therefore, the 
process of the therapist serving as model be- 
comes a process of cognitive stimulation.” 

‘At times these techniques appear to be rel- 
atively intellectual and more concerned wi 
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` training than emotional expressions usually as- 
sociated with play therapy. For example, the 
authors state : “This requires a control of cog- 
nitive processes in the therapeutic situation in 
the sense that the child has to intellectualize 
his behavior in order to achieve recognition 
and approbation from his therapist. This proc- 
ess can be described as actually forcing the 
child to think.” 

Another aspect of the play therapy that 
_ psychiatrists would tend to disagree with is 
_ that the techniques attempt to directly change 
symptoms or behavior and avoid or even deny 
underlying motivations. The authors state that 
some hierarchy should be established as to 

Se vhich symptom of behavior should be changed 
~ and “leave the highly controversial question of 
whether or not dealing with symptoms pro- 
duces a substitution of other symptoms.” 

_ The authors have broadened the usual def- 
inition of mental subnormality to include 
__ brain-damaged and emotionally disturbed chil- 
dren who function on a retarded level even 
_ though they do not test retarded on a stand- 
_ ard test. 

Probably the most practical part of the 
book and the one that psychiatrists will be 
most familiar with is “Part Two: Techniques 
and Procedures of Play Therapy with Sub- 
normal Children.” 

Based on the amount of structure in the ma- 
terial used in the play therapy and the amount 
of structure in the processes and techniques of 

ychotherapy, the authors evolved four differ- 
ent types of play therapy as follows: 1) un- 
_ structured materials with an unstructured 
_ therapeutic approach (U.U.) ; 2) unstructured 
materials with a structured therapeutic ap- 
proach (U.S.) ; 3) structured materials with 
g an unstructured therapeutic approach (S.U.) ; 

= 4) structured materials in a structured thera- 
peutic approach (S.S.). For each of these 
four types of play therapy, the authors define 
and explain the method, materials, therapeutic 
procedure, therapy setting and indication and 
major criteria for selecting children for each 
method. 

Throughout the book the authors introduce 
several interesting views. For example, they 
state efforts should be made to make the men- 
tally subnormal appear “invisible.” The chil- 
dren should be taught to conform so that they 
will not be subject to taunts or bullying and 
can become absorbed into the community. 
Another thought-provoking point the authors 
make is that the community and institution 
personnel tend to reward obnoxious behavior 
and ignore rather than reward positive be- 
havior. The authors state that “rather than 


“perpetuate this type of conditioning which 


typically occurs in the child’s environment, 
we attempt to do the exact reverse.” 


The reviewer is aware that if he had the ~ 


same theoretical orientation as the authors the 
review might have been different, but the 
theoretical orientation and concepts of the 
authors are so different from the ones that 
most psychiatrists are familiar with that they 
will probably not select this book to read. 
This is unfortunate because the authors make 
several contributions that they specifically de- 
signed for the mentally subnormal which can 
be applied regardless of the theoretical orien- 
tation of the reader. 

The reviewer recommends the book to psy- 
chiatrists in the field of mental retardation in 
order that they may become generally familiar 
with the approach and apply those aspects 
that fit their particular theoretical orientation. 

Matcoim J. FARRELL, M.D. 
Waverley, Mass. 


MANAGEMENT OF EMOTIONAL PROBLEMS OF 
Cuitpren anp Apoxescents. By A. H. 
Chapman, M.D. (Philadelphia: J. B. 
Lippincott Co., 1965, pp. 315. $9.50.) 


The author has succeeded in his avowed 
purpose to place in the hands of pediatricians 
and family physicians a simple guide to the 
emotional disorders of childhood and adoles- 
cence. In this case the emphasis on simplicity 
may have undermined the value of the book. 
Whether or not the practitioners will find it 
useful in their work remains to be seen. The 
purposeful “avoidance of elaborate theory and 
specialized terminology” has the advantage of 
freeing the author from the rigid confines of 
official psychiatric nomenclature and diagnostic 
categories. The material is presented in a sen- 
sible format which ranges from simple, every- 
day complaints such as eating problems and 
truancy all the way to major psychoses. The 
author is to be complimented on the complete- 
ness of his coverage of normal development, 
typical presenting symptoms and the differ- 
ent categories of psychiatric disorders. 

There may be disadvantages to the homey 
approach. The physician may be lulled into a 
belief that almost every problem he encounters 
can be dispelled by the author's magic for- 
mula of “love, limitations and let them grow 
up.” He is invited to use parent counseling, 
play therapy and tranquilizers for almost 
every category of psychiatric disorder that 
comes his way. By the time the advice is 
given to refer stubborn or complicated cases 
to child psychiatrists or child psychiatric clin- 
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one more of the cliche ending of every first- 
aid manual, “call a physician.” 

Psychiatric therapy is mentioned in such 
disparaging terms that there is the insinua- 
tion that all such material is not to be believed. 
Such items as the detailed instructions in the 
proper administration of a “sound spanking’ — 
ten hard blows with a hairbrush to the bare 
buttocks—might make Dr. Spock blush and 
certainly does not seem the proper involve- 
ment for a psychiatrist. The section dealing 
with the art of talking with young children 
is enriched with verbatim samples which would 
make most child psychiatrists cringe. There 
are numerous other positions the author takes 
which conflict with accepted child psychiatric 
theory and practice. This may make the book 
more pleasing to nonpsychiatrists but detracts 
from its value as professional opinion. 

There are many aspects of the literary style 
which make this book difficult to read. There 
is a saccharine quality which seems inappro- 
priate for a medical audience. Thoughts are 
repeated over and over with almost no change 
in wording as if an attempt were being made 
to stuff the pages to increase the length of the 
volume without regard for the fatigue of the 
reader. Another technique which accomplishes 
the same end is the obsessive, repetitive cross- 
referencing to pages already covered or yet to 
come. 

It is regrettable that these drawbacks should 
be so prevalent as to spoil an otherwise useful 
and much needed book. 

Frank G. BucknaM, M.D. 
Hartford, Conn. 


By David Shapiro. (New 


Neurotic STYLES. 
1965, pp. 205. $5.50.) 


York : Basic Books, 


Dr. Shapiro has written an interesting and 
thoughtful study of several varieties (styles) 
of the neurotic personality. The book is not a 
complete glossary of all neurotic styles, nor 
does it pretend to be. The main thesis seems 
to this reviewer to illustrate with, detailed 
descriptions of a few styles the proposition 
«the neurotic person does not simply 
suffer neurosis . . . but actively participates in 
it, functioning, so to speak, according to it, 
and, in ways that sustain it’s (sic) characteris- 
tic experiences...” (p. 20). 

The studies include only four of the com- 
neurotic character disorders : the ob- 
sessive-compulsive, paranoid, hysterical and 
impulsive. In each of the separate chapters 
devoted to a particular neurotic variant, there 
is a description of the mode of functioning 
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mon, 


consonant with the neurosis and some theoret- 
ical concepts and questions concerning the 
origins of the style. The descriptive material is 
well written and based on detailed observation 

and experience in the consulting room. E 

The author is concerned with the way i 
which the neurotic functions—that is, the cog: 
nitive functioning is different in each of the — 
nitive aspects of neurosis. He argues that cog: 
styles he describes and that distortions of 
reality, even perception of reality, is a charac- 
teristic feature of a neurotic style. Dr. Shapiro 
discusses the problem of autonomy in the 
same context. The argument is closely reasoned _ 
and scholarly. 

The author quotes Freud: “ . . . even the i 
strangest symptoms and most bizarre behavior — 
‘makes sense.’” (p. 15 ff). The concept that a 
neurosis or neurotic style involves the entire 
psychological economy of the individual is noi 
new, but this exposition is an elaboration o! 
that notion. For too long have the textbook 
and the implicit theories of psychiatry and” 
psychoanalysis considered a neurosis to be 
foreign body within a personality structure í 
grafted on like a patch of skin. Dr. Shapiro's — 
discussion adds weight to the proposition that — 
personality structure and neurosis interact, — 
each influencing the other. 

A final chapter, “General and Theoretical 
Considerations,” is less complete but deals — 
with such topics as The Initial Organizing 
Configuration, Instinctual Drives and Style 
Development, The Control and Regulative 
Function of Styles and Style and Defense. 

The book is a significant contribution to an 
understanding of dynamic psychiatry and of | 
ego psychology. There is an index and a brief 
foreword by Robert P. Knight. It appears 
No. 5 in the Austin Riggs Center Monograph ~ 
Series. 


Wii Freeson, M.D, 
Hartford, Cont 


Tue UNCOMMITTED. ALIENATED YOUTH IN 
American Society. By Kenneth Kenisto 
(New York: Harcourt Brace and Wo 
pp. 495. $8.50.) 


This book is the report of an intensive H f 
chological study done over a period of three 
years on 12 alienated Harvard undergraduates | 
and a discussion of the various elements 
feels 


i i a oe 
ave been strikingly ‘differe 
the nonalienated also studied, although this 
ifference is not documented in the text, which 
limits itself to a discussion of the alienated. 
_ The original sample consisted of 70 students 
who volunteered for this research project and 
were paid for their time, which amounted to 
proximately two hours per week over the 
‘three-year period. The alienated group of 12 
E Were identified by psychological tests. They 
‘are described as “young men whose alienation 
extends to virtually every encounter with their 
world, be it their society and history, their 
college and friends, and even themselves. 
i hough they are rarely able to define alterna- 
K ves to the conventional life of well-adjusted 
mericans, that life profoundly repels them. 
‘these young men were born into comfort 
affluence, given the best education pos- 
2, endowed with high talent and healthy 
dy, and they attend one of the country’s 
ost excellent and prestigious colleges. Their 
vance against society is based on no ob- 
deprivation and their alienation cannot 
plained by simple social hardship.” 
Keniston explains the fact of their aliena- 
in the first section of the book primarily 
terms of smothering mothers and weak 
ithers, jealous of their son’s achievements. In 
‘second section, entitled “Alienating So- 
n” he describes the elements in today’s 
cu ture which militate against commitment and 
oster alienation. Keeping up with the Joneses, 
Werspecialization and the emphasis in the arts 
on disintegration rather than wholeness are 
some of the factors which he analyzes at 
length in his attempt to blame society at large 
for contributing to feelings of alienation in 
some of its most promising young people. 
Psychiatrists may find some of the author's 
sociological terms such as “the technological 
ego” and the “fantasy of fusion” somewhat 
alien, and the absence of any control study 
of the nonalienated may offend the strictly 
sientifically minded. Still, this is a conscien- 
ious study in depth of a personality disorder 
which has justifiably caused serious concern 
to all of us who deal with college students 
today. We tend to work with these young 
men individually and to diagnose them as 
schizoid personality, identity crisis or adjust- 
ment reaction of adolescence. Keniston broad- 
ens the context of our understanding, and his 
‘book will be enormously helpful to teachers, 
counselors, therapists and parents because of 
this. 
The neutrality and disengagement of this 
segment of American youth is depriving the 
nation of a considerable amount of useful 


talent. This book goes far towards explaining 
why this is happening and makes a small 
beginning in terms of suggesting what can be 
done about it. 
Grana B. BLAINE, JR., M.D. 
Cambridge, Mass. 


PROGRAMMED INSTRUCTION IN MEDICAL Epuca- 
tion: Proceedings of the First Rochester 
Conference, June 25-27, 1964. Edited by 
Jerome P. Lysaught. (Rochester, N. Y.: 
Rochester Clearinghouse, 1965, pp. x + 
255. $3.95.) - 


The subtitle indicates that this is a collection 
of the papers presented at the University of 
Rochester in 1964, The common defect of 
“proceedings” is apparent in this book : uneven 
style and diffuse organization reflecting the 
varied viewpoints of the authors of the papers. 
The book, however, is valuable as a record of 
the conference and as an indication of current 
activity in this country in the field of pro- 
grammed instruction. 

Two papers, one by the editor, Jerome P. 
Lysaught, and the other by Stephen Abraham- 
son, are noteworthy. Lysaught reviews the 
history of instruction by a program and Abra- 
hamson asks hardheaded questions. The latter 
points out the need for evaluation of the results 
of teaching and learning by the use of the new 
devices and techniques. 

Other papers are devoted to descriptions of 
specific programmed instructional material 
which is now available and to the difficulties of 
writing’a programmed text. Some of the sub- 
jects which have been developed for this meth- 
od of instruction are cancer detection, hema- 
tology, amebiasis, laboratory pharmacology, 
clinical psychiatry and clinical problem-solving. 

The paper on clinical psychiatry emphasizes 
again the lack of agreement between psychi- 
atrists on the meaning of psychiatric terms 
which are in daily use by psychiatrists. 

The book will not be of general interest to 
the practicing psychiatrist but will be of inter- 
est to those concerned with learning theory. 
Medical educators need to be aware of the 
possible usefulness of programmed instruction 
but may choose to await developments in the 
art before revising a curriculum to include 
programming. Hilliard Jason’s summary chap- 
ter expresses this well : 

“The current flurry of interest in pro- 
grammed instruction has effectively remind- 
ed us of a principle we should have known 
all along: the task of helping people learn. 
is enormously complex ; it requires specially 
developed skills, knowledge and understand- 
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ing; and it can be well 

careful planning. 

“Possibly, the most optimistic hope one 
can hold for programmed instruction, as 
we now use this term, is that it will become 
obsolete. When all instruction is carefully 
designed according to established principles 
of teaching and learning, when teaching is 
presented as a well organized, sequential 
development of instructional content, when 
provision is made for the active participa- 
tion of students and they receive ongoing 
feedback, then, by definition, it will all be 
‘programmed. ” (p. 220 ff.) 

There is an Index and an extensive bibliog- 
raphy in addition to references cited at the 
end of each paper by the authors. 

Wirra FLEEsoN, M.D. 
Hartford, Conn. 


ApoLescenrts Our or Step. By Peter G. S. 
Beckett. (Detroit: Wayne State University 
Press, 1965, pp. 190. $6.95.) 


The inpatient therapeutic management of 
psychiatric problems of adolescents is the sub- 
ject matter of this monograph, based on seven 
years of experience at Wayne State Univer- 
sity’s Lafayette Clinic. In view of the fact that 
the national demand for care and treatment of 
adolescent patients is already overwhelming, 
it is alarming to note that as our population 
continues to expand during the next ten 
years, the relative percentage of adolescents 
will practically double, predictably present- 
ing a 100 percent increase in the number of 
emotionally disturbed and mentally ill idoles- 
cents. 

Recognizing psychiatry’s obligation to de- 
velop facilities and techniques to handle such 
problems, and stressing the fact that tech- 
niques of management and therapy are different 
for the adolescent from those used for either 
children or adults, the author reports his clinic's 
experience in the development of a special 
adolescent service designed to cope with this 
unique group and its typical problems, The 
book describes successes “and some of the 
limitations” of inpatient treatment, especially 

avior disorders. 
this 145-bed clinic's approach 
al employment of 
behavior, 


quires a high 
and patience on 
with an effective 
patient. Side by 
tional technique 


means of psychologic reward and res 
psychotherapy provides a means of exp! 
the obstacles to such learning. A major objec- 
tive of the book is to allay the fears of many” 
administrators of psychiatric institutions who 
have been reluctant to develop a special service 4 
for adolescents because of their often violent, — 
disruptive ways. Dr. Beckett describes his 
clinic's work as effective and rewarding. i 
The book begins with a brief review of the fy 
primary principle of the psychology of adoles- 
cents. Then come chapters covering admission p, 
to the hospital, the history and examination 
and a survey of early problems in the hospital 
which affect the patient, his family and the 
staff, The individualized plan of therapy and 11 
its systematic execution are considered next. 
The problem of developing external controls: 
and setting limits is impressively discussed int 
terms of a ladder with nine possible si 
ranging progressively from seclusion up to diet i 
charge. se i 
Next, in perhaps the most useful of his chap- 
ters, the author presents the means his ¢ c 
employs to promote the internalization of 
tients’ controls, Practical therapeutic 
niques, including family therapy, are coveredra 
in sketchy fashion, but the importance of 
lating group to individual therapy is conyineé=~ 
ingly brought out. Specific problems in man- 
agement, with emphasis on smoking, obscene — 
language and elopement, are treated in ade ~ 
quate detail. Concluding chapters describe dis- 
charge planning and present some interesting: 
and useful theoretical information about be- 
havior disorders, methods of altering behavior 4 
and a proposal for the posthospitalization manz 
agement of adolescents, oa 
A reading of this clearly and interestingly 
written monograph would be profitable 
residents in basic psychiatric training as ¥ 
as those specializing in child and adolesc 
psychiatry. It is also recommended to 
sonnel such as nurses, social workers, p 
chologists and others who belong to dis 
ciplines on active duty in the front lines of the 
battle for mental health. A 
James J. Gut, M.D. 
Hartford, Co 
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THE PSYCHOANALYST AS COMMUNITY PSYCHIATRIST 


HARRY R. BRICKMAN, M.D., DONALD A. SCHWARTZ, M.D. 
anp S. MARK DORAN, M.D. 


Psychiatry has become increasingly in- 
volved in its “community revolution.” A na- 
tion-wide recognition of the desirability of 
preventive and remedial psychiatric pro- 
grams in the community itself has been 
highlighted by the Joint Commission re- 
port of 1961, the historic mental health 
message of President Kennedy(8) and sub- 
sequent federal community mental health 
legislation. New York, California and an 
increasing number of other states have en- 
abled local communities, through legisla- 
tion, to develop alternatives to traditional 
clinics and to state hospital care. 

This accelerating change in the value 
system of psychiatry resulted, of course, 
largely from progress in treatment methods, 
such as more effective psychopharmacol- 
ogy, broadening psychotherapeutic con- 
cepts to include crisis and family therapies 
and advances in therapeutic ward man- 
agement. Recent research has underlined 
a growing awareness of social structural 
and functional forces as significant factors 
in mental health. 

These new developments, combined 
with the critical shortage of trained mental 
health manpower, have cast a light of im- 
patient expectation upon the mental health 
professional who is perhaps the most in- 
tensively trained: the psychoanalyst. 
There has emerged a none-too-fond stereo- 
type of the analyst continuing to work ex- 
clusively in the one-to-one relationship, 
loftily maintaining his “tabula rasa” and 


Read at the 12lst annual meeting of the 
American Psychiatric Association, New York, 
N. Y., May 3-7, 1965. 

The authors are with the Los Angeles County 
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Brickman is Director, Dr. Schwartz is Deputy 
Director and Dr. Doran is former Chief, Con- 
sultation Services. 

This work was supported in part by Public 
Health Service grant MH-00954 from the Na- 
tional Institute of Mental Health. 


preoccupied with the intrapsychic minutiae 4 
of affluent neurotic women, while masses 
of needy people in his community either 
languish untreated on long waiting lists 
or continue totally deprived of care. If” 
such a stereotype were true, it would be a 
sobering reflection on psychoanalysis and, — 
indeed, on psychiatry as a profession. ‘ 

A review of the pertinent literature re- 
veals relatively little comment about they 
role of the psychoanalyst in community — 
mental health. The need for the psycho- 
analyst to increase his involvement in 
various aspects of this new subspecialty 
has been noted(1,6,7,9,11). The forces 
within the psychoanalytically oriented ps; 
chiatrist and the degree to which thi 
forces determine his orientation toward 
away from the social and cultural aspi 
of mental health and illness have recei : 
some attention by Ehrlich and Sab- 
shin(3,4). A related study by Gilbert 
Levinson(5) does not specify psycho: 
sis as a particular discipline, but clearly 
includes some psychiatrists with that or 
entation. 

Dunham(2) has most recently poini 
out the advantages and pitfalls in the 
of the psychiatrist as community n 
health worker. Again, the psychoanall 
is not identified as such, but the infei 
can be safely drawn. Through the use 4 
the interview technique, Maclver ` 
Redlich(10) surveyed the sociological 
pects of psychiatric practice. The psye 
analytically oriented psychiatrists in # 
sample (24 out- of 40) revealed a mai 
isolation from the community. 

In Los Angeles County, a comm 
mental health program has developed v 
the help of California's Short-Doyle 
From its inception, this program has 
lowed a policy of building upon exis 
community supportive resources as an avi 
ternative to a splendidly isolated “empire 
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of preventive and clinical psychiatric ser- 
vices. 

One community resource which was ob- 
vious to the director of the program, him- 
self a psychoanalyst, was the concentra- 
tion of privately practicing psychiatrists in 
Los Angeles County, approximately 800 in 
umber, a group second only in number 
o those practicing in New York City. Ap- 
proximately 40 percent of this number are 
graduates or candidates of psychoanalytic 

raining institutes approved by the Ameri- 
can Psychoanalytic Association. 
_ The program of the Los Angeles County 
Department of Mental Health, serving a 
metropolitan county of seven million pop- 
lation, created many possibilities for local 
ntal health professionals to serve in its 
county-operated clinical centers, three 
ntract outpatient services and its mental 


2P and private care-giving agencies. 
t the time of this writing, the population 
erved by a total of 28 separate com- 
ent clinical services. As a separate de- 


th services Sara There is also 
much activity in training and research as 
a independent agency and in close con- 
ction with three medical schools, a 
ool of public health and other research 


his paper initially explores the ques- 
t “Has ‘couch canyon’ confirmed the 
i of the isolated and unresponsive 
trich-like psychoanalyst, or has the Los 
Angeles psychoanalytic community re- 
sponded adequately to the local challenge 
get community psychiatry ?” 
tig 


THE STUDY 


A review of the total number of psy- 
chiatrists involved in the program of the 
Los Angeles County Mental Health Depart- 
ment as of September 21, 1964 is shown in 
Table 1. 

Of interest is the fact that the percentage 
of psychoanalytic psychiatrists working in 
the program is almost exactly equal 
to the percentage of psychoanalytic psy- 
chiatrists in the community itself. Thus, 
the psychoanalysts and candidates of Los 
Angeles have participated in community 
mental health neither more nor less than 
their nonpsychoanalytically trained col- 
leagues. 

One question, which reflects a concern 
heard increasingly in psychoanalytic cir- 
cles, however, has been the following: 
Does psychoanalytic training and experi- 
ence help or hinder a psychiatrist in com- 
munity mental health and in what ways? 
A one-page questionnaire was devised to 
explore this issue. It asked respondents to 
rate relevant factors in psychoanalytic 
training and experience as they relate to 
community mental health work. 


PROCEDURE 


A total of 71 graduates and candidates 
of psychoanalytic institutes were partici- 
pating in some phase of the Los Angeles 
County Mental Health Department’s pro- 
gram at the time! of this study. Most of 
these were primarily engaged in private 
practice, and spent a few hours or more a 
month providing mental health consulta- 
tion to staff members of public or private 
agencies as part of a county-wide consul- 


1 February, 1965. 


TABLE 1 
Psychiatrists in the Community Program of the Los Angeles County Mental Health Department 


on September 21, 1964 


i. CANDIDATES OF 
š fe PSYCHOANALYTIC 
PSYCHIATRISTS PSYCHOANALYSTS INSTITUTES 
Consultants 85 26 a 
Assistant consultants 5 
Administrators 17 6 1 
Clinicians 20 0 6 


Totals 127 


a 
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tation program operated by the depart- 
ment. 

A smaller number of psychoanalysts* 
were engaged primarily in community 
mental health work as consultants, clini- 
cians or administrators. The psychoanalytic 
status of the 71 psychoanalysts varied from 
junior candidate to graduate analyst with 
more than five years of postgraduate prac- 
tice of psychoanalysis. Some were on the 
faculties of psychoanalytic institutes. 

Of these 71 psychoanalysts to whom 
questionnaires were sent, 66 responded. 
Some respondents replied to all the ques- 
tions, while others left some items blank. 
One disqualified himself from most items 
on the grounds of having only minimal ex- 
posure to psychoanalytic training. This 
questionnaire was discarded from the sam- 
ple, leaving 65 on which most items were 
completed. These remaining 65 question- 
naires constitute the data for this report. 
They represent responses of more than 90 
percent of the psychoanalysts in the county 
mental health department's program of 
community mental health services. 


RESULTS 

Psychoanalytic seniority. Of the 64 re- 
spondents, who answered this item, 15 
(24 percent) had graduated from a psy- 
choanalytic institute more than five years 
preceding the study. Another 18 (28 per- 
cent) had graduated less than five years 
prior to the study. Twenty (31 percent ) 
were candidates who had been doing 
supervised psychoanalysis for at least two 
years. Four (6 percent) had been doing 
supervised psychoanalysis for less than two 
years and seven (11 percent) were can- 
didates who had not yet begun their su- 
pervised psychoanalytic work at the time 
of the study. a 

Community mental health role. Of the 
64 respondents who answered this item, 43 
(66 percent) worked as mental health con- 
sultants. Most of these spent from one and 
one-half to six hours a month in this ac- 
tivity, but a few had one-quarter or one- 
half time positions with the department. 
Eight (13 percent) worked full-time as 


s 
2For simplicity, both graduates and candi- 
dates will be referred to as psychoanalysts. 
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administrators and three (five percent) — 
worked full-time as clinicians. Another 
three (five percent) worked as both ad: 
ministrators and clinicians; three (five 
percent) were both administrators and ~ 
consultants; two (three percent) were — 
consultants and clinicians; and two (three 
percent) worked in all three roles. 

Effects of psychoanalysis and community 
mental health on each other. Respondents 
were asked to indicate how much psycho- 
analysis helped and how much it hindered 
their community mental health work ; and, 
conversely, how much community menta 
health work helped and how much it hin- 
dered their psychoanalytic work. 

In assessing the degree of helpfulness of 
psychoanalytic background to community — 
mental health work, 45 (70 percent) of 
the respondents to this item said it helped 
greatly. Another 12 (19 percent) said it 
helped moderately; six (nine percent) 
said it helped a little, and one (two per-  — 
cent) said it didn’t help at all. Graduates — 
tended to see their psychoanalytic training 
and experience as somewhat more help- 
ful in their community mental health work 


greatly. 
helped moderately; 24 (40 percent) saii 
it helped a little, and eight (13 percen 
felt it didn’t help at all. There were ni 
essential differences between responses 0 
graduates and candidates on this item, — 

The evidence is clear that this group of 
psychoanalysts saw community mental — 
health work as far less beneficial to psy- 
choanalytic work than psychoanalytic work 


as mutually beneficial to each other, mo! 
so than do other respondents. sr 
Only 35 respondents indicated the 
gree to which they felt psychoanalytic 
training and experience had hindered the 
community mental health work. None 
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psychoanalytic experience had been a great 
hindrance. One (three percent) felt it to 
be a moderate hindrance; nine (26 per- 
cent) felt it hindered a little and 25 (71 
percent) said it didn’t hinder at all. 

There were 39 respondents who indicated 
the degree to which they felt community 
mental health work hindered their psy- 
choanalytic work. None saw community 
mental health work as a great, or even a 
moderate, hindrance. Eight (21 percent) 
felt it hindered a little, and 31 (79 percent) 
said it didn’t hinder at all. It is our feeling 


‘that the failures to respond represented 


judgments of “none” because of the skew 


= of the actual answers in that direction, but 


we had no way of being certain enough 


_ to include these respondents in the “none” 
_ category. 


Factors in psychoanalysis which affect 


community mental health work, Respon- 
< dents were asked to list the three factors 
- in psychoanalytic training and experience 
= which they felt were most likely to be 
helpful in community mental health work. 


They were also asked to list the three 


_ factors in psychoanalytic training and ex- 


perience which they felt were most likely 
to be a hindrance in community mental 
health work, These responses were asked 
for in narrative form and were to be listed 


in order of decreasing importance: most 
helpful, next most helpful and third most 


helpful, and similarly for hindrances. 

In contrast to the quantification of help- 
fulness and hindrance discussed earlier 
in the paper, these narrative items were 
not to refer to the respondents’ own ex- 
perience. They were to be judgments of 
those aspects of psychoanalytic training 


and experience which might be expected 


to help or hinder community mental health 
work in general. That the respondents saw 
the items in this general sense seems to be 
substantiated by the fact that 16 of 25 re- 
spondents who said that their psychoana- 
lytic experience had not hindered their 
community mental health work neverthe- 
less listed ways in which psychoanalysis 
might be a hindrance in this narrative item. 

The authors reviewed the narrative re- 
sponses to these items and abstracted from 
them a set of categories into which the 
helpful and hindering responses could be 


a 


coded for purposes of analysis. The re- 
sponses to the “helpful” item appeared to 
be best classifiable into categories corres- 
ponding to the three elements of psycho- 
analytic training and experience: 1) the 
personal analysis; 2) clinical psychoana- 
lytic work; and 3) didactic learning. 

However, the responses to the “hin- 
drance” item did not appear to be classifia- 
ble into such categories. The best categories 
which could be found for these “hindrance” 
responses were: 1) limitations of a con- 
ceptual sort; 2) limitations in clinical ap- 
proach ; and 3) time limitations imposed by 
psychoanalytic training and experience. 
For both the “helpful” and “hindrance” 
items, categories were added for “other 
responses not classifiable in the major cate- 
gories” and “none.” Thus there were five 
helpful factors and five hindering ones. 

Each of the authors rated separately 
the narrative responses on each question- 
naire and coded each response. There 
were 390 responses (three helpful and 
three hindering for 65 respondents) which 
were coded by each rater. A reliability 
substudy revealed that the interrater agree- 
ment on the 390 responses was as shown 
in Table 2. 


TABLE 2 
Interrater Agreement on 390 Questionnaire Responses 


+ 
DEGREE OF AGREEMENT 
OR DISAGREEMENT 


PERCENT OF 


RESPONSES TOTAL 


Complete agreement (both sec- 
ondary raters agreed with 
primary rater) 

Partial agreement (one of sec- 
ondary raters agreed with 
primary rater) 

Conjoint disagreement (both sec- 
ondary raters disagreed with 
primary rater, but agreed with 
each other) 

Disjoint disagreement (secondary 
raters disagreed with primary 
rater and with each other) 3 1 


263 67 


89 23 


35 9 


The degree of agreement appeared high 
enough to justify the use of one set of 
ratings to represent all three, as well as 
to establish reasonable reliability of the 
coding categories. 

Clinical psychoanalytic experience was 
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listed most frequently as helpful in com- 
munity mental health work,’ compared 
with personal analysis and didactic learn- 
ing. However, if only the “most helpful” 
responses are examined, clinical experience 
and personal analysis are about the same. 
These relationships, incidentally, do not 
vary when responses are examined sepa- 
rately for the groups which found psy- 
choanalytic training and experience “great- 
ly,” “moderately,” “little” or “not at all” 
helpful in their community mental health 
work. 

The order of importance of the catego- 
ries does not change when responses are 
examined separately for groups with dif- 
fering levels of training and experience. 
Clinical experience is still most frequently 
listed. Graduates as well as candidates 
list personal analysis more often as a first 
choice than as a subsequent choice. If 
graduates are compared with candidates 
as to aggregate total of listings, graduates 
give clinical experience a greater preponder- 
ance over personal analysis than is true for 
candidates. This would be expected on the 
basis of the greater clinical experience of 
the graduates. 

However, when respondents are sepa- 
rated into groups of more finely varying 
seniority, an interesting fact is noted. The 
greatest preponderance of clinical experi- 
ence over personal analysis occurs in 
those who graduated from psychoanalytic 
institutes less than five years prior to the 
study. The next greatest preponderance oc- 
curs in candidates who have been doing 
psychoanalysis under supervision for 
more than two years. More junior candi- 
dates give about equal weight to the two 
categories, but those who graduated from 
psychoanalytic institutes more than five 
years prior to the study also give equal 
weight to the two categories. 

It would be tempting to speculate on 
the underlying meaning of these data, but 
the authors have no very satisfactory ex- 
planation for them. The greater similarity 
of the more senior analysts to the more 
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3More detailed data on this section of the 
paper are available on request : they have been 
deleted from the paper in the interest of sim- 


plicity. 


junior candidates may be a characteristic 


of the particular psychoanalysts in our 
sample or it may have a more meaningful 


explanation. A replication study with an- ~ 


other group of psychoanalysts who are 


involved in community mental health work 


in some other area of the country might 
throw some light on this issue. 

In all groups there was a tendency to 
mention personal psychoanalysis more fre- 
quently in the “most important” category 
than in the “next most important” or the 
“third most important” categories. This oc- 
curred in spite of the aggregate pre- 
ponderance of the clinical experience re- 
sponse in all groups. In other words, if a 
respondent listed personal analysis at all, 
he was more likely to assign it first im- 
portance. 

The reverse of this is true in the case of 
the didactic learning category. This was 
listed in the “third most helpful” category 
more often than in either of the other two. 
These relationships also do not vary when 
responses are examined according to psy- 
choanalytic seniority or according to the 
degree of helpfulness which the respondents 
felt their psychoanalytic training and experi- 
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ence had for their community mental health i 


work. 


and experience 


The most striking finding concerning pos- ~ 
sible hindrance of psychoanalytic training ~ 
in community mental — 


y 


health work is the preponderance of “none” 


responses. Seventeen respondents could 


think of no way in which psychoanalytic — 
training or experience might hinder com- ~ 
munity mental health work. Thirteen more — 


could think of only one way in which 
psychoanalytic training Or 


experience — 
could be a hindrance, and another seven 


could think of two ways, but not three. 


Only 27 out of 64 respondents could think 
of three ways in which psychoanalytic — 
training or experience might hinder com- 
munity mental health work. i 

Of all responses listed relating to hin- 
drances, conceptual limitation seemed more 
important to the respondents than did lim- — 
itation in clinical approach. This relative 
importance of conceptual limitation is even 
more striking in the case of the “most hin- 
dering” response. 

The study indicated a notable difference 
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_ between the responses to the “hindrance” 
item by those who felt that their psycho- 
analytic training and experience helped 
_ their community mental health work great- 
ly, and respondents who rated this help- 
i fulness as less than great. The “psycho- 

_analysis helped greatly” group had twice as 
_ high a percentage of “none” responses as 
3 the other group. The relative importance 
_ of the other factors was the same in both 
_ groups, if “none” responses were elimina- 
_ ted. Of the 17 respondents who could not 
think of a single way in which psycho- 
analytic training and experience might hin- 
der community mental health work, 16 
were in the “psychoanalysis helped great- 
_ly” group, and only one was in the other 
_ group. 

When responses to the “hindrance” item 
are related to psychoanalytic seniority of 
= respondents, we find that candidates 


have a higher proportion of “none” re- 
sponses than graduates, with those who 
_ graduated more than five years ago having 
_ the lowest proportion of “none” responses, 
_ CONCLUSIONS AND SUMMARY 
i Of a total of 321 graduates and can- 
_ didates of psychoanalytic institutes in Los 
4 Angeles County, 71 participate in the com- 
= munity mental health program of the Los 
_ Angeles County Department of Mental 
Health. The proportion of psychoanalytic 
_ graduates and candidates in the total psy- 
chiatric staff of the program is approxi- 
mately the same as the proportion of psy- 
_choanalytic graduates and candidates in 
the total psychiatric community. Thus, in 
this limited respect, the county’s program is 
representative of the total psychiatric com- 
munity. 

All of these 71 psychoanalytic graduates 
and candidates were sent a questionnaire 
on the relationship of psychoanalysis and 
community mental health. The data for 
this report come from responses of 65 of 
these 71 psychiatrists, ranging from junior 
candidate to training analyst. This 91 per- 
cent response to the questionnaire is felt 
to be ample to assure representative data. 

Analysis of the data indicates that the 
respondents as a whole felt their psycho- 
analytic training and experience to be very 
helpful to them in doing community mental 


health work. The graduates of psycho- 
analytic institutes rated their psychoanalytic 
work as slightly more helpful to their com- 
munity mental health work than did the 
candidates. Most (87 percent) of the re- 
spondents who answered this item felt that 
their community mental health work helped 
their psychoanalytic work, but the degree 
of this helpfulness was rated as much less 
than was the degree of helpfulness of 
psychoanalysis to community mental 
health work. The respondents felt that 
neither psychoanalysis nor community men- 
tal health work was much of a hindrance, 
one to the other. 

In ranking aspects of psychoanalytic 
training and experience which were help- 
ful in community mental health work, the 
respondents saw clinical experience in 
psychoanalysis as most helpful; personal 
analysis was seen as somewhat less impor- 
tant. 

When asked to indicate what factors in 
psychoanalytic training and experience 
might be hindrances to community mental 
health work, a considerable proportion of 
respondents could list nothing which they 
felt might be a hindrance. Of those who 
did list hindrances, the one most often 
listed was conceptual limitation ; limitation 
in clinical approach was seen as somewhat 
less important. Among those respondents 
who felt that their own psychoanalytic ex- 
posure had helped their community mental 
health work greatly, there was much great- 
er likelihood of “none” responses on the 
item asking for hindrance factors. How- 
ever, it seems striking that the most senior 
analysts had the smallest proportion of 
none” responses. 

Perhaps the most significant over-all con- 
clusion to be drawn from this study is a 
negative one. Community mental health 
work is largely involved with short-term 
and clinically superficial approaches to 
large numbers of socioeconomically dis- 
advantaged people. This is diametrically 
Opposite to the clinical direction of 
psychoanalysis, Psychoanalysis is largely 
directed to intensive and long-term ap- 
proaches to small numbers of socioeco- 
nomically advantaged people. For this rea- 
son it may easily be assumed that psycho- 
analysis would be underrepresented in 
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A SEVEN-YEAR FOLLOW-UP STUDY OF PATIENTS IN A 
GENERAL HOSPITAL PSYCHIATRIC SERVICE 


ARNOLD D. BUCOVE, M.D. ann LAWRENCE I. LEVITT, M.D. 


The practice of psychiatry has changed 
radically in the past 15 years with the 
introduction of the ataractic drugs in 1954 
and the antidepressant drugs in 1957. Ad- 
ministrative psychiatry has changed as 
well, with the growth of community-based 
treatment of the severely mentally ill 
which utilizes day hospitals, night hos- 
pitals and intensive care psychiatric units 
in general hospitals. 

Since it is an axiom of clinical therapeu- 
tics that a treatment is only as good as its 
results, follow-up studies are essential to 
evaluate treatment techniques. Unfortu- 
nately, in contrast to the numerous follow- 
up studies on the psychotropic agents, 
there is a paucity of such studies in 
administrative psychiatry. Several follow- 
up studies have recently appeared on a 
state hospital system(4) and on private 
psychiatric hospitals(5, 6), but we have 
been unable to find such studies from the 
acute care psychiatric units in general 
hospitals. 

We realize it is difficult, if not impossible, 
to compare the relative effectiveness of 
such different types of hospitalization as 


This study was conducted from the Department 
of Psychiatry, St. Luke’s Hospital, New York, 
N. Y. Dr. Bucove is now on military duty; his 
address is Box 6065, 36 Tactical Hospital, APO 
New York 09132. 

This study was financed by a research grant 
from St. Luke’s Hospital. 

The authors wish to acknowledge the valuable 
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M.D., Director of Psychiatry, and Benjamin H. 
Balser, M.D., Director of Research and Training, 
Department of Psychiatry, St. Luke’s Hospital. 
They also acknowledge the suggestions and 
criticism of Emily Mumford, Ph.D., Consultant 
in Sociology to the Department of Psychiatry. 
Mrs. Linda Bucove and Miss Jennifer Marks 
served as research associates on this study. 
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state institutions, private psychiatric hos- 
pitals and others by a single follow-up 
study. The wide variety of patients, their 
dissimilar socioeconomic statuses and the 
differing treatment goals sought by various 
institutions are but a few of the factors 
underlying the difficulties of making such 
comparisons. 

Since a major follow-up study would 
require large amounts of time and money, 
it seemed essential to test out techniques 
and arrive at preliminary results on a 
limited scale. We have, therefore, inves- 
tigated the postdischarge course of patients 
admitted to the psychiatric unit of St. 
Luke’s Hospital from July 1, 1957 to June 
30, 1958. This study is explorative and 
qualitative, designed as much to inves- 
tigate the problems faced in planning 
follow-up studies as to show actual follow- 
up results. 

St. Luke’s Hospital, a 599-bed general 
medical, surgical hospital affiliated with 
Columbia University College of Physicians 
and Surgeons, is located in the Morning- 
side Heights area of New York City. The 
surrounding neighborhood is marked by 
the main Columbia University campus and 
other educational institutions with many 
thousands of students and teachers. St. 
Luke’s is responsible for the health of the 
Columbia University community. 

The remainder of the community con- 
sists mainly of lower-middle-class and 
lower-class residential areas, containing 
numerous dilapidated, single-room oc- 
cupancy houses. About five percent of the 
area receives financial assistance from the 
New York City Department of Welfare(2). 
All ethnic groups are represented: about 
38 percent of the inhabitants are Negroes 
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and Puerto Ricans(2). It should also be 
noted that many of our psychiatric in- 
patients are middle-class and upper-class 
private patients of our attending staff from 
the greater New York metropolitan area. 

The psychiatric inpatient unit was estab- 
lished in 1955 and consisted in 1957-58 of 
29 beds arranged in one-, two- and four- 
bed rooms. The modern design and decor 
de-emphasize the hospital atmosphere. Al- 
though the unit is locked, there is free 
access within it except for a small seclusion 
area for disturbed patients. All major forms 
of somatic therapies are employed; in 
addition, almost all patients receive some 
form of psychotherapy, ranging from brief 
supportive psychotherapy to psychoanalyt- 
ically oriented sessions several times a 
week. 

The psychiatric staff provides consulta- 
tion services for the other services of the 
hospital. When necessary, patients from 
the other services are transferred to the 
psychiatric unit and handled conjointly by 
the psychiatric service and the other ser- 
vices concerned. There is a well equipped 
occupational therapy department. There 
is a fully approved three-year residency 
training program and residents handle all 
ward cases under supervision of the attend- 
ing staff, The director of the unit has 
established a 60 percent private to 40 per- 
cent ward patient ratio. i 

The psychiatric unit at St. Luke’s was 
described in detail in a paper read before 
the American Psychiatric Association in 
1961(3). 

FOLLOW-UP PROCEDURE 

In reviewing the case records of the 378 
patients admitted to our psychiatric unit 
between July 1, 1957 and June 30, 1958, 
we became aware at once of the frequently 
sketchy nature of the histories, progress 
reports and other notations recorded there. 
It was often impossible to reconstruct an 
accurate picture of the patient’s condition. 
The nature of some of the diagnostic 
labels used, e.g, “latent schizophrenia,” 
“hysteria with disconnected behavior,” etc., 
made it necessary to lump several differ- 
ent descriptions into rather arbitrary cate- 
gories. Thus, all diagnoses of depressive 
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conditions were labeled “depressions,” 
without distinguishing between neurotic a4 
and psychotic depressive reactions, Or 
acute and chronic conditions. 

In general, we tried to follow the outline 
provided by the American Psychiatric 
Associations Diagnostic and Statistical 
Manual of Mental Disorders(1). At times, 
by comparing the diagnoses with the 
clinical material in the case records, we 
felt that the diagnoses had been modified, 
presumably to “protect the patient ;” thus, 
what appeared to be an acute schizo- 
phrenic episode in the case record was 
sometimes listed as “anxiety reaction.” 
Consequently, conclusions of any follow- 
up study as a function of diagnoses are 
limited. 

Initially, letters requesting interviews 
were sent to those 338 of the 378 patients 
living within the greater New York metro- 
politan area. The latest addresses listed in 
the St. Luke’s Hospital chart were used. 
(Although several patients were readmit- 
ted to the unit during the study year, we 
arbitrarily restricted our data to the first 
admission only.) Forty-four percent of 
these letters were returned undeliverable. 
There was some form of written or tele- 
phone response to 17 percent of the letters 
sent, either from the patients or their — 
families. 

The task of trying to reach the remaining 
patients and to interview them was long 
and arduous, In most cases repeated phone 
calls and letters were necessary. Relatives 
and friends listed in the chart were asked 
for more recent addresses. The psychia- 
trists of the private patients were ques- 
tioned to obtain addresses, but this resulted — 
in little additional information. Mail © 
questionnaires were sent to out-of-town 
patients and other patients or families who 
could not or would not participate in 
personal or telephone interviews. We re- — 
ceived from the New York Department of 
Mental Hygiene the records of all New — 
York psychiatric hospitalizations for all the - 
uninterviewed patients, the great majority 
of whom were New York State residents. 

Finally, psychiatrists of the St. Luke's - 
staff were interviewed for their current 
appraisal of those patients of whom they — 
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Survey of Total Patient Population 


Living follow-up group 
Patients interviewed in person by the authors 
Mail questionnaires 
Telephone interviews 
Telephone interviews with family members 
Status provided by private psychiatrists 
Status provided by N.Y. Dept. Mental Hygiene 
Interviews with family members 
Patient interviews by research associate 


Deaths 
Deaths due to natural causes 


Suicides 


Patients refusing to cooperate 
Patients not reached 


_ had knowledge, but for whom we did not 
have either interviews or mail question- 
naires. Table 1 illustrates the various 


methods by which information was ob- 


~ tained. 


_ The questionnaires contained 42 items, 
including inquiries into the following : 


_ current psychiatric treatment, current med- 
_ ication, all subsequent hospitalizations, 
_ employment history, number of social con- 


tacts, organizational memberships and 
activities, legal difficulties, suggestions on 
improving the psychiatric unit and a 
judgment by the patient on the effect of 
the hospitalization on his own experience, 
The interviews were based on the ques- 
tionnaires, and as many as possible were 
conducted by the authors. Telephone in- 
terviews and two interviews with patients 
were obtained by two carefully supervised 
lay research associates, 

We obtained follow-up information on 
46 percent of the total patient population 
of 378. This comprised an extensive evalu- 
ation of current adaptation on 33 percent 
of the patients and reports of death by 
the patient’s family or doctor on the other 
13 percent. Of the latter, 24 patients died 
most likely due to natural causes, eight 
most likely by suicide and 17 due to un- 
known causes. 


NUMBER PERCENT 
48 
27 
7 
3 
19 
15 
4 
2 
Total a 125 33 
24 
8 
17 
Total ram 49 13 
45 12 
159 42 
Total 378 100 


Twelve percent of the total patient 
group either refused to cooperate or family 
intervention precluded our reaching them. 
For the most part, they appeared to be 
patients or families who considered the 
hospitalization a painful experience they 
wanted to forget, as well as patients who 
considered themselves “well” and who also 
wanted to “forget” their past illnesses. We 
were unable, during the nine months of 
study, to establish any contact whatsoever 
with 42 percent of the total patient popu- 
lation. 


DEATHS AND SUICIDES 


The only quantitative statements we can 
make from our findings are comments re- 
garding minimum death and suicide rates 
for the total patient population (see Table 
2). Since we managed to obtain follow-up 
information on only 46 percent of the total 
patient population, the rates we have com- 
puted necessarily represent absolute min- 
imum rates. We cannot estimate the 
number of deaths and suicides among the 
remaining 54 percent of the total patient 
population that we were unable to include 
in our study after repeated efforts. The 
minimum death rate for our patients ad- 
mitted at ages 30 to 49 years is roughly 

times greater than that of the U.S. 
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TABLE 2 
Death and Suicide in the Patient Population by Age Distribution 


AGE AT ADMISSION 


20-29 30-39 40-49 50-59 60-69 70-79 

Deaths due to natural 

causes 1 3 6 5 7 
Deaths due to suicide 1 5 2 
Deaths due to unknown 

causes 3 4 1 4 2 
Total patient population 80 64 75 72 43 18 
Percent of patient 

population known dead 1.25 6.26 16.0 12.5 20.9 50.0 
Known dead expressed as 

mortality rate per 1000 12.5 62.6 160.0 125.0 200.9 500,0 
U, S. mortality rates 

per 1000 in 1962, ay 

extrapolated for 10.01 19.39 21.00 48.72 54.30 111.37 

seven years * (age 30) (age 39) (age 40) (age 49) (age 50) (age 59) 


* See reference 7. 


population as a whole.’ The very high 
death rate is probably too large to be ex- 
plained by deaths not known by us to be 
suicides. The high death rate among hos- 
pitalized psychiatric patients is known to 
life insurance companies, but it needs 
further investigation. 

From four of the psychiatrists on the 
St. Luke’s staff and from a daughter of one 
of the patients, we learned that eight 
patients most likely died by suicide. It may 
well be that other patients reported dead 
had died by suicide. However, eight sui- 
cides out of a patient population of 378 
represents a minimum suicide rate of 2.12 
percent which is about 287 times the sui- 
cide rate for a seven-year period of the 
U.S. population as a whole(7). 

Three of the patients who are known 


1 We faced two major obstacles in evaluating 
our death rates. A comparable sample group is 
unobtainable. Our total patient population repre- 
sents an urban group with a somewhat higher 
component of nonwhites giving a bias to a higher 
expected death rate than the total U.S. popula- 
tion, but a 72 percent majority of females in our 
population would tend to give a bias toward a 
lower expected death rate. Furthermore, the 
death rates furnished represent an annual death 
rate for a one-year age group, but our own 
figures are based on a ten-year age range over a 
seven-year period. Although mortality rates in- 
crease with age, we have multiplied the U.S. 
mortality rates times seven to give the reader a 
Tough comparison of our figures with those of 
the Bureau of the Census(7). 


suicides were diagnosed as barbiturate — 
addicts, although only two of them had ~ 
shown evidence of overdosage or suicidal 
ideation, according to their charts. Two 
were felt to be psychoneurotic “anxiety 
states” of a chronic nature; no evidence 
of suicidal ideation or gestures appeared | 
in their case records. Two were diagnosed ~ 
as chronic schizophrenics,? both of whom — 
had histories of depressive symptoms and 
suicidal ideation. The last subject was felt 
to be frankly depressed and was admitted — 
following a suicide attempt. She left the 
hospital against medical advice several i 
days after admission, refusing further — 
treatment. BY. 
What is most striking about these pa- 
tients is their pattern of illness, With the — 
exception of one (the last patient men- 
tioned above), all had had repeated — 
hospitalizations, usually at St. Luke's as 
well as at other hospitals, over a period 
of several years. Thus, they were chroni- 
cally ill people, who had undoubtedly often 
wrestled with the problem of suicide 
(probably even when there was no men- = 


2 About two months after the cut-off date for — 
information intake, one of the patients now 
cluded in our “chronically disabled group com: 
mitted suicide while a patient elsewhere. The 
patient was a 30-year old schizophrenic r 
who had seven psychiatric hospitalizations su 
sequent to her admission in the 1957-58 study 


period. 
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tion of it in the case records). Most of 
them had been under psychiatric care for 
long periods of time as well. 

Unfortunately, we were unable to get 
information on the precise method and 
circumstances of the actual act of suicide. 
This information might have given clues 
to the “breaking points” of these individ- 
uals : why they had been able to encounter 
and resist suicidal impulses many times in 
the past and how, if at all, the final attempt 
or circumstance was different from those 
in the past. 


_ THE FOLLOW-UP GROUP 


We have extensive follow-up informa- 
tion on 35 percent of the total patient 
population. Various biases are present in 
this follow-up group of 133 patients (125 
patients in the living follow-up group and 
eight suicides). The 34 patients whose 
follow-up information was provided either 
by their private psychiatrists or by the New 
York Department of Mental Hygiene proba- 
bly represent a bias toward a relatively 
poor postdischarge adaptation in that they 
have either been in psychiatric treatment 
during the past seven years or have been 
rehospitalized during this time. 

The 48 patients interviewed by the 
authors appeared to feel that their hospi- 
talizations were removals from stressful or 
dangerous situations. There was rarely any 
mention of the doctors per se and only a 
few mentioned the somatic treatments, 
such as electroshock or medications, They 
were thankful to be with people in similar 
circumstances, and some found reas- 
surance in being with people sicker than 
they. Many expressed appreciation for the 
kindness and attention of staff members, 
particularly the nurses. In short, the pa- 
tients generally recalled hospitalization as 
a “spa-like” situation that enabled them 
to recuperate from a temporary condition, 

In contrast to this were the attitudes of 
many “uncooperative” patients mentioned 
above who apparently saw their hospital- 
izations as painful or dangerous situations 
and refused even to discuss them with the 
interviewer. This has possibly introduced 
a bias toward a better postdischarge 
adaptation in the follow-up group than in 
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the total patient population. Patients with 
positive memories of hospitalization at St, 
Luke's seemed most disposed to cooperate 
with our follow-up research. However, it 
is difficult to assess the bias imposed by 
those “uncooperative” patients who saw 
themselves as “well” and wanted “to for- 
get” their hospitalizations. 

The age distribution of the follow-up 
group corresponds fairly closely to that of 
the total patient population with some dis- 
crepancies : there were seven percent more 
patients in the follow-up group between 
40 and 50 years than in the total patient 
population, and three percent fewer be- 
tween 30 and 40 than in the original group. 
The age range of the total patient popula- 
tion was between 15 and 94 with a fairly 
even distribution of ages between 20 to 
60, with fewer numbers at each end of the 
scale. There is an almost three to one pre- 
ponderance of females in both the original 
and follow-up groups. 

A somewhat higher percentage of pri- 
vate patients (66 percent to 60 percent) 
is found in the follow-up group. This latter 
bias could have happened by chance or 
perhaps because some of our information 
was derived from the comments of private 
psychiatrists about their private patients, 
some of whom were still in treatment. 
Such .information could not be obtained 
about the ward patients, 

With respect to diagnosis, 35 percent of 
the follow-up group were diagnosed as 
depressions as against 34 percent of the 
original patient population. Similarly, 32 
percent of the follow-up group were felt 
to be schizophrenic reactions compared 
with 29 percent of the total patient popu- 
lation, while ten percent of both groups 
were diagnosed as psychoneurotic. 


POSTHOSPITAL ADAPTATION 

Trends in the posthospital adaptations 
of the 133 patients in the follow-up group 
emerged. Thirty-eight percent appear to 
have made a “satisfactory recovery” from 
their illness, They have made a good social 
adaptation, are without serious symptom- 
atology and describe themselves as happy: 
They work at an appropriate job or per- 
form the duties of a housewife and appear 
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to get along reasonably well with their 
families. None has been hospitalized for 
psychiatric reasons in the last four years. 

Of this “recovery group,” two-fifths ap- 
pear to have experienced their illnesses or 
situations requiring hospitalization as 
something which came “out of the blue,” 
and which disappeared after an average 
hospitalization of 17 days (range 1-91 
days), None of these patients required 
psychiatric rehospitalization. For example, 
one patient became psychotic within 24 
hours after learning that she required a 
hysterectomy, was discharged as asymp- 
tomatic within two weeks and has had no 
symptoms in the past seven years. 

Almost two-fifths the “recovery 
group” were patients hospitalized for an 
average of 27 days (range 3-88 days) for 
depressions. Most of these patients re- 
covered quickly and have subsequently 
been asymptomatic, but a few have since 
required a single short rehospitalization 
for depression, Slightly more than one-fifth 
of the “recovery group” had an acute ill- 
ness, were disabled usually for no more 
than one year, but in no case for more than 
four years, and have been without serious 
symptoms for the last three years. 

Twenty-two percent of the follow-up 
group have made a “partial recovery.” 
Eleven of these have had usually more 
than one psychotic disorganization or 
severe depression since 1958, but have 
functioned between hospitalizations and 
are currently integrated. These patients 
appear to have a precarious grip on their 
adjustments. For example, one patient in- 
terviewed in person appeared quite well, 
was psychotic two weeks later and re- 
covered after ten days of hospitalization. 
The remaining 18 patients from this group 
recovered from the acute phase of their 
illness, but continue to suffer the’ burden 
of severe neurotic symptoms, and eight 
required single short rehospitalizations. 
However, the “partial recovery group” has 
carried on with vocational or household 
responsibilities and appear to derive some 
pleasure from life. 

Thirty-four percent of the follow-up 
group still suffer severe and disabling 
illnesses (“chronically disabled group”). 


Four of these 45 patients have required 
no subsequent rehospitalization, but ap- 
peared to have maintained a borderline 
existence with family support. Others have 
had frequent psychiatric hospitalizations 
with intervening existence as ambulatory 
psychiatric invalids. An extreme example 
is a schizophrenic female with 11 psy- 
chiatric hospitalizations in St. Luke’s 
following her 1958 admission, who main- 
tains a borderline state between hospital- 
izations, 

The remaining “disabled” patients have 
currently been in psychiatric hospitals for 
the past nine months or more, or have been 
in and out of psychiatric hospitals for 
many months since their discharge from 
St. Luke’s Hospital in 1958. One middle- 
aged schizophrenic male has been in a 
state hospital since his discharge in 1958. 

Of the follow-up group, then, 59 percent 
had at least one psychiatric hospitalization 
subsequent to their discharge in our 1957- 
58 study year and six percent committed 
suicide. 

Bearing in mind the limits of our sample, 
we now turn to some relationships between 
diagnoses and posthospital adaptations. Of 
our follow-up group diagnosed: as depres- 
sions, 83 percent attained at least a “partial 
recovery” from their illness. Only 44 per- 
cent of those diagnosed as schizophrenic ` 
reactions and 57 percent of those diagnosed 
as psychoneurotic reactions achieved at — 
least a “partial recovery.” 

Thus it would seem that people our 
staff diagnosed as depressives did con- 
siderably better on our unit than did 
patients who were diagnosed as schizo- — 
phrenics or psychoneurotics. Aside from 
possible bias of diagnosis and sampling, ~ 
how can we account for this finding? Two 
possibilities suggest themselves. 1) De- — 
pressions are characterized by self-limited, ` 
isolated attacks occurring between periods — 
of good functioning; in contrast, schizo- | 
phrenic reactions and psychoneurotic re- 
actions are essentially chronic disturbances — 
of character. 2) Depressions (at least those — 
of the psychotic variety) often respond — 
readily and dramatically to electroshock ~ 
treatments and are thus well suited for — 
acute care in intensive treatment units. ; 
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About half the patients in the “satis- 
factory recovery” group were diagnosed 
as depressions, as were slightly more than 
half the patients in the “partial recovery” 
group. Such persons can lead useful lives 
relatively unhampered by symptoms, ex- 
cept, of course, during recurrences. Almost 
half of the “disabled” patients were diag- 
nosed as schizophrenics; this does not 
differ greatly from others’ findings (6). 

The average length of stay of the total 
patient population was 18 days, with a 
range from one hour to 123 days. We 
could find no relationship between the 
length of hospital stay and posthospital 
adaptations, We recognize, however, that 
this does not necessarily mean that the 
amount of time spent in the hospital is 
irrelevant to the nature of the posthospital 
adaptation. 

Similarly, the reported condition of the 
patient on discharge did not appear to be 
related to any trends of posthospital ad- 
justment. 


SUMMARY AND CONCLUSIONS 


In this study, we inyestigated the prob- 
lems associated with a follow-up study of 
mentally ill patients in a general hospital. 
We attempted to interview, either in per- 
son or through mail questionnaires, 378 
patients admitted to the St. Luke’s Hos- 
pital short-term, intensive care, inpatient 
psychiatric service between July 1, 1957 
and June 30, 1958. We obtained follow-up 
information on 46 percent of the total 
patient population, of which 13 percent 
were dead (eight from suicide). Twelve 
percent of the total patient population 
were reached but refused to cooperate 
with the interviewers and 42 percent 
could not be found. 

A major problem centered around the 
difficult and time-consuming task of locat- 
ing the patients. Had more time been 
available, a larger follow-up group would 
have been the probable result. Two ad- 
ministrative steps came to mind which 
would facilitate this essential job. 

1. Students and transients (people taken 
to the hospital from hotels, for example) 
should have their permanent addresses on 
file in the department. Addresses of at 


$, 


least one relative or friend of all patients 


should also be on file. While this informa- 
tion has been requested in the past, it has 
not always been obtained. Furthermore, 
care should be taken to spell names, ad- 
dresses and phone numbers correctly, 

2. An annual questionnaire similar to, 
if perhaps not as detailed as, the one used 
in this study, containing spaces for record- 
ing current address, vocational and mental 
status and recurrences of psychiatric illness 
and/or hospitalization, should be mailed 
to all discharged patients. This should be 
built into the administration of the unit 
and sent out routinely by the secretarial 
staff. 
The nature of the diagnoses encountered 
in the case records and their lack of 
uniformity led to serious difficulties in 
forming an accurate picture of the patient 
who was hospitalized. The sketchy nature 
of the case records themselves contributed 
to an imprecise description of the patient's 
illness. As mentioned above, we feel the 
diagnoses with which the patients are 
labeled should be those approved by the 
American Psychiatric Association. The 
temptation to modify diagnoses to “pro- 
tect” patients should be weighed against 
the necessity for accurate information for 
future research needs. 

Several trends were discerned concern- 
ing the posthospital adaptations made by 
our patients. Our findings corresponded 
with our clinical judgment that units of 
the type under discussion should have a 
priority system for admissions. This would 
mean that those individuals with a max- 
imum chance of symptom amelioration in 
a short period of time using intensive and 
predominately physical techniques should 
be considered first for the available bed 
space. This would favor the acute brain 
syndromes, the depressive reactions, 
schizophrenic reactions of acute onset or 
acute exacerbation, and would tend to 
exclude chronic schizophrenics, severe per- 
sonality disturbances, addictions and 
chronic organic conditions, Such selection 
would permit more effective use of the 
Noh types of treatment facilities avail- 
able. 


High death and suicide rates were ex- 
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pected and found. Since suicide represents 
an ultimate in treatment failure, we would 
like much more information about the 
nature and circumstances of these deaths. 
Further investigation might very well 
uncover the “signals” those patients who 
committed suicide may have been sending. 

As stated above, this study was designed 
in part to investigate the problems that a 
more extensive follow-up study would 
face. It is certainly hoped that such a 
study will be undertaken. Only by these 
means will the advantages and limitations 
of psychiatric care within a general hos- 
pital become known. 
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A TWO-YEAR FOLLOW-UP EVALUATION OF ACUTE PSYCHOTIC 
PATIENTS TREATED IN A DAY HOSPITAL 


JACK F. WILDER, M.D., GILBERT LEVIN, Pu.D. 
anv ISRAEL ZWERLING, M.D., Pu.D. 


Research into the efficacy of part-time 
hospitalization has not kept pace with its 
expanded use. In an earlier study Zwerling 
and Wilder(1) presented data on 189 pa- 
tients admitted to the day hospital com- 
pared with a group of 189 patients ad- 
mitted to the inpatient wards of the same 
general hospital and answered the ques- 
tion: Given the range of patients in a 
community who require emergency psy- 
chiatric hospitalization, how many in which 
diagnostic categories can be treated in such 
a modality ? This paper reports a follow-up 
study which examines the fate of these two 
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groups of patients 24 months after their 
initial contact with the hospital. 

The subjects were an unselected group of 
acute psychiatric admissions to the Bronx 
Municipal Hospital Center who were as- 
signed at random to the two treatment 


conditions. Each patient was seen in the Š 


emergency room, and the decision to ad- 
mit was made by the admitting doctor 
without knowing whether the patient was 
destined for inpatient or day hospital care. — 
Only after the decision to admit—and only © 
the most severely ill are admitted to a — 
city hospital—was a patient assigned ran- 
domly to one of the two groups. i 

A statistical comparison of the two sam- 
ples revealed no significant difference be- | 
tween them with respect to sex, age, race, — 
religion, marital status and diagnosis. 


THE SETTING 
The two treatment modalities differ in ~ 


more than time schedule: a 9:00 a.m. to | 
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FOLLOW-UP STUDIES 


4:00 p.m. weekday day program yersus a 
_ 24-hour inpatient service. The day hos- 
pital is located in a three-story public health 
_ Center on a quiet residential street, approx- 
imately a mile from the huge medical 
school-municipal hospital complex, which 
houses the inpatient service. The day hos- 
pital has a census of 25 to 30 men and 
women over age 18; the inpatient ser- 
vice of four wards has a total census of 100. 
The staffs of both services are comparable 
in training and experience. Both services 
prescribe drugs and somatic treatment 
when indicated. 

Day hospital therapy is planned at three 
levels : individual, family and group. Psy- 
chiatric residents see their patients indi- 
vidually a minimum of twice each week 
and see them together with the family at 
least once each week. A social worker, 
_ usually with the treating doctor, makes an 
evening home visit during the first two 
weeks of hospitalization. 

Perhaps the most distinctive aspect of 
the therapeutic regimen of the day hospital 
is that it reflects the utilization of group 
_ Processes for treatment. Patients are as- 
_ signed upon admission to one of three ac- 
_ tivity groups of 8 to 10 patients. Each 

= group has a group doctor, a nurse acting 
as activity leader and an aide—all wearing 
ordinary street clothes. Small group co- 
hesiveness is further fostered by one-hour 
_ Morning group discussions and a moderate- 
ly structured daily group activity program. 
A “therapeutic community” orientation is 
fostered by weekly community meetings 
and a patient government. 
À The optimal discharge point for the day 
_ hospital patients is often uncertain. Early 
_ in treatment, the patients “look well,” travel 
_ by themselves and assume increasing re- 
_ sponsibilities at home. On the other hand, 
the intensive contact with family mem- 
bers leads to a staff commitment to each 
patient. The stated maximum stay, two 
months, quickly becomes the expected 
length of hospitalization for both patients 
and staff. The day hospital is backed up 
by the inpatient service. Based upon the 
doctor’s clinical judgment of the risk of 
harm to himself or to others, a patient may 
be boarded for a night, weekend or for a 


few nights on the inpatient service. 
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Unlike the day hospital, the inpatient 
service is subjected to a tremendous pres- 
sure of admissions and the attendant dis- 
positional problems. Many patients are 
quickly discharged back into the communi- 
ty and at least one-third are transferred 
to the state hospitals. Patients who are kept 
for longer treatment are usually seen in 
individual therapy; there is little family 
or group treatment. Although there are 
weekly ward meetings, scheduled activi- | 
ties are less frequent and tend to be along” 
the more traditional occupational therapy 
and recreational therapy models. At the - 
discretion of the treating doctor, patients 
can receive 24- and 48-hour passes. Dis- 
charge criteria vary with current adminis- 
trative pressures. 

The over-all results of the earlier applica- 
bility study may be summarized as fol- 
lows. Approximately two-thirds of all pa- 
tients in the study requiring hospitalization 
were “accepted” by the day hospital. One 
half of the “rejected” patients suffered from 
acute or chronic brain syndromes. At least 
75 percent of every nonorganic diagnostic 
category was “accepted.” Three-fifths of pa- 
tients accepted for day hospital treatment 
were treated with no 24-hour boarding. 
When boarding occurred, it was usually 
brief and during the first two weeks of hos- 
pitalization. The findings of the applicabil- 
ity study demonstrate that the day hospital 
is a feasible modality for the treatment of 
acute mental illness. 

The authors made three important de- 
cisions regarding the treatment of data in 
the two-year follow-up study, 

l. The data from all patients in both 
groups with the diagnosis of acute or 
chronic brain syndrome would be pooled < 
and treated as a separate subgroup. This 
was necéssary because 90 percent of such 
patients in the day hospital sample had to 
be “rejected,” that is, were never physically 
in the day hospital. 

2. All patients assigned to the day hos- 
pital with diagnoses other than organic 
brain syndrome would be considered as 
day hospital patients whether they were 
accepted” or “rejected” by the day hos- 
pital. The authors were interested in assess- 
ing the effectiveness of the availability of a 
day hospital to a population of acute non- 
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organic psychiatric admissions. Treating the 
day hospital “acceptances” and “rejections” 
all as day hospital patients prevents any 
selective biasing of the follow-up data in 
favor of the day hospital. 

3. Since the duration of the initial hos- 
pitalization varied between the two ser- 
vices, the follow-up date was two years 
after admission to the project hospitaliza- 
tion, not after discharge. 


PROCEDURE 


An interview appointment was arranged 
by a trained research assistant to be held 
in either the project offices or the patient's 
home. The full interview schedule was ad- 
ministered, where possible, to the patient 
and to one other member of the family. 
The schedule was a highly structured de- 
vice, which resembled in form a public 
opinion or market survey questionnaire. 
There were, in all, three parts to the in- 
terview. 

First, the patient and family member 
were seen together and asked a series of 
factual questions about the patient's and 
family’s behavior since discharge, including 
household and living arrangements, out- 
patient treatment, additional inpatient treat- 
ment, family adjustment, work adjustment, 
social adjustment and attitudes toward 
mental illness and toward the previous 
hospitalization under study. Where ‘rehos- 
pitalization occurred, information was ob- 
tained as to when the patient had begun to 
decompensate, when hospitalization was 
considered by the family and for what rea- 
sons and the attitudes of patient and fam- 
ily toward rehospitalization. 

Next, patient and family member were 
seen separately and were asked to assess 
the patient's level of functioning on each of 
a number of dimensions, including psy- 
chiatric status, family adjustment, sexual 
adjustment, work adjustment, adjustment 
with children, housekeeping adjustment, so- 
cial adjustment and appearance adjustment. 

At the end of the interview, patient and 
family were brought together again and 
were asked a set of open-ended questions 
to elicit their attitudes about their hospital 
experience. 

In most cases, the follow-up interview 
was completed within two weeks of the 
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scheduled follow-up date and nearly all 
respondents were seen within five weeks of 3 
the scheduled date. Data were collected ` 
for 92 percent of the patients. 1 


RESULTS 


In this preliminary report we can present 
only some of the highlights. 

In and out of the hospital. The one strik- 
ing finding in the group of patients with 
the diagnosis of organic brain syndrome 
was that 50 percent of the patients with — 
chronic brain syndromes were dead on 
follow-up. 

The following were the results for the 
nonorganic patients. Regarding the after- 
care they received, there was no difference 
between the two groups in the number of 
postdischarge mental health contacts with 
hospital staff, private professionals, clergy 
or public agencies. One-third had no con- 
tacts; one-half had five or less, The mean 
number of contacts with all sources was 
about 15 visits. However, 80 percent of the 


inpatient service patients were discharged 
on medication compared to only 60 percent 
of the day hospital patients. : 
Two years after admission, 85 percent of 
the day hospital group and 81 percent of 
the inpatient group were residing in the ; 
community. As seen in Table 1 only a few i 
TABLE 1 , 
Rehospitalization Outcome of Nonorganic Patients t 
PERCENT J 
DAY INPATIENT 
OUTCOME HOSPITAL SERVICE 
N= 138 N=138 
Never discharged from 
hospital system 4 6 
Discharged and rehospitalized 
at least once 40 45 
Discharged and not rehospitalized 55 48 
Discharged and rehospitalization 
information not known — 1 
Died during project hospitalization 1 — 
Total 100 100 


patients never left the hospital system. 
These figures reflect in part the growing 
trend toward shorter but frequent hospital- 
izations. Almost half of the discharged pa- — 
tients were rehospitalized at least once; 
two out of five of those patients requiring 
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rehospitalization were rehospitalized more 
than once. There was no significant differ- 
ence in rehospitalization outcome between 
the two treatment services. 

For hospitalization duration calculations 
summarized in Table 2, the day hospital’s 


TABLE 2 
Hospitalization and Rehospitalization Durations and 
Intervals (Median Days *) 
=I 
DAY INPATIENT 
HOSPITAL SERVICE 


Project hospitalization duration 
Day hospital N= 138 
Inpatient service N = 138 

Interval between project dis- 

charge and (first) readmission 
Day hospital N=56 
Inpatient service N= 61 
Interval between project admis- 
sion and (first) readmission 
Day hospital N=56 
Inpatient service N= 61 
Cumulative rehospitalized days 
during the two-year period 
Day hospital N= 56 
Inpatient service N= 61 
Cumulative hospitalized days 
during the two-year period 
Day hospital N= 137 
Inpatient service N = 135 


57 20** 


271 162 ** 


318 247 


113 74 


78 64 


“All durations are charted as medians since the variability 
of duration indices in our sample was so great as to rule 
out the mean as a reliable parameter. 

** The difference between the day hospital and the inpatient 
service is significant at p<.01. 


hospitalization week (five seven-hour days) 
was treated numerically as seven full cal- 
endar days of hospitalization, The median 
inpatient project hospitalization was signif- 
icantly briefer than that of the day hos- 
pital; that is, three weeks versus eight 
weeks. Where readmission occurred, the 
interval between discharge and first read- 
mission was significantly longer for the 
day hospital patients. 

The briefer period of project hospitaliza- 
tion treatment may account in part for the 
earlier readmission in the inpatient ser- 
vice; or the earlier readmission in the in- 
patient service may reflect greater mo- 
mentum achieved by the day hospital 
patients who had continued to reside in 
the community during treatment. The dif- 
ferences in median rehospitalization days 


FOLLOW-UP STUDIES 


and total days in the hospital during the | 


two years are not significant. Despite a 


difference in duration of project hospital- 
ization, both groups have comparable 
cumulative hospitalization durations. Fur- 
thermore, the Zubin Index, a weighted es- 
timation of community tenure based upon 
days in the community during the two 
years and the number of hospital admis- 
sions and discharges, shows no significant 
difference between the two services, 

Adjustment as perceived by patient and 
family. As mentioned above, as part of the 
assessment of the current level of func- 
tioning, global ratings were made separate- 
ly by the patient and a family member on 
a number of dimensions. It was not always 
possible to see both the patient and family 
member on follow-up, thus these ratings 
were obtained only on the average for 
about three-fifths of the study population. 
Table 3 presents these global ratings of 
psychiatric status and family adjustment 
at follow-up time on a scale from zero to 
ten. 

In this reduced sample, there were no 
significant differences on psychiatric status 
between patient and family or between 
treatment groups. The inpatient service pa- 
tients rated their family adjustment sig- 
nificantly higher than did the day hospital 
patients. This is an interesting finding, since 
the day hospital patients received weekly 
conjoint family therapy during hospitaliza- 


TABLE 3 
Mean Global Ratings of Current Level of Functioning 


DAY INPATIENT 
HOSPITAL SERVICE 
PATIENT PSYCHIATRIC STATUS 
Patient rating 
Day hospital N=76 
Inpatient service N—74 7.2 74 
Family member rating 
Day hospital N= 90 
Inpatient Service N=72 67 7.1 
FAMILY ADJUSTMENT 
Patient rating 
Day hospital N=76 
Inpatient service N=72 7.2 8.1* 
Family member rating 
Day hospital N=89 
Inpatient service N=72 70 75 


es 
“The difference between the day hospital and the inpatient 
Service is significant at p < .05, 
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tion and a mean of five family visits after 
discharge. At this stage of data analysis, it 
is difficult to choose between two possible 
explanations : 1) inpatient service patients 
benefited from the moratorium of living 
away from home during the acute phase of 
their illness and accurately perceived a 
better family adjustment than the family 
adjustment of the day hospital patients ; 
or 2) inpatients, who did not have the 
experience of conjoint family therapy, more 
readily denied family difficulty for fear that 
it might lead to discord and possibly fur- 
ther rehospitalization. 

The follow-up data revealed considerable 
social constriction and poor work perform- 
ance in both treatment groups. For exam- 
ple, less than half of all the men in the 
study were working full-time. Excluding 
those men who were in the hospital at the 
time of follow-up, the figure increases to a 
little more than half. 

Outcome by diagnosis and sex. A separate 
comparison on the same dimensions was 
made for five major diagnostic subgroups in 
the two treatment conditions. The samples 
in each category are relatively small. Gross 
parameters are compared, It may well be 
that a deeper analysis of the data, which is 
in progress, may reveal relationships which 
are not now apparent. Trends are noted, 
but unless indicated are not statistjcally 
significant. 

1. Men and women with the diagnosis of 
affective psychosis. For patients who were 
rehospitalized, the interval between admis- 
sion and readmission was significantly 
shorter (p<.05) in the inpatient group. 
There was also a trend for more frequent 
rehospitalization among the inpatient serv- 
ice patients. However, the global ratings 
by the inpatient service patients and their 
families on current level of functioning, 
that is, psychiatric status and family ad- 
justment, were higher. 

Combining both treatment groups, four 
out of five of the patients with affective 
psychoses were in the community at follow- 
up; two out of five had required at least 
one rehospitalization; only one out of 49 
had never left the hospital system; and 
the median cumulative stay in hospitals 
during the two years was about two months. 

2. Men with the diagnosis of schizo- 


phrenic reaction. There were no statisti- 
cally significant differences. There were 
trends for day hospital men to have earlier 
and more frequent rehospitalizations. Un- 
employment on follow-up for the day hos- 
pital group was greater. In their current 
level of functioning, day hospital patients 
rated themselves lower than did inpatient 
service patients, but their families saw the 
opposite as true. 

This group had the poorest outcome of 
any subgroup. Combining both treatment 
groups, only two-thirds were in the com- 
munity at follow-up time; two-thirds re- 
quired at least one rehospitalization; an- 
other five of the 60 patients never left the 
hospital system. The median two-year hos- 
pital stay was six months and only one-third 
were engaged in full-time employment. Un- 
derstandably, their families were less “hope- 
ful” about their future than were the fam- 
ilies of any other subgroup. 

3. Women with the diagnosis of schizo- 
phrenic reaction. Ninety-three percent of 
the day hospital women were in the com- 
munity at follow-up time whereas this was 
true for only 69 percent of the inpatient 
service women (p<.05). This difference 
is a reflection of both a higher inpatient 
rehospitalization rate and of the fact that 
six inpatient women and only one day hos- 
pital woman never left the hospital system, 
For those patients who were rehospitalized, 
the interval between discharge and read- 
mission was significantly longer (p <.01) 
for the day hospital group. 

Combining the two treatment groups, — 
two out of five of the women discharged 
required at least one rehospitalization and 
the two-year median hospital stay was al- 
most four months. 

4. Men with the diagnosis of neurotic 
reaction or personality disorder. The sam- — 
ples are too small even to indicate trends 
of differences between treatment condi- 
tions. y 

Combining both treatment groups, only — 
one of 23 was in the hospital at follow-up, — 
none was hospitalized for the full two — 
years, only one of five required rehospital- 
ization and the two-year median hospital 
stay was less than a month. Like the other 
men in the study, their work performance 
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was poor; only 57 percent were working 
full-time at follow-up. 

5. Women with the diagnosis of neurotic 
reaction or personality disorder. There was 
a trend for a higher inpatient rehospital- 
ization rate and a significantly shorter 
(p <.02) inpatient rehospitalization inter- 
val. However, the inpatient service women 
and their families rated their current level 
of functioning higher. 

The fate of the women of both treat- 
ment groups combined was similar to that 
of the neurotic men. Only one of 52 was 
in the hospital at follow-up; none was 
hospitalized for the full two years; and 
the median two-year hospital stay was only 
a month. However, two out of five women 
were rehospitalized at least once. In con- 
trast to the women with the diagnosis of 
schizophrenia, the women with the diagno- 
sis of neurotic reaction rated their psychi- 
atric status and family adjustment lower 
than did their spouses. 

Comparing the outcome of all men and 
women in the study, two out of five wom- 
en in all diagnostic categories had at least 
one rehospitalization; among the men re- 
hospitalization varied with the diagnosis. 
One of five neurotic men and three of five 
schizophrenic men were rehospitalized. 


DISCUSSION 


As measured by several gross parameters, 
this two-year follow-up study would seem 
to demonstrate that day hospitalization is 
generally as effective as the traditional 
inpatient treatment program. Keeping the 
patient home at nights and on weekends is 
not a magical treatment for psychiatric ill- 
ness ; not all of psychiatric illness is a prod- 
uct of institutionalism. On the other hand, 
it is a feasible treatment, surprisingly 
well received by both patients and families, 
and possibly with some therapeutic and 
economic advantages.! Although patients 


1 Regarding the relative cost of the two treat- 
ment modalities, the mean number of days for the 
project hospitalization for the inpatient service 
was 98 and for the day hospital patients, 78—a 
20 percent day hospital advantage. Over the two 
years, the mean hospitalization for the inpatient 
group was 160 days and for the day hospital group, 
140 days—a 13 percent day hospital advantage. 
Clearly, a hospitalization week of five seven-hour 
days is less costly than a hospitalization week of 


and families of both services were gen- 
erally accepting of treatment received, the 
day hospital patients significantly (p< 
.001) preferred their treatment hours and 
the day hospital families significantly 
(p<.02) recalled the hospitalization as 
being more “helpful” than did the inpatient 
service families. 

The authors would like to stress that the 
patients in their population were usually 
brought to the emergency room late in an 
advanced stage of their illness and that the 
criteria for admission to the city hospital 
psychiatric unit are severe. They believe 
that if patients and families knew about 
the availability in the community of day 
hospitalization, patients would come earlier 
in the course of their psychiatric illness, 
Furthermore, if the admission criteria per- 
mitted less severely ill but decompen- 
sating patients to be admitted, the role of 
day hospitalization as a primary treatment 
modality would be enlarged. 

As to recommendations for treatment of 
specific diagnostic categories of acute psy- 
chiatric patients, the authors are tempted to 
generalize from their research and clinical 
experience, which is, however, limited to 
a particular acute patient population and 
particular treatment settings. They suggest 
that the dispositional question is not simply 
the question of day hospitalization versus 
inpatient hospitalization. Both the day hos- 
pital and the inpatient services must be 
seen as single points on the continuum of 
Services in a comprehensive. community 
mental health center. Each service must 
be used flexibly for patients at whatever 
phase of their illnesses it would seem most 
beneficial. Given the perspective of a com- 
prehensive community mental health cen- 
ter, the authors would risk the following 
recommendations : 

Affective psychosis. Since a majority of 
these patients are elderly, making travel 
and medical management important con- 
siderations, it is of doubtful value to impose 
day hospitalization on a severely de- 


seven 24-hour days in a general hospital; at the 
same time, a hospitalization week of seven 24-hour 
days in a state hospital is less expensive than 
either. We are currently making a dollar-cost com- 
parison by calculating the percent of time each 
group spent in each of these three services. 
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pressed patient and family until clinical 
improvement makes it their preference. 
Schizophrenic reaction—men. Since many 
men present on admission with aggressive 
symptomatology and since their social dis- 
ability is generally considerable even dur- 
ing remission, it is of doubtful value to 
impose day hospitalization during the most 
acute phase of illness. At the same time, 
we are not unaware of the largely unan- 
swered questions concerning schizophrenia 
as a reflection of a disturbed relationship 
between patient and family. Since the 
median two-year hospital stay for this 
group was six months, many men might 
profit by spending at least part of their 
hospitalization time in a day hospital. 
Schizophrenic reaction—women. This 
study would seem to indicate that day hos- 
pitalization might have some long-term ad- 
vantages for women with the diagnosis of 
schizophrenia. Both patients and families 
found the day hospital extremely helpful. 
The authors suggest that a woman preserves 
her self-image, social skills and place in her 
family by remaining at home. Day treat- 
ment may be preferable for nearly all 
phases of treatment for most female pa- 
tients with the diagnosis of schizophrenia. 
Neurotic reaction and personality dis- 
order. For most patients day hospitalization 
would seem preferable to inpatient hos- 
pitalization for any prolonged hospitaliza- 
tion. It is of interest that nonpsychotic 
patients of both services perceived their 
hospitalization as less “helpful” than did 
patients with the diagnosis of schizophre- 
nia. The therapeutic goals for long-term 
personality disturbances obviously require 
long-term treatment. The day hospital ap- 
peared to have alienated a number of its 
avid nonpsychotic female supporters by 


not following up an intensive hospital 
program with intensive aftercare. The au- 
thors suggest that intensive outpatient care 
may be preferable to either day hospital- 
ization or inpatient care. 


CONCLUSION 


The findings of the applicability study(1) 
and this two-year follow-up study indicate 
that the day hospital was a feasible treat- 
ment modality and was generally as ef- 
fective as the inpatient service in the treat- 
ment of acutely disturbed patients for 
most or all phasés of their hospitalization. 
It was sobering to note that the clinical 
course for many of the patients in both 
treatment groups was marked by consider- 
able disability and frequent rehospitaliza- 
tions. The aftercare of these patients was 
minimal and may have contributed to these 
findings. There is an obvious need for fur- 
ther research to evaluate the effectiveness 
of aftercare as an integral part of each 
treatment condition. 

The authors suggest that the effective 
five-day-week day hospital program is only 
one point on the continuum of traditional 
services in a comprehensive community 
mental health center and only one point 
on the continuum of part-time “hospital- 
ization.” They recommend that such re- 
search include the exploration of the effec- 
tiveness of various degrees and kinds of 
part-time hospitalization in rehabilitating 
and particularly in stabilizing severely dis- 
abled patients. 
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Knowledge of the long-term effects of 
treatment efforts should provide the basis 
for psychiatric hospital programs. Follow- 
up studies are required to evaluate the 
effects of treatment, the current ideal treat- 
ment model and aftercare services. 


IDEAL TREATMENT MODEL 

‘No psychiatric hospital believes that it 
provides ideal treatment for its patients. 
_ Suggestions for improvements in patient 
_ care flow from discrepancies between cur- 
rent practice and an ideal model. Such an 
_ ideal model usually includes such factors 
as: 1) voluntary engagement of the pa- 
tients in treatment rather than forced 
commitment procedures; 2) optimum du- 
ration of hospital stay without influence of 
extra-treatment considerations, such as 
ability to pay or other pressures for too- 
early release; 3) the availability of 
sufficient psychotherapy and/or other 
treatment modalities while hospitalized ; 
4) continuation of treatment on an out- 
patient basis after release ; and 5) a patient 
group not subject to severe social depriva- 
tion either before or after hospitalization. 

Small voluntary psychiatric hospitals 
may approach the ideal model. Therefore 
these hospitals have an obligation to pro- 
vide the field with systematically collected 
and analyzed data with which realistic 
appraisals may be made of the model it- 
self. So long as follow-up studies are not 
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built into treatment programs, the field is 
limited to using prehospital and inhospital 
data for such appraisals. These relate solely 
to the short-term effects of treatment, 
Despite the clear indications that little or 
no relationship exists between short-term 
and long-term effects of various treatment 
forms or between discharge ratings of 
clinical improvement and follow-up sta- 
tus(3), the major guides to treatment plan- 
ning today are the inhospital, short-term 
effects, 

Such a situation would be deemed in- 
tolerable in the treatment of any other 
chronic pathological condition. The reduc- 
tion of a fracture would not be considered 
successful without follow-up to assure us 
that the bones have knit. The surgical re- 
moval of malignant tissue providing good 
immediate effects is not considered suc- 
cessful without a follow-up to assure us of 
the patient's condition years later. Each 
procedure is measured against a follow-up 
ideal. 

Most follow-up studies of psychiatric 
patients have concentrated on the popula- 
tions of large state hospitals and VA 
facilities. A few studies have come from 
small voluntary hospitals(5, 6,7). 


RATIONAL STRUCTURING OF AFTERCARE 
Aftercare services are required for most 
psychiatric patients after hospital release. 
The structure of services should be related 
to the variety of outcomes that might be 
expected for these patients after hospital 
release. , Those patients whose symptoms 
and social functioning fluctuate sharply 
over a long period of time require a very 
ifferent kind of service from those with 
continuing marked symptomatology and 
severe decrements in social functioning. 
Effective aftercare requires at least three 
bodies of data. First, we should have de- 
tailed knowledge of the patients and their 
pathology so as to classify them in diagnos- 
tic categories with prognostic value. Sec- 
ond, we require detailed knowledge of — 


various patterns of posthospital adjustment. 
Third, the relationships among the refined 
diagnostic categories and outcome mea- 
sures should be known. With these three 
factors known we may then be able to 
evaluate our treatment procedures and 
establish more rational aftercare services. 

In this paper we will attempt to demon- 
strate relationships between data collected 
about patients in the first two years after 
discharge and the detailed psychiatric, 
psychological and social knowledge of 
these patients obtained during their hos- 
pitalization. 


SETTING 


The hospital. Hillside Hospital is a 
nonprofit psychiatric hospital with a bed 
capacity of 198 and a patient-professional 
staff ratio of approximately one to one. 
There are 42 staff and resident psychia- 
trists carrying treatment responsibilities. 


TABLE 1 
Comparison of Follow-up Patients and All Other Patients 
Admitted 11/6/58 — 6/13/61 
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twice a week for six months for medically 
indigent patients. 3 

Study population. A group of 176 pa- 
tients was referred to the research depart- 
ment by their treating psychiatrists in 1960 
and 1961 for inclusion in a drug study 
being conducted at that time(1). Of these 
patients, 173 were included in our follow- 
up. Two were excluded because they died 
in the hospital. The other patient left 
after only one month of hospitalization 
and suicided before we could interview 
him. 

There were two areas of difference be- 
tween the group of drug-referred patients 
and all other patients not included in the 
drug study who were admitted to the 
hospital during the same period. The drug- 
referred group included significantly more 
schizophrenic patients and, concomitantly, 
a longer average length of stay. Table 1 
shows these differences. 


FOLLOW-UP ALL OTHER 
PATIENTS PATIENTS SIGNIFICANCE 
NUMBER PERCENT NUMBER PERCENT LEVEL 
Schizophrenic 123 71 293 61 2 — 5.98 
Nonschizophrenic 50 29 190 39 aiar <02 
Total 173 . 10 483 100 pe 
Mean length of 
hospitalization t= 5.43 
(in months) 8,785.24 6.65+4.09 p <.001 


Patients, all voluntarily admitted, receive 
all inhospital treatment required regard- 
less of ability to pay. Treatment includes 
individual psychotherapy for all patients 
within a therapeutic milieu utilizing social 
group workers to aid in the hospital 
socialization process. 

Treatment also includes social casework 
with families, activity therapies, occupa- 
tional therapy and vocational rehabilita- 
tion, as well as drug and electroconvulsive 
therapies when prescribed. Provision is 
made for relatively long-term inhospital 
treatment when necessary ; not infrequent- 
ly this may be more than a year. In 
addition, the hospital provides posthospital 
individual psychiatric treatment up to 


There were no significant differences on 
the other variables. Table 2 gives the — 
characteristics of the study population, ~ 
Since one out of four patients admitted — 
was referred to the drug program we 
might assume that the therapists referred — 
their more intractable patients, which — 
would include a higher percentage of 
schizophrenics. 4 

The study population was young and had ~ 
achieved high educational and vocational — 
levels. There were many students, white 
collar workers, professionals and house- 
wives from middle and upper socio- 
economic status homes. The female-male 
ratio of about three to two is fixed by the 
number of beds allotted to each sex in the 


TABLE 2 
Characteristics at Discharge of 173 
Hillside Hospital Patients Included 
in Follow-up Study, 1962 


CHARACTERISTICS PERCENT 
Sex 39 male 
Age 21 15-19 

52 20-39 

27 40 and over 
Education 29 0-11 years 

53 12-15 years 

18 16 or more years 
Place of birth 14 foreign born 
Religion 79 Judaism 
Marital status 58 single 

29 married 

13 widowed, divorced or 

separated 

Socioeconomic status 9 Class | 

17 Class II 

29 Class IlI 

36 Class IV 

9 Class V 


Length of stay at 
Hillside 24 less than 6 months 
48 6-12 months 
28 12 or more months 
Hospital discharge 


rating 2 recovered 
17 much improved 
61 improved 


20 unimproved 


hospital. Although the typical patient was 
a high school graduate with one year of 
post high school education, about one-third 


of the study population had completed 
college. 


PROCEDURES 


There is no clear consensus as to whether 
the patient, an informed relative or both 
should be interviewed in follow-up studies, 
Investigators have tried all three alterna- 
tives in different studies, For example, 
Freeman and Simmons found, from study- 
ing a state hospital and VA hospital popu- 
lation in Massachusetts, that an attempt 
to interview 59 patients and relatives led 
to interviews with both in less than half 
the cases and no interview with either in 
16 cases. Their subsequent studies used 
interviews only with relatives, with a 
considerably lower refusal rate(2). 

We tried to interview separately each 
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patient and the closest relative who had 
had intimate knowledge of the patient 
during the annual follow-up periods, Psy- 
chiatric social workers conducted these 
interviews. Neither interviewers nor super- 
visory and administrative personnel work- 
ing on the follow-up had any prehospital 
or inhospital information except for symp- 
tomatic status at admission. Patients who 
moved from New York City were inter- 
viewed in their new home locale by 
experienced psychiatric social workers from 
that area using our forms. In no instance 
was an interview lost because the patient 
moved away from New York City. 

Additional data were received from all 
treatment sources used by the patients 
after discharge(4). Psychiatric rehospital- 
izations were further checked through the 
Biostatistics Division of the New York 
State Department of Mental Hygiene.! 

We located all but four of the patients. 
We know indirectly that these four are 
alive and not in hospitals. As we are con- 
tinuing to collect data we are still attempt- 
ing to interview them. 

Of the 173 patients in the study popula- 
tion, 140, or 81 percent, were interviewed 
personally during the first two years. In- 
terviews with relatives were conducted on 
119 patients, or 69 percent. Thus, in-person 
interviews were conducted with patients 
and/or relatives on 156 patients, or 90 
percent of the study group. 

Nine posthospital outcome patterns were 
established from the follow-up data by 
the research psychiatrist ( DFK) who knew 
each case in detail. Outcomes were de- 
scriptive of patterns of psychiatric and 
social functioning, without regard to treat- 
ment status. Two judges, who were not 
aware of the patients case history oF 
diagnosis, independently rated each patient 
for outcome, 

Exact agreement of 85 percent was 
achieved among the ten possibilities (in- 
cluding insufficient information) in each 
year. The Binomial Test of Agreement 
between two raters indicated reliability 
Significant at less than the .001 level. Re- 
maining differences were reconciled 


We wish to thank Robert E. Patton, Chief 
of this Division, for his cooperation. 
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through conference between the raters. We 
thus had one outcome rating for each 
patient for each of the two years. 


RESULTS 


Although outcomes were rated without 
regard to treatment status, data about 
rehospitalization and outpatient treatment 
were obtained. During the first year of 
this study, 72 percent of the 156 follow-up 
patients had no rehospitalizations ; 24 per- 
cent had one rehospitalization and four 
percent had two or more. During the 
second year of study, 75 percent of the 
156 follow-up patients had no rehospital- 
ization, 22 percent had one and three per- 
cent had two or more. The 66 patients 
involved make up 42 percent of the total 
study population. 

Duration of rehospitalization, however, 
begins to show that we must subgroup the 
patients to make the data more meaning- 
ful. In Table 3 we see that about one- 


TABLE 3 
Duration of Rehospitalization During 
the First Two Years 


PERCENT OF PATIENTS 
FIRST SECOND 
YEAR YEAR 


70* 


DURATION 


Not rehospitalized 72 
Less than 1 month 
1 month 
2 months 
3-5 months 
6-8 months 
9-12 months 
Total 1 
N= 156 


“Excludes nine patients (six percent) with no new ad- 
missions during the second year but whose hospitalization 
continued from the first year. 
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seventh of the rehospitalized patients were 
almost continuously hospitalized, probably 
a different subgroup than the one-tenth 
who were rehospitalized for less than one 
month. > 
These patients are therapeutically 
oriented. During the first year of study, 
52 percent of the 156 follow-up patients 
were in continuous outpatient treatment. 
Twenty-four percent had 10-39 outpatient 
visits, 14 percent had one to nine visits 


and ten percent had none. In the second 
year of study, 41 percent were in con- 
tinuous treatment, 23 percent had 10-39 
visits, 12 percent had one to nine visits, 
and 24 percent had no outpatient visits. 
The percentage of those in continuous 
treatment diminished in the second year, 
although over-all about one-half were in 
continuous treatment on an outpatient 
basis. 

Individual psychotherapy was by far the 
most widely used form of treatment, al- 
though physical therapies and group psy- 
chotherapy were also utilized. During the 
first year, 11 percent of the 156 patients 
had no individual psychotherapy and ten 
percent were in individual therapy for less 
than three months. Twenty-four percent 
were in individual therapy for three to 
nine months and 56 percent were in con- 
tinuous treatment. During the second year 
the figures were as follows: 27 percent 
had no individual psychotherapy; nine 
percent had less than three months; 14 — 
percent had three to nine months; and 
50 percent were in continuous treatment. 

The percentage in continuous individual 
psychotherapy exceeds that of continuous 
individual outpatient visits. This difference 
is accounted for by the individual psy- 
chotherapy received during periods of 
hospitalization. 

For the 173 patients, outcome patterns 
were distributed as indicated in Table 4. 
Outcomes I and II are considered un- < 
equivocally good and VII, VIII and IX ~ 
are considered unequivocally poor. Out- 
comes III, IV, V and VI are equivocal 
in view of the fact that the patients 
functioned well in psychiatric or social 
areas for a considerable fraction of each 
annual period or their symptoms did not — 
interfere with their ability to function 
moderately well. q 

Of the 156 patients on whom there was — 
sufficient information to base outcome 
ratings, 29 percent had good outcomes, 
29 percent were equivocal and 41 percent — 
had poor outcomes. Patients were sub- — 
divided according to the special diagnostic — 
classification based on history and course 
of illness made by the research psychiatrist 
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TABLE 4 
Outcome by Year, 173 Patients 
ee 
PERCENT OF PATIENTS 


OUTCOME FIRST YEAR SECOND YEAR 
Good 
| Functioning adequately 17 16 
ll May have one or two 
relapses of short duration 9 12 
Equivocal 
Ill Moderately symptomatic, 
brief or no hospitalization 21 16 
IV Prolonged hospitalization i 
with good outcome 0 1 
V Continuous life disruptive, 
mood fluctuations 8 8 
*VI Slight symptoms but totally 
dependent 0 0 
Poor 


VII Continuous marked symptoms, 
very low level of self-support, 
hospitalization, if any, less 
than three months 22 19 
VIII Continuous marked symptoms, 
very low level of self-support, 
hospitalization more than 


three months 14 16 
IX Suicide 0 2 
X Deceased 0 1 
XI Insufficient data 10 9 
Total 100 100 


“Category included because of third year outcome, although 
no patients were in this category in first two years. 


during the patients’ hospital stay, i.e., prior 
to the follow-up, 

The relationships between these research 
diagnoses and outcomes are shown in 
Table 5, Dichotomizing the sample into 


noses, one notes that the schizophrenics 


have twice the rate of poor outcomes as 
do the nonschizophrenics (Table 5). How- 
ever, each of these categories provides 
more useful information when it is further 
subdivided. 

The schizophrenics, Among the six sub- 
groups of schizophrenics those with a 
definite history of childhood asociality 
(poor peer relationships characterized by 
social withdrawal, strangeness and being 
“scapegoated”) had the poorest outcome, 
while the groups with cyclic or affective 
features and adult onset did best. The 
difference between these two groups is 

j 
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TABLE 5 
Outcome-Diagnosis Relationship, First Two Years 


PERCENT OF RATINGS 


OUTCOME RATING SCHIZOPHRENIC NONSCHIZOPHRENIC 

Good 23 35 

| 12 25 

li 12 11 
Equivocal 21 38 

m 15 25 

Iv 1 1 

v 5 12 

“vl 0 0 
Poor 56 27 

Vil 30 16 

Vill 25 9 

1X 1 1 

Total 100 100 

Number of patients 77 79 


“Category included because of third year outcome, although 
no patients were in this category in first two years. 


significant at the .02 level 
Kolmogorov-Smirnov one-tailed test. No 
patient in the definite or probable child- 
hood _ asociality groups functioned ad- 
equately with no relapses in either of the 
two years. Almost 90 percent had poor 
outcomes in each year. 

The fearful paranoid and pseudo- 
neurotic groups are marked by chronic 
symptomatology with adolescent or adult 
onset. Both subgroups did worse than 
schizophrenics with similar age of onset 
but without their descriptive characteris- 
tics. 

The trend among the six subgroups is 
clear. However, we see that within the 
pseudo-neurotic and adolescent onset 
groups there were as many good outcomes 
as poor outcomes. This suggests that al- 
though we have employed six schizophren- 
ic groups, still further subgrouping is re- 
quired to predict outcome with greater 
precision. 

The nonschizophrenics. The outcome- 
diagnosis relationship of the nonschizo- 
phrenic depressives is also shown in Table 
6. There is no surprise in the finding that 
the depressives did better than the schizo- 

enics during these two years, 

„„ cre are, however, some important 

erences among the depressives. The 
best outcomes were seen among the 
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TABLE 6 
Relationship of Outcome and Diagnosis during the First Two Years 


DIAGNOSIS 


NUMBER OF 
RATINGS 


OUTCOME RATING (IN PERCENT) 


EQUIVOCAL POOR 


SCHIZOPHRENIC 


Definite childhood asociality 0 

Probable childhood asociality 8 

Fearful paranoid 17 

Pseudo-neurotic 30 

Adolescent onset, cyclic course 27 

Adult onset, cyclic course 46 
NONSCHIZOPHRENIC (DEPRESSIVE) 

Involutional reaction 38 

Manic-depressive, cyclical 38 

Periodic depressive 48 
NONSCHIZOPHRENIC (DEPRESSIVE) 

Emotionally unstable character 75 

disorder 
Phobic anxiety reaction 29 
Hysterical and passive-aggressive 7 


character disorder 


11 i 89 18 

4 88 24 
12 71 24 
20 50 30 
40 33 30 
29 25 28 
31 31 16 
35 27 26 
44 8 50 
25 0 8 
32 39 28 
39 54 28 


periodic depressives, which include the 
recurrent agitated depressive and the 
manic-depressive, depressed patients. In 
this sample the periodic nature of the 
depression is apparently one characterized 
by a relatively short depressive phase, for 
only four of the 50 annual ratings were 
poor. This is in sharp contrast to more 
than a quarter of the manic-depressive, 
cyclical patients who did poorly. 

The markedly poorer outcome ïn the 
latter group may be accounted for by the 
socially disruptive difficulties encountered 
in the manic phase, which is the factor 
distinguishing them from the periodic de- 
pressives. The involutional reactions did 
the least well among the depressives, with 
almost a third having poor outcomes. We 
must analyze further the characteristics 
of the patients in the involutional group 
to make prediction more precise. , 

Among the nonschizophrenics not in the 
depressive group, we see in Table 6 that 
there is one subgroup which did worse 
than the schizophrenic group as a whole. 
The hysterical and passive-aggressive char- 
acter disorders (grouped together because 
of a small N) had only seven percent good 
outcome ratings. It should be noted, how- 
ever, that the high percentage of good 
outcome ratings for the emotionally un- 
stable character disorders is based on only 


eight annual ratings and must be inter- 
preted cautiously. 

Table 7 shows the detailed breakdown 
of outcome ratings by research diagnosis. 


DISCUSSION AND CONCLUSIONS 


Several findings arising from the first — 
two years of this study have broad im- 
plications. 

1. Cross-sectional follow-up studies in- — 
dicate patient status at a particular period 
in time. This is appropriate to some forms 
of illness, but is not appropriate for study- — 
ing outcome in psychiatric illness; there 
is too much fluctuation in the natural ~ 
history and course of the illnesses. Lon- 
gitudinal follow-up is required to provide ` 
an adequate description of the various post- 
hospital courses. q 

Some third and fourth year follow-up ~ 
information, not included in this analysis, — 
indicates that patients may do well for — 
two or three years before severe symptoms — 
recur. This emphasizes the need for long 
term follow-up to ascertain the natural 
history of various psychiatric illnesses as _ 
well as to evaluate the effects of treatment. 

2. Outcome measures should distinguish 
between two patients who may be hos 
pitalized on a particular day, one for a 
brief relapse after many months of ade- | 
quate functioning and the other for a ' 
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TABLE 7 
Outcome-Diagnosis Relationship, 
First Two Years 
NUMBER 
coop EQUIVOCAL POOR OF 
DIAGNOSIS 1 " mo w v vie vn ViN IX RATINGS 
SCHIZOPHRENIC 
Definite childhood 
asociality 0 0 2 0 0 0 7 9 0 18 
Probable childhood 
asociality 0 2 1 0 0 0 12 9 0 24 
Fearful paranoid 3 1 2 1 0 0 9 5A 1 24 
Pseudo-neurotic 3 6 6 0 0 0 10 5 0 30 
Adolescent onset 
cyclic course 5 3 6 0 6 0 4 5 1 30 
Adult onset 
cyclic course 7 6 6 0 2 0 4 3 0 28 
NONSCHIZOPHRENIC (DEPRESSIVE) 
Involutional reaction 6 0 2 0 3 0 3 1 1 16 
Manic depressive 
cyclical 6 4 2 1 6 0 0 7 0 26 
Periodic depressive 18 6 16 0 6 0 4 0 0 50 
NONSCHIZOPHRENIC (NONDEPRESSIVE) 
Hysterical and passive- 
aggressive character disorder 0 2 9 0 2 0 13 4 0 30 
Phobic anxiety reaction 4 4 9 0 2 0 5 3 1 28 
Emotionally unstable 
character disorder 5 1 2 0 0 0 0 0 0 8 
Number of ratings 57 35 63 2 27 0 71 53 4 312 


“Category included because of third year outcome, although no patients were in this category in first two years. 


protracted period without having had any 
adequate functioning in the community. 
Distinctions should also be made between 
two patients who have never been rehos- 
pitalized, one doing well in all areas of 
psychiatric and social functioning and the 
other living in what is essentially a one- 
room back ward in his family’s home. 
Making such distinctions improves the use- 
fulness of outcome categories. 

3. Refined outcome patterns alone are 
not sufficient. Similar refinement is re- 
quired in diagnostic classifications. Includ-- 
ing age of onset and course of illness to 
make subgroups within diagnostic clas- 
sifications makes predictive relationships 
more significant. Thus, among our schizo- 
phrenic patients, 90 percent of those with 
early onset and chronic course did poorly 
after discharge. Current forms of treatment 
appear to be ineffective in bringing this 
group to adequate psychiatric and social 
functioning. Emphasis should be placed 
on intensive study of this group, not only 

) 


for humanitarian reasons but also because 
such study may lead to knowledge about 
the nature of this most intractable of the 
schizophrenias. 

4. Data not included in this presentation 
indicate that psychiatric symptoms may 
be diminished by various psychological, 
pharmacological or other forms of treat- 
ment without concomitant restoration and 
maintenance of social functioning. For 
such patients we still require a more imag- 
inative structure of posthospital services. 

5. Although this analysis is of outcome 
without reference to posthospital treatment, 
mention should be made that there were 
indications in our data of the critical im- 
portance of outpatient drug therapy with 
certain types of patients. Our findings in 
this area, however, must be reserved for 
another paper. 

We are continuing to follow these pa- 
tients for their third posthospital year. 
When that is completed, the pre-, in- and 
posthospital variables will be analyzed. In 
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addition, predictions of outcome made 
prior to the follow-up study will be tested 
against actual outcome over the three-year 
period. 


SUMMARY 


Of 173 voluntary patients followed after 
discharge, data were obtained regarding 
outcome patterns during the first two years 
on 156. Nine postdischarge patterns were 
isolated. Over-all, 29 percent had outcomes 
considered good, 29 percent were equiv- 
ocal and 41 percent poor. Concentrating 
on the differences within large diagnostic 
categories, this study demonstrates the 
increased predictive value of amplifying 
diagnoses by statements concerning age of 
onset and course of illness in schizophrenia. 
Schizophrenic patients with definite child- 
hood asociality had the poorest outcome 
while those with cyclic or affective fea- 
tures and adult onset did best. 

Among the nonschizophrenics the per- 
iodic depressives did best, while hysterical 
and passive-aggressive character disorders 
approximated the outcomes of the schizo- 
phrenics. 

Longitudinal rather than cross-sectional 
follow-ups provide more useful information 
regarding evaluation of both treatment ef- 
fects and the ideal treatment model. Re- 
fined outcome measures improve the use- 
fulness of outcome categories. 

Preliminary findings of third and fourth 
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One of the technical problems in the in- 
vestigation of suicide is that known genuine 
cases are not available for study. If in- 
formation on actual suicides is collected 
after the fact, there is risk of retrospective 
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year experience postdischarge indicate the 
cyclic nature of certain illnesses, with some 
having short periods and others having 
long periods. 
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distortion—informants tend to rewrite his- 
tory to relieve guilt feelings, assign blame, 
make the act seem logical and so forth. 
An alternative approach(5, 6) is to use — 
data from completed suicides, but only — 
those data collected and recorded before 
the fatal suicidal act. This has the advan- 
tage of providing unslanted data, even — 
though the data are often incomplete and 
superficial, and is the approach used in the 
present study. : 
Another technical problem in the study 
of suicide is that it is a relatively rare form — 
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of behavior. To do a prospective study of 
suicide, one has to follow a very large 
number of subjects. This is less true in the 
relatively high-risk groups. 

The study reported here has focused on 
one such high-risk group, “suicidal pa- 
tients.” It has been shown earlier(5) that 
psychiatric patients once identified as 
“suicidal” have suicide rates five times as 
high as psychiatric patients generally. The 
suicidal patients in the present study con- 
sisted of those patients referred for psy- 
chiatric consultation because of suicide 
attempts, suicide threats or suicidal ideas 
or preoccupation, This entire group of pa- 
tients was followed to see which ones sub- 
sequently committed suicide. With this 
information, suicide rates and sample per- 
centages could be derived for various 
groupings of the original series of patients. 
The aim of the study was to see whether 
the information recorded about each pa- 
tient at the time of the initial interview 
could be used to predict the likelihood of 
subsequent suicide. 


PROCEDURE 


All of the veteran patients seen in psy- 
chiatric consultation who were referred 
because of suicide attempts, suicide threats 
or suicidal ideas or preoccupation during 
the 144-year period from April 15, 1949 to 
October 15, 1963 constituted the initial 
group for the study. The follow-up period 
was through the latter date. Where there 
was more than one such consultation per 
individual, only the initial one was used. 
Suicide attempts which turned out to be 
fatal were excluded; accordingly, the sub- 
sequent suicides which occurred in this 
series were all on the basis of distinct later 
acts. After these eliminations, this original 
group consisted of 618 individuals. 

The follow-up was designed to answer 
three questions. 1) Is the person living or 
dead? 2) If dead, what was the cause of 
death? 3) What was the final place of 
residence? Individuals were traced by 
search of hospital and clinic records, death 
certificates and records of nearby VA 
offices; for approximately 150 remaining 
individuals, it was necessary to conduct a 
country-wide search, using identifying VA 
claims numbers. 

) 
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It was possible to trace 615, or 99.5 
percent, of these individuals. These form 
the basis for the rest of this report. This 
final group consisted of 582 males and 33 
females ; 566 were white and 49 were Ne- 
gro. Of these cases 269 were suicide at- 
tempts, 63 had made suicide threats and 
283 were persons with suicidal ideas or pre- 
occupation. 

For each individual patient, the number 
of months in the study was established. 
This was the interval from the date of the 
original consultation to the date of death 
or to the termination date of the project. 
Later, as the patients were grouped in 
various ways, these months of participa- 
tion in the study were added. This total 
number of months and the total number 
of suicides which had subsequently oc- 
curred in each grouping were then con- 
verted into suicide rates (number of 
suicides per 100,000 persons per year ). 

It was found that the average length of 
stay in the project per individual was 55 
months, or 4.6 years. 


RESULTS 


Place of residence. Fourteen percent of 
the individuals were living outside the 
state at the time of the follow-up or time 
of their death. Table 1 indicates that the 


TABLE 1 
Percentage of the Follow-Up Group Living Outside 
the State 
NUMBER LIVING 
DATE OF FIRST NUMBEROF OUTSIDE THE PERCENT 
CONSULTATION CASES STATE OUT-OF-STATE 
1949-54 97 21 21.6 
1955-56 86 17 19.8 
1957-58 124 18 145 
1959-60 132 16 12.1 
1961-63 ., 176 13 74 
Total 615 85 13.8 


proportion of persons living elsewhere in- 
creases steadily with the passage of years, 
a finding which is of particular interest in 
connection with suicide research. It is well 
known that suicide rates are highest im- 
mediately after release from psychiatric 
hospitalization and that they then decrease 
steadily. Some of this drop may be only 
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apparent because ex-patients gradually 
move out of the community and state, thus 
not showing up in local suicide lists. The 
findings in Table 1, however, indicate that 
this emigration rate is much too small to 
account for more than a fraction of the 
drop in suicide rates. 

Deaths, By the end of the follow-up 
period, 21 individuals, 3.4 percent of the 
original group, had committed suicide. All 
of the suicides were males. An additional 
95 individuals, or 15.4 percent, had died 
from other causes. 

Suicide rates. The suicide rate for the 
entire group of 615 patients was 740 (all 
rates are per 100,000 per year). The rate 
for whites was 755 and for Negroes was 
536, The rate for males was 790 and for 
white males was 810. By comparison, the 
rate for the United States as a whole in 
1960 was 10.6. However, because suicide 
rates are much higher in males and in the 
older age groups, a more appropriate com- 
parison is the rate of 92.7 calculated for 
male yeterans(6). 

The rates for the different categories of 
suicidal behavior were as follows: suicide 
attempts, 805; suicide threats, 710; sui- 
cidal ideas, 674. This decrease in rates 
fits in with the concept that these three 
categories of behavior represent decreasing 
intensities of suicidal urge. For male cases 
only, the rates were: suicide attempts, 
873; suicide threats, 810; suicidal ideas, 
699. In percentages, male cases had sub- 
sequently committed suicide as follows : 
attempts, 4.4 percent; threats, 3.5 percent ; 
ideas, 2.9 percent. 


Diagnosis. The 
suicide rates and psychiatric diagnosis, 
grouped into seven broad categories, is 
shown in Table 2. These are first shown 
for all cases; then for males only. The 
paranoid and alcoholism categories should 
probably be ignored because of too few 
cases. Within the other groups, the organic, 
personality disorder and schizophrenic cat- 
egories have the highest rates. 

These should be compared with findings 
of a companion study recently reported by 
the author(6) in which rates were derived 
from a study of subsequent suicides among 
all present and past hospitalized psychi- 
atric patients, not just those showing 
suicidal behavior, and covering the same 
time period as the present study. These 
suicide rates are also shown in Table 2, in 
the last column. It is seen that the rates 
obtained in the present study are clearly 
higher for all diagnostic categories. 

For the remaining portion of this report 
the 33 females have been dropped from 
the analyses. This was done because of 
the small number of cases, the complete 
absence of subsequent suicides in this 
group and especially because of the known 
marked difference between males and fe- 
males in suicide and suicide attempt rates. 
For males, suicide rates are generally about 
three times as high as for females, whereas 
the reverse three-to-one relationship holds 
true for suicide attempts. If both of these 
are taken into consideration, the propor- 
tion of suicide attempts which eventually 
result in suicide should be nine times as 
large in males as in females. : 


TABLE 2 
Relationship of Diagnosis to Suicide Rates 
RATES FOR ALL 
ALL CASES MALES ONLY EATON AIRI E 
NO. OF NO. OF HOSPITAL 

ROE, CASES SUICIDE RATE CASES SUICIDE RATE (REF. 6) 
Depressive 276 651 262 701 566 
Schizophrenic 73 oe 9 H 167 
Paranoid 2 
Neurosis 72 241 64 288 119 
Personality disorder 78 943 73 978 130 
Alcoholism 16 1562 16 1562 133 
Organic 56 982 53 1114 78 
Unknown or unstated 42 949 

Total 615 740 
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TABLE 3 
Relationship of Age to Suicide Rates and Death Rates from Other Causes 
(Males Only) 
DEATH RATE, 
SUICIDE OTHER OTHER CAUSES 
AGE * CASES SUICIDES RATES DEATHS (PER 100,000 PER YEAR) 

Under 30 86 3 561 5 734 
30-39 200 8 855 19 1934 
40-49 149 6 958 16 2508 
50-59 73 4 1224 22 6271 
60 and above 74 0 0 31 13,514 
Total 582 21 790 93 3484 


* Age at time of initial consultation. 


Age at time of first consultation. The 
relationship of age to suicide rates is ex- 
plored in Table 3. Patients are grouped in 
terms of their age at the time of the initial 
consultation. It will be noted that the rate 
increases steadily until age 60, but beyond 
that there were no suicides. There were 
only three suicides in the age group 55 
and older. For this reason it was not feasi- 
ble to split the group at age 55 or 60, as 
had been planned earlier on the basis of 
other reports(2, 3). 

The absence of suicides in the age 60 
and above group may be partly explained 
by the many deaths from other causes, 
also shown in Table 3. The death rate from 
other causes increases very sharply with 
age. 

Date seen. The rates of suicide for the 
individuals seen during five time-periods 
of the study are shown in Table 4. It 
should be noted that the rates are much 
higher for the recently added cases. An 
examination of the average age column 
shows that this cannot be attributed to 
increasing age. It has been mentioned that 


psychiatric patients are most likely to com- 
mit suicide soon after leaving the hospital 
and that the tendency decreases with pass- 
age of time; the findings in Table 4 
indicate that a similar time relationship 
exists following suicide attempts, threats 
and ideas. 

In order to evaluate the effect of passage 
of time more directly, the cases were 
grouped as if they had all entered the proj- 
ect simultaneously, with the date of the 
initial consultation for suicidal tendencies 
being the starting point. Under this artifi- 
cial arrangement, the number of cases re- 
maining in the study decreased steadily 
with the passage of months and years (see 
the first two columns in Table 5). For each 
month or grouping of months, using the 
total patient-months and the observed 
number of suicides, a suicide rate was 
derived. The findings are summarized in 
Table 5. The grouping into time intervals 
was done so as to distribute the suicides 
evenly. 

It is readily seen that there is a very 
pronounced tendency for the suicides to 


TABLE 4 
Relationship of Suicide Rate to Year When Subjects Were First Seen 
(Males Only) 
DATE OF FIRST NUMBER OF at 
CONSULTATION CASES SUICIDES RATE FIRST CONSULTATION 
1949-54 91 6 760 42.2 
1955-56 83 2 334 39.7 
1957-58 119 4 649 10.0 
1959-60 123 5 1233 43.2 
1961-63 166 4 1718 43.5 
Total 582 21 790 
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TABLE 5 
Relationship of Suicide Rates to Passage of Time After Original Consultation 
(Males Only) 
TIME INTERVAL i NUMBER OF NUMBER OF 
AFTER ORIGINAL SUBJECTS AT SUBJECTS AT 
CONSULTATION FOR START OF END OF SUICIDES DURING SUICIDE 
SUICIDAL BEHAVIOR INTERVAL INTERVAL INTERVAL RATE 
1-3 months 582 545 5 3571 
4-12 months 545 493 4 1302 
13-24 months 493 417 4 874 
25-60 months 417 232 5 418 
60-174 months 232 0 3 427 
Total 582 0 21 790 


occur soon after the earlier suicidal be- 
havior; during the first three months, 
about one percent of the entire group com- 
mitted suicide, which is at a rate of nearly 
four percent per year. After two years, the 
risk appears to have reached a plateau. 
Requesting service. When the cases were 
grouped according to the service or clinic 
of the hospital from which they were re- 
ferred, the only striking finding was that 
the Medical Service cases had a high rate. 
In 138 such cases, there were eight suicides 
and this group had a suicide rate of 1244. 
Degree of seriousness of suicidal be- 
havior. Suicide attempts and suicidal ideas 
were graded for degree of seriousness. 
This was done on the basis of information 
recorded in the consultation report: (The 
suicide-threat group was omitted here be- 
cause of the small numbers.) The suicide 
attempts were graded into four categories, 
following the classification of Stengel and 
Cook(9). The suicidal idea cases were 


TABLE 6 


Relationship of Degree of Seriousness of Suicidal ATARIAN SUBSEQUENT NO SUBSEQUENT 
Behavior to Rate of Subsequent Suicide SUICIDE ATTEMPT) SUICIDE SUICIDE 
(Males Only) == 3 
À Poisoning, analgesic and 
cases SUICIDES RATE soporific 4 41 
Poisoning, other r 27 
Suicide Attempts House gas 1 7 
Absolutely dangerous 79 4 990 Other gas (carbon monoxide) 0 2 
Relatively dangerous 64 2 593 Hanging and strangulation 1 8 
Relatively harmless 72 3 870 Submersion (drowning) 0 3 
Absolutely harmless 35 2 1142 Firearm and explosive 2 40. 
Suicidal Ideas Cutting and piercing 1 49 
Serious 79 4 1235 Jumping 0 5 
Medium 98 3 810 Other and unspecified 0 57 
Slight 98 1 222 Total 11 239 


graded into three degrees of seriousness. 
The findings are shown in Table 6. It is 
noteworthy that seriousness of suicidal 
attempts does not seem to be related 
directly to likelihood of subsequent sui- 
cide, whereas the seriousness of suicidal 
ideas is clearly related. 

Method in suicide attempts. There were 
250 male suicide attempt cases, of whom 
11 subsequently committed suicide. Thesei 
11 cases were studied in relation to the 
other 239 with regard to method used in 
the original attempt. The findings are 
shown in Table 7. The original attempts in 
the 11 who subsequently committed sui- 
cide contain a higher proportion of poison- 
ing cases and fewer cuttings and shootings ; 
however, the small numbers make any in- 
ferences risky. 


TABLE 7 
Method Used in Original Suicide Attempt: A 
Comparison Between Those Who Did and Did 
Not Subsequently Commit Suicide 
(Male Cases) 
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TABLE 8 
Relationship of Degree of Depression at Original 
Consultation to Rate of Subsequent Suicide 
(Male Cases) 


SEVERITY OF SYMPTOM 


OF DEPRESSION CASES SUICIDES RATE 
Serious 137 1 174 
Moderate 191 8 985 
Slight 90 7 1656 
None present or mentioned 164 5 592 

Total 582 21 790 


These 11 cases were also studied in 
terms of how the method in the original 
suicide attempt compared to the method 
in the ultimate suicide. In general, the 
methods were different. The methods were 
naturally of a more serious type in the 
ultimate suicide; for example, seven of 
the cases died from a gunshot wound of 
the head. Only two of the 11 cases used 
the same class of method: one minor gun- 


[April 
consultation, regardless of the clinical di- 
agnosis. The findings are shown in Table 
8. It is apparent that there is an inverse 
relationship here, with the slightly de- 
pressed having a much higher rate than the 
seriously depressed. This seems paradox- 
ical, but it should be kept in mind that 
the suicides often occurred months or years 
later, so that the degree of depression pres- 
ent then may have been much different. 

Type of precipitating factor. An attempt 
was made to classify the suicidal group 
into four main categories according to 
precipitating factors. These factors and the 
findings are shown in Table 9. It appears 
that those with physical health problems 
have a clearly higher rate than the other - 
groups. It should be noted, however, that 
these patients average about ten years old- 
er than the other groups. 

Other factors. Several other factors were 
examined; none showed any significant 


shot injury case later killed himself with a relationship to suicide. These included 
gunshot wound of the head and one barbi- _Pirth year, marital status, duration of psy- 
turate poisoning case later took thallium, ‘Hiatric illness, competency, the psychi- 
It was noted that several of these individ. 2¢TiSt’s recommendation and whether or 
uals had also made other suicide attempts, "Ot the patient accepted it. 
usually by still different methods. Thus DISCUSSION 
there did not appear to be any personal ape 
“style” of self-injury. The suicide rates derived for the sub- 

Role of alcohol. The role of alcoholism jects of this study are obviously far higher 
and of intoxication at time of the original than those in the general population. The 
suicidal behavior was examined. There "êtes for male suicidal subjects are 35 times 
were no striking findings, but the 150 cases êS high as those calculated for male veter- 
with some degree of alcoholism did have êS generally. The rates are also about 
a somewhat higher suicide rate of 944, as four and one-half times as high as those 
compared to 790 for the entire male group. reported earlier(6) for all psychiatric hos- 

Degree of depression. The individual pital admissions and are higher than those 
cases were evaluated in terms of the symp- for any diagnostic category in that study, 
tom of depression at time of the original including depressions. It appears, there- 

A TABLE 9 i 
Relationship of Precipitating Factors to Rates of Subsequent Suicide 
(Males Only) 
AVERAGE AGE 
TYPE OF PRECIPITATING K, 
FACTOR CASES SUICIDES RATE INTO STUDY 

Physical health problem 89 4 
Psychiatric illness, including alcoholism 297 10 s i 
Acute social upheaval 67 2 601 38.3 
Chronic social or family pressures 59 2 685 39.2 
Other factors 70 3 874 40.0 

Total 582 21 790 42.0 
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fore, that suicidal behavior is one of the 
stronger known indicators of subsequent 
suicide. 

Studies of subsequent suicide among 
previously suicidal patients are relatively 
scarce. Dahlgren(1) followed up 94 male 
suicide attempt cases for periods ranging 
from a few months to 12 years, mostly two 
to seven years; he found that nine in- 
dividuals, or 9.6 percent, had committed 
suicide. 

Stengel and Cook(9) reported on three 
series of suicide attempt cases in terms of 
subsequent suicide; with follow-up per- 
iods up to five years, the suicide percent- 
ages for their male patients (in their 
Groups I, II and V) were 1.4 percent, 
5 percent and 7.7 percent. Moss and Ham- 
ilton(4) followed a mixed-sex group of 
50 seriously suicidal patients for a period 
ranging from one to twenty years, averag- 
ing six and one-half years ; they found that 
11, or 22 percent, had committed suicide. 
Hove(3) followed up 500 persons (sex 
not stated) who had attempted poisoning 
by narcotics, for a period of two to three 
years; 24 of these individuals, or 4.8 per- 
cent, had committed suicide. 

Schmidt, O’Neal and Robins(7) report 
on a 4 to 11-month follow-up of suicide 
attempt patients; using their data for 
males only, it was found that two of 49, 
or 4.1 percent, had committed suicide. 
Gardner, Bahn and Mack(2) report on a 
male and female group of 387 suicide 
attempts followed for one to two years; 
there were eight suicides (two percent), 
all occurring within the first follow-up 
year. In their age 55 and over group, there 
were three suicides in 48 cases (six per- 
cent). 

Schneider and Blanc(8) found that in- 
dividuals who had attempted suieide had 
a subsequent suicide rate ranging from 
six to 45 times that in the general popula- 
tion, Their entire group of male suicide 
attempt cases had a subsequent suicide 
rate 16.6 times that in the comparable gen- 
eral male population. In a ten-year follow- 
up of these 191 male cases, they found 
that 19 (ten percent) had committed sui- 
cide. ENAS 

It thus appears that the finding in this 


study, that 4.4 percent of male suicide at- 
tempts had subsequently committed sui- 
cide, is approximately in line with these 
other studies, even though the length of 
follow-up varies considerably. 

The diagnostic groupings were not very 
helpful in establishing differential suicide 
risk in the present project. However, it 
should be noted that these were initial 
diagnoses based on a single interview and 
that there was a sizable group of unknown 
or undiagnosed cases, containing four sub- 
sequent suicides. 

On the basis of this study, the highest 
risk group would consist of white males in 
their 50s who had made a suicide attempt 
or had entertained serious suicidal 
thoughts, who had been referred by the 
Medical Service and in whom the precipi- 
tating factor was a physical health problem. 
The greatest risk period is during the first 
three months after the initial suicidal be- 
havior. 


SUMMARY 


In this study, 618 suicidal veteran pa- 
tients were followed up for a period of 
one month to 14% years, averaging 4.6 
years, Of these, 615 were successfully traced. 
Twenty-one of these (3.4 percent), all 
males, had committed suicide. 

By computation of man-years of risk 
for each case and summing of these by 
categories, the following suicide rates were 
derived (to be compared to 10.6 for the 
U.S. as a whole and 22.7 for male veter- 
ans): all 615 subjects, 740; male suicidal 
patients, 786; suicide attempts, 805; sui- 
cide threats, 710; suicidal ideas, 674. 

Rates were also derived and presented 
for diagnostic groupings, age, length of 
time in the study, degree of seriousness 
of the suicidal behavior, severity of the 
symptom of depression and type of precipi- 
tating factor. 

The period of greatest risk of suicide 
was found to be during the first two years 
following the initial suicidal behavior ; 
during the first three months, the incidence 
of suicide was almost one percent of the 
entire group. 

It is concluded that suicidal behavior 
(attempts, threats and ideas) is one of 

c€ 


the strongest indicators of future suicide 
—more relevant than the psychiatric diag- 
nostic grouping. Male patients who have 
shown such behavior have about 35 times 
the expected suicide rate. 
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In a series of recent papers Vaillant has 
reviewed the literature on prognosis in 
- schizophrenia and shown that many studies 
_ have repeatedly indicated that schizo- 
phrenic patients who recover differ signifi- 
cantly from those who do not in respect 
to the presence or absence of a series of 
prognostic factors( 11-13). Seven of these 
~ factors were used by Vaillant in a long- 
term follow-up study to construct a scale 
which correctly predicted the clinical 
course in 82 percent of cases( 13). 
Nameche, Waring and Ricks have con- 
structed a 13-factor scale which includes 
Vaillant’s seven factors, and have shown 
a high correlation between outcome in 
schizophrenia and scores on their scale(6). 


Based on a paper read at the 12Ist annual 
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PROGNOSTIC FACTORS IN RECOVERED AND 
DETERIORATED SCHIZOPHRENICS 


JOSEPH H. STEPHENS, M.D., CHRISTIAN ASTRUP, M.D. anv 
JOHN C. MANGRUM 


The present report is a study of 100 
schizophrenic patients made up of two 
groups of 50 patients with markedly dif- 
ferent outcomes on follow-up. The patients 
in the first group were grossly psychotic 
at the time of follow-up and had spent at 
least five years in a hospital after discharge 
from the Phipps Clinic. The patients in the 
second group had recovered completely 
and had required no further hospitaliza- 
tion. The inpatient charts of these patients 
were reviewed by one of us (JCM) who 
had no knowledge of the follow-up, and 
who then determined for each patient the 
presence or absence of 54 prognostic fac- 
tors. A prognostic scale similar to Vaillant’s 
was then constructed comprising those 
factors found to differ most significantly 
in the two groups. 


METHOD 


Over 350 follow-ups have been obtained 
on patients diagnosed as schizophrenic by 
the staff and hospitalized at the Henry 
Phipps Psychiatric Clinic since 1950. Fol- 
low-up evaluations are based on letters, 
telephone conversations and personal con- 
tacts with the patients, their relatives and 
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hospitals. Of those on whom we have at 
least a five-year follow-up, 50 patients were 
found at the time of follow-up to be not 
only severely psychotic, but also to have 
been hospitalized for at least five years 
after discharge from the Phipps Clinic. 
These patients constitute the group of 
deteriorated patients whose charts we have 
studied. 

For comparison a group of recovered 
patients was made up of the 50 patients 
with the longest follow-up period (at least 
five years) who had had no further psy- 
chiatric hospitalization since discharge 
from Phipps and who at the time of 
follow-up were considered to be recovered 
and without any evidence of psychiatric 
illness. 

The mean follow-up period was 8.8 
years for the recovered group and 9.2 
years for the deteriorated group. The 
deteriorated patients had spent a mean 
of 8.3 years in psychiatric hospitals after 
discharge from Phipps. It is thus apparent 
that the two groups represent two extremes 
of outcome. 

The list of 54 prognostic factors was so 
constructed that all could be scored as 
either present or absent in reviewing case 
histories. These factors included those 
seven considered to be important by 
Vaillant. It also included others described 
in the literature, particularly those pre- 
viously used by Astrup( 1, 2, 4, 6, 7, 14, 15). 

The charts of the 100 patients to be 
studied were put in chronological order 
and given for the first time to one of us 
who had no knowledge of the patients or 
their outcome on follow-up. The presence 
or absence of the 54 factors was then 
determined for each patient. Only yes or 
no answers were permitted. Every factor 
was scored for each patient. If the record 
contained no information about the factor 
or was ambiguous, it was scored as absent. 

Those factors which differed significant- 
ly in the two groups at the p <.001, .01 
or .05 level were then pna e construct a 

rognostic scale in which the score was 
pee by the number of favorable 
prognostic factors present. Chi-square with 
Yates’ correction for continuity was the 
statistical test used. 


RESULTS . 


The presence of four factors differed 
significantly in the two groups at the 
p<.001 level. These factors, phrased to 
correlate with recovery, were: 1) six 
months or less from onset to full-blown 
psychosis (acute onset) ; 2) clear precip- 
itating factors (precipitating factors) ; 3) 
married on admission (married); and 4) 
good premorbid social adjustment and work 
history (good premorbid history). 

Four factors differed significantly in the 
two groups at the p<.01 level. These 
were: 5) presence of depressive features 
(depression) ; 6) personality not schizoid 
(not schizoid); 7) feelings of guilt ex- 
pressed (guilt); and 8) presence of con- 
fusion or disorientation on admission (con- 
fusion ). 

Three factors differed significantly in 
the two groups at the p<.05 level. These 
were: 9) absence of below average in- 
telligence (no low IQ); 10) absence of 
marked emotional blunting during hospi- 
talization (no emotional blunting); and 
11) no schizophrenia in blood relatives 
(no schizophrenic heredity ). 

The presence of the remaining 43 fac- 
tors did not differ significantly (p> .05) 
in the two groups. These were : 12) male ; 
13) age 20 or more at onset of psychosis ; 
14) cyclothymic personality; 15) pecul- 
iar or bizarre mannerisms; 16) hebe- 
phrenic symptoms; 17) catatonic symp- 
toms; 18) hypochondriacal symptoms; 
19) hysterical features; 20) hypomanic 
features; 21) paranoid delusions; 22) 
ideas of reference ; 23) somatic delusions ; 
24) delusions of a fantasy lover; 25) 
delusions of high descent; 26) psychotic 
jealousy of a fantastic nature ; 27) religious 
megalomania; 28) psychomotor inhibi- 
tion; 29) disturbance of symbolization; 
30) depersonalization ; 31) flight of ideas; — 
32) negativism; 33) anxiety prominent ; 
34) elation. 

Also, 35) agitation ; 36) impulsivity and 
tantrums; 37) any type of hallucinations; 4 
38) auditory hallucinations ; 39) visual 
hallucinations; 40) haptic or sexual hal- | 
lucinations; 41) special hallucinations, 
such as hearing of thoughts, conversation Gy 
with voices, voices coming from patients 
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own body or head; 42) philosophical and 
religious preoccupations; 43) passivity or 
feelings of influence; 44) periodic course ; 
45) below average social and economic 
class ; 46) any type of psychosis in family ; 
47) depressive psychosis in blood rela- 
tives; 48) pyknic body build; 49) asthe- 
nic body build; 50) insulin coma given; 
51) ECT given; 52) poor physical health 
prior to admission; 53) hospitalized more 
than three months; and 54) preoccupation 
with death. 

In Table 1 the presence of the significant 
prognostic factors is tabulated for the two 
groups with calculated chi-squares and 
significance levels. Two of Vaillant’s criteria 
which did not show significant differences 
are also included in the table. It is not 
unlikely that these two factors were found 
in only a few cases because the physicians 
writing the case studies were not looking 


TABLE 
Correlation Between Presence of Individual Prognostic Factors and Outcome 
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FIGURE 1 E 

Outcome of Patients Correlated with the Number of 

Prognostic Factors Present on Admission Using an Eight- 
Factor Scale 


RECOVERED 


DETERIORATED 
GROUP 
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NUMBER OF PATIENTS 
WITH FACTOR PRESENT 


RECOVERED DETERIORATED 
GROUP GROUP 

FACTOR N=50 N=50 x? P 
Acute onset 35 12 19.5 < 001 
Precipitating factors 36 14 17.6 < 001 
Married 32 13 129 <00 
Good premorbid history 32 14. 11.6 <.001 
Depression 38 21 10.6 <0 
Not schizoid 34 17 10.2 <i 
Guilt 21 6 9.9 <0 
Confusion 20 7 73 <0 
No low IQ 48 40 46 <05 
No emotional blunting 38 27 44 <.05 
No schizophrenic heredity 47 39 41 <.05 
Depressive heredity 4 4 a ns. 
Concern with death 5 1 A ns. 


for them specifically. For example, 25 cases 
were said to have psychotic relatives but 
the type of psychosis could not be deter- 
mined. The other five factors used by 
Vaillant are used by us verbatim (our 
factors 1, 2, 5, 6 and 8). 

Using an eight-factor scale made up of 
those variables significant at the p<.01 
or .001 level, we scored each patient ac- 
cording to the number of these factors 
present. Figure 1 shows the marked dif- 
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ference in scores in the two schizophrenic 
follow-up groups, Forty-one of the 50 re- 
covered patients had scores of four or more 
while 40 of the 50 deteriorated patients 
had scores of less than four. 

If we increase the number of factors in 
the scale to 11 by using all those factors 
significantly different in the two groups at 
the .05 level or better, the discrimination 
is not significantly different. In this case 
40 of the recovered group have scores 0 
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seven or more and 42 of the deteriorated 
group have scores of less than seven. This 
not significantly different discrimination 
when the number of factors is increased is 
due to the equal unitary weighting we 
have given each factor. 

When a relatively small number of 
variables is used, all of which are highly 
significant, equal weighting does not create 
a problem. With an increase in the number 
of variables the need arises to weight the 
variables by some method of multivariate 
analysis. Such methods were not practical 
when the number of variables was large 
until high speed computers became avail- 
able. 

By using the computer and a discrim- 
inant function program it is possible to 
develop differential weighting of the vari- 
ables and to test the effectiveness of such 
weights(5). This discriminant analysis, 
which yields weights that have the mathe- 
matical property of maximally separating 
two groups, has recently been used in a 
study of prognostic factors in schizophrenia 
by Sherman, Moseley, Ging and Bookbind- 
er(8). 

wel derived discriminant function 
weights are used on the eight variables, 
the two groups can be separated with 42 
of the 50 recovered patients scoring above 
a certain point and 41 of the 50 deter- 
iorated patients scoring below this point. 
This is not significantly better separation 
than that obtained using unitary weighting 
for each factor. 

However, using 11 factors, discriminant 
function weights enable us to separate the 
patients with 44 of the 50 recovered pa- 
tients, scoring above a certain point and 
43 of the 50 deteriorated patients scoring 
below this point. This is somewhat better 
discrimination than that obtained using 
unweighted factors but not remarkably so. 

If we use Vaillant’s seven-factor scale 
we obtain the results shown in Figure 2. 
Here 36 patients with scores of three or 
more are in the recovered group while 38 
patients with scores of less than three are 
in the deteriorated group. Vaillant, how- 
ever, predicted that patients with scores of 
four or more would recover. This would 
predict recovery in only 25 of the 50 
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FIGURE 2 
Outcome of Patients Correlated with the Number of 
Prognostic Factors Present on Admission Using Vaillant’s 
Seven-Factor Scale 
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recovered patients although failure to re- 
cover would be predicted in 47 of the 50 
deteriorated patients. The fact that we 
have few patients with positive scores for 
two of Vaillant’s factors, “preoccupation 
with death” and “depressive heredity” due 
to reasons already noted, may explain why 
the recovered patients in our study tend to 
have somewhat lower scores than Vaillant's. 

All 100 patients in this study were 
among 475 patients already classified by 
Astrup to be either “process” patients with 
a poor prognosis or “nonprocess” patients 
with a good prognosis. This was done as 
described in earlier papers by using the 
elaborate subclassification of schizophrenia 
of Leonhardt and others(9, 10). 

Follow-up results were, of course, not 
known until after the case histories were 
classified. Of the 50 deteriorated patients 


all but three had been classified “process” 


and of the 50 recovered patients all but 
three were classified “nonprocess.” Of the 
50 “nonprocess” patients, 39 had a score 
of four or more on our eight-factor scale 
while 38 of the 50 “process” patients had 
a score of less than four. It may be that the 


complicated subclassification system of pre- — 


dicting recovery in schizophrenia is much 
less useful than a system of simple scales 
such as those discussed in this paper. 
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TABLE 2 
Tetrachoric Correlation Matrix of Prognostic Factors * 
coop 
PRECIPITATING PREMORBID NOT 
FACTORS MARRIED HISTORY DEPRESSION SCHIZOID GUILT CONFUSION RECOVERY 

Acute onset 40* 42* -40* 34" 54" .29 60° .66* 
Precipitating 

factors .51* .60* .29 51* .38* 19 64* 
Married -50* 58* 49° 18 29 57* 
Good premorbid 

history 31 34" 16 12 5g 
Depression 31 13 16 50 
Not schizoid 21 .39* 51 
Guilt .26 53" 
Confusion 48 


* Correlations with an asterisk are significant at the p< .05 or .01 level by the chi-square test. 


Intercorrelations between the eight prog- 
nostic factors used in Figure 1 are shown 
in Table 2. The results are comparable to 
those reported by Vaillant. Not only is 
each factor positively correlated with re- 
covery, but the eight factors are positively 
correlated with each other. 


COMMENT 


Our sample is made up of the two most 
extreme follow-up groups available to us 
in order to increase the significance of 
differentiating prognostic variables. The 
variables found to be significant in this 
study are currently being tested for their 
predictive value as prognostic factors, 
However, we have in the present study 
successfully used Vaillant’s variables as 
predictive factors, 

Vaillant predicted that those patients 
with scores of four or more on his scale 
would remit. There is justification, how- 
ever, for using a score of three or more as 
the discriminating point if the factor “con- 
cern with death” is omitted. This factor 
showed no significant difference in Vail- 
lant’s two groups, “full remission” and 
“absence of full remission” being present 
in approximately half of the patients in 
each group(13). 

We are currently determining the pres- 
ence or absence of the 11 prognostic 
variables listed in Table 1 in the 475 pa- 
tients we have already classified as “proc- 
ess” or “nonprocess.” 

At a later date we plan to use our two 
extreme follow-up groups to study the 
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correlation between follow-up and scores 
on the prognostic scales of Astrup and 
Noreik(2), Becker(3), Faergeman(4), 
Phillips(7), Wittman(14) and Zubin(15). 


SUMMARY 


The case histories of two groups of 
schizophrenic patients with markedly dif- 
ferent outcomes on follow-up were studied 
by one of us who did not know the out 
comes. Of the 54 factors of possible prog- 
nostic significance that could be scored 
as present or absent, 11 were found that 
differed in the two groups at levels of 
significance of from p<.05 to p<.00L 
A scale was used that was made up of 
those eight of the 11 factors which differed 
in the two groups at the p<.01 or p< 001 
levels. Of the 50 recovered schizophrenics 
82 percent had scores of four or more and 
80 percent of the deteriorated schizo- 
phrenics had scores of less than four. 

Using an 11-factor scale and a computer 
method of discriminant functions, an only 
slightly higher discrimination was possible. 

The study confirms Vaillant’s simple 
method `of prediction of schizophrenic re- 
mission and suggests that elaborate sub- 
classifications of schizophrenia may be of 
less prognostic value than simpler methods 
which assign patients to a point on a prog- 
nostic continuum, 

The importance of basing prognosis 0? 
longitudinal factors as well as on the clini- 

symptoms present at admission is €M- 
phasized. The need for considering prog 
nostic factors in individual patients when 
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evaluating various methods of treatment 
is apparent. 
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CHILDHOOD SCHIZOPHRENIA : 30 YEARS LATER 


STEPHEN BENNETT, "M.D. ann HENRIETTE R. KLEIN, M.D. 


The first description of childhood schiz- 
ophrenia in the American literature was 
made by Howard W. Potter, M.D., 30 years 
ago when he reported on six children, all 
patients at the Children’s Service, New 
York Psychiatric Institute(1). He defined 
the use of the term schizophrenia (or reac- 
tion types) as characterized by : a general- 
ized retraction of interest in the environ- 
ment; dereistic thinking, feeling and 
acting ; disturbances of thought manifested 
through blocking, symbolization, condensa- 
tion, perseveration, incoherence and dim- 
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inution, sometimes to the extent of mutism ; ~ 
defect in emotional rapport; diminution, ~ 
rigidity and distortion of affect and altera- 
tions of behavior with either an increase of — 
motility leading to incessant activity or a ~ 
diminution of motility leading to completely 
immobile or bizarre behavior with a ten- — 
dency to perseveration or stereotype. : 

He said : “The outstanding symptomatol- 
ogy is found in the field of behavior and a 
consistent lack of emotional rapport. The 
drive for integration with the environment,” 
so characteristic of normal children and so 
essential for their personality development, — 
is outstandingly absent.” 

Five years later a follow-up study was 
done on this original group of six and on — 
eight additional children subsequently hos- 
pitalized at the New York Psychiatric In- 
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stitute, all with the same diagnosis of child- 
hood schizophrenia (2). 

It seems of interest to review this history- 
making group, since the history of child- 
hood schizophrenia itself is so short that a 
30 year follow-up covers its lifetime. 

The 1937 report of the five-year follow- 
up stated: “The outcome of the schizo- 
phrenic reaction group is exceedingly poor ; 
only one out of 14 has made an at all satis- 

factory readjustment—the remainder be- 
came progressively worse.” 

Our current follow-up on this sample 

_ supports the original impression. 
Of the 14 cases first described, two could 
~ not be located, either in the New York State 
_ hospital system or in New York State : their 
families may well be living elsewhere. 

Two of the group had died, both having 

been long-term residents of state hospitals 
since their original discharge from the 
Psychiatric Institute. One had died by hang- 
_ ing in 1950 at the age of 29. According to 
_ his hospital record, he had not shown de- 
terioration or regression but had continued 
_ alert and involved in simple activities. The 
_ final diagnosis at the hospital where he 
died was dementia praecox, paranoid type. 


The other patient had died in 1962 at the 
age of 31 of a coronary occlusion. The 
final diagnosis at the hospital was mental 
deficiency, undifferentiated type. 


THE FINDINGS 


Of the remaining 12 only one had been 
able to maintain himself, having been dis- 
charged from the state hospital in 1954, 
_ The diagnosis at that time, 11 years ago, 
= was dementia praecox, and he was consid- 
ered capable of maintaining himself outside 
the hospital. He has been working as a dish- 
washer in a local hospital and when seen 
recently was found to be a hesitant and 
socially awkward man. He stated that he 
felt he was in excellent health. One aspect 
of his thinking disorder was the repetitious 
description of his dislike for the woman 
with whom he had lived (under home-care 
auspices) during his first year after hospital 
discharge. His stereotyped trend empha- 
sized that he felt she had cheated him; 
he had been preoccupied with this idea for 
the past ten years. His voice was flat and his 
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general emotional response was without any 
liveliness as he monotonously repeated this 
single idea. He lives alone but has a few ` 
friends. Mostly he watches TV and during 
his summer vacations is methodically visit- 
ing every state in the union on his own. 

Nine patients were in state hospitals, 
Seven of these show regression and deteri- 
oration. All of them are currently diagnosed 
as dementia praecox, catatonic or hebe- 
phrenic type. Two were in institutions for 
mental defectives. These would appear to 
have been so placed because their early 
inability to communicate made them special 
management problems. 

All the patients in our sample had been 
treated by the succeeding treatment modal- 
ities as they arose over the years—electric 
convulsive therapy, insulin therapy and en- 
ergetic drug treatment. However, all con- 
tinued to be noncommunicative, participat- 
ing in few if any activities and were 
described as flat and withdrawn. 

When interviewed by the two authors | 
jointly for the current investigation, our 
group of patients could not be distinguished 
from their fellow patients who were diag- 
nosed schizophrenia (adult), with deteri- 
oration. The observations and records of the — 
hospital staff members stated that our 
former patients were no longer different or 
unique and indeed were similar to the other 
patients whose illness had not been mani- 
fested until adulthood and were diagnosed 
as dementia praecox, with deterioration. 

Two patients in our series, although still 
hospitalized, showed no further deteriora- 
tion since their childhood manifestation of 
mental illness and early hospitalization. One 
of these had been transferred to a state 
hospital at 13 years of age and has spent 
the past 32 years there. Shy and anxious, 
he has nct shown intellectual deterioration 
but has remained alert and involved in 
hospital activities, at one time amassing 
conspicuous amounts of pocket money by 
taking race track bets which he figured out 
by himself. In the present era of intensive 
treatment and milieu aids, it seems likely 
that this type of patient would not have 
been institutionalized for so long a period 
and would have made a different type of 
adjustment. 
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The other patient in our sample without 
evidence of regression or deterioration is 
the single patient reported in the 1937 com- 
munication as having made a fairly good 
adjustment. He had been discharged in 
1931 at the age of ten, required hospitaliza- 
tion again in 1938 and has remained in an 
institution for these past 27 years, except for 
two short bouts in the 1960s when he 
eloped from the hospital. Neat in appear- 
ance, he gave appropriate though laconic 
answers. He displayed little emotional re- 
sponse and was extremely passive. Although 
operating at a low level of adaptation, he 
has maintained this over the years except 
for impulsive, inappropriate (although 
harmless) sexual behavior. He might well 
have managed to function at this level out- 
side of the hospital, but only if a highly 
protective setting were available. 

In summary, two of the 14 original cases 
could not be located ; two were dead ; only 
one patient was able to continue to main- 
tain himself outside of the hospital. Of the 
nine still in institutions and available for 
interviews, two have maintained the same 
level of dysfunction and seven are in a 


severely deteriorated state. The clinical pic- 
ture presented does not differentiate them 
in any way from that of adult schizophrenic 
patients with deterioration in the same 
hospitals. 


BIOLOGICAL SIGNS 


It is of historical interest, because of the 
present search for brain damage and soft 
neurological signs in childhood schizophre- 
nia, that the hunt for neurological or biolog- 
ical signs in the 1930s with the inclusion of 
all minor findings in the records was just 
as intent and just as frequently mentioned 
as now. There is one difference in emphasis, 
however : in the 1930s the presence of con- 
genital syphilis or encephalitis was much 
more frequently considered, and notations 
stating the absence of these is found rou- 
tinely in the original charts. Roughly one 
third of the 14 children described in 1937 
had shown early evidence of organicity, 
only slightly present and not understood. 
Time has not clarified this issue. 

In studying these cases of over 30 years 
ago, it becomes clear that the original 


diagnosis of childhood schizophrenia was 
stringently restricted to the presence of 
thinking disorder and behavior disorder of 
an odd, bizarre type. Only children with 
distorted thinking or behavior which re- 
sembled that of adolescent or adult schizo- 
phrenia were diagnosed as childhood schizo- _ 
phrenia. By having restricted the term to 
this type of clinical phenomena, it follows 
that only severely injured or handicapped 
children would have been so assessed at — 
that time. The very severity of these cases 
turned out to mean a more-or-less hopeless 
outcome, except for the rare exception, as 
in the instance of the one patient out of 14 
who was able to make a go of it outside the 
hospital. 

All the children in our sample were said 
to have been “normal” at birth, a develop- 
ment which then was not maintained. By 
the time they were first hospitalized at the 
Psychiatric Institute over 30 years ago, 
some regression or deterioration had oc- 
curred in their development. 

Except for some fading of their abilities 
with age, rut formation and chronic hos- 
pitalization, the clinical display of regres- 
sion or deterioration at the time of their 
hospitalization some 30 years ago has under- 
gone little change. However, by not de- — 
veloping beyond that point, they are now 
conspicuously undeveloped adults, unable 
to function except at a low maintenance — 
level and with environmental support and 
care, 

The use of the diagnostic category of 
schizophrenia has broadened as has that of 
childhood schizophrenia, so that many dif- _ 
ferent types of dysfunction are now in- 
cluded in this category. This means that — 
many of the patients now diagnosed as 
“childhood. schizophrenia” will be more — 
treatable, educable and trainable, and with 
the prognosis varied. Many of the child — 
patients currently diagnosed as “childhood — 
schizophrenia” do not resemble the ones 
so diagnosed in the 1930s in that they do 
not show comparable severity of impair- 
ment or pathological process, although it — 
is of course possible that a few of the chil- 
dren in our sample might have Ee 
less deterioration under more favorable cir- 
cumstances. y 
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The original group, as described by Pot- clinical phenomenon of childhood schizo- | 


ter, later restudied and reported in a five- phrenia. 
year follow-up(2) and again restudied now, REFERENCES 


would be considered by some to represent 


= f, 1. Potter, H. W. : Schizophrenia in Children, 
only the most severely ill of childhood Amer. J. Psychiat. 12:1253-1270, 1933, 


schizophrenia patients and the diagnostic 2. Potter, H. W. and Klein, H. R.: An Evalu- 


category used then would not be considered ation of the Treatment of Problem Chil- 
sufficiently inclusive now. dren as Determined by a Follow-Up 

This historical vignette directs attention Study, Amer. J. Psychiat. 17:681-689, 
to the still existing unknowns about the 1937. 
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GROUP THERAPY WITH PSYCHOTIC AND BORDERLINE 
MILITARY WIVES 


JOSEPH HARTOG, M.D. 


The emotional problems and psychiatric 
treatment of the wives of military personnel 
have received minimal recognition in spite 
of the fact that most career servicemen are 
family men who live with their families on 
or near military installations(1, 2, 6). 

This article will be limited to the out- 
patient group psychotherapy of psychotic 
and borderline wives. The approach will 
be primarily structural and pragmatic with- 
out discussion of the theoretical or dy- 
namic aspects. 

The experiences herein described took 
place at an army post with a military and 
on-and-off-post civilian dependent popu- 
lation of approximately 20,000. The two 
major military segments on the post were a 
special training school and an infantry 


brigade. There was an army hospital (with - 


a bed occupancy of about 60-80) and a 
mental hygiene consultation service geo- 
graphically separate from the hospital but 
conveniently located for both military and 
dependent patients. 

The major source of adult dependent 
patients for the mental hygiene consultation 
service was the outpatient medical’ clinic. 
In addition to self-referrals were referrals 
from spouse, chaplain and occasionally a 
commanding officer (who most frequently 
referred a couple). More often than not 
there was a sense of urgency if not emer- 
gency. In the majority of cases, the situation 
proved to be only a pseudo-emergency 
with urgent administrative needs such as a 
request for compassionate reassignment to 
prevent separation or the culmination of a 
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progressive marital deterioration. Fre- 
quently the sense of emergency was a 
product of the referring source’s reaction to 
the symptoms, behavior or outpouring of 
feelings. 

Nevertheless, a very large number of 
women were treated supportively by the 
nonpsychiatric physicians and chaplains 
with or (mostly) without consultation from 
the mental hygiene consultation service. 


WHY GROUP THERAPY 


The official and unofficial policies re- 
garding the mental health needs and psy- 
chiatric treatment of military dependents 
were somewhat contradictory and vague. 
Probably one reason was the incomplete 
fusion of old and new goals and policies— 
such as the idea that “the individual 
soldier, the fighting unit, is the primary 
responsibility of the military medical serv- 
ice” in opposition to “the soldier and his 
family are to be cared for by the military 
medical service because the illness of wife 
or child, by affecting the soldier's morale, 
affects his military efficiency.” The soldier's 
commander, being responsible for the over- 
all well-being of the soldier, frequently 
became involved in marital and family mat- 
ters, illustrating one of the indirect reper- 
cussions of the wife’s situation. Higher-level 
administrative decisions in regard to assign- 
ment and family travel also were affected 
by mental illness of the wife. 

There was another reason for treating 
the army wives in addition to the relation- 
ship between a soldier's performance and 
the state of his family affairs—although the 
wife was the designated patient in a patho- 
logical relationship, the serviceman was the 
potential or hidden patient, reluctant to 
come into the open. Therefore, indirect 
treatment of the soldier might be provided 
through his wife. 

Assuming the reality of a shortage of 
professional time for the care and treatment 
of dependents, the most direct solution 
would have been to refuse all contacts 
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with dependents regardless of the situation. 
This was impossible: there was the pres- 
sure of colleagues to “refer” patients ; there 
was the insistence of the Post Surgeon or 
other significant commanding officers that 
the uproar caused by a very disturbed 
dependent or marriage be quieted; and 
there was the inescapable emotional, 
humanistic and ethical justification that 
those patients who were most ill deserved 
to be treated. 
It was recognized that the major con- 
sequences of stopgap management were 
recurring crises, “emergencies” and hospi- 
talizations. The patient and her relatives 
would learn little from these experiences, 
which produced little if any improvement 
or healthful change, continuing the cycle of 
self-destruction, rejection and loss of self- 
esteem, as well as involving the mental 
hygiene clinic in repeated improvisations. 
_ Two forms of management other than 
_ group therapy which might have been use- 
_ ful were mental hygiene community psy- 
_ chiatric techniques (consultation with hus- 
bands and other caretaking individuals) or 
drug therapy with brief contacts. The 
former, although a major instrument of the 
clinic in other programs (with soldiers 
= and school children) seemed at the time 
unfeasible for army wives because of the 
absence of a permanent nonmilitary com- 
munity structure and the relative physical 
and social isolation. Drug therapy with 
brief contacts was a reasonable approach 
to the outpatient management of the more 
serious emotional illnesses, but the profes- 
sional time used, since close supervision is 
necessary, would be essentially equivalent 
to the average time per patient expended 
in doing group therapy. Furthermore, group 
therapy could include drug therapy and 
brief contact. 

Restated simply, group therapy was 
selected as the proper form of primary 
management, first, pragmatically, consider- 
ing the number of people sorely in need of 
treatment and the number of therapist 
hours available(5) and second, subjective- 
ly, on the theory, belief and experience 
that group therapy was an effective form 
of psychotherapy for these patients(3). 
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SELECTION AND DESCRIPTION OF PATIENTS 


t 


Patients were selected for group therapy 
on the basis of the severity of their emo- 
tional disturbance, not necessarily related 
to formal diagnosis. Although the criteria 
were not explicit, the following character- 
istics evolved: informally, the diagnoses 
were of the schizophrenic (48.3 percent), 
psychotic depressive (20.7 percent) and 
borderline varieties, generally chronic and 
with histories of psychiatric hospitaliza- 
tions. Almost all of the patients initially 
required major tranquilizers and/or anti: 
depressant medication, A majority had 
somatic symptoms and were well known to 
the various outpatient departments of the 
hospital prior to their arrival at the mental 
hygiene clinic. In fact, the recurrence and 
persistence of their somatic complaints with 
frequent visits to the clinics were an im- 
portant selection determinant. Ordinarily 
these patients would not get outpatient 
psychotherapy. They were often social 
isolates, either as the result of their own 
withdrawal or the geographic isolation 
caused by the location of the home, the 
children to care for and the absence of 
transportation, The transient associations 
and frequent separations characteristic of 
military family life contributed to the iso- 
lation. 

The groups were heterogeneous in Te- 
gard to age (20s to 40s), race, nationality, 
rank of spouse and presenting problems. 
The formal diagnoses were more variable 
than the broad categories of psychosis of 
borderline states might indicate. Included 
were paranoid, undifferentiated and cata- 
tonic schizophrenia, psychotic depression, 
manic depressive psychosis, involutional 
psychosis, postpartum psychosis, chronic 
neurotic depressions, ex-narcotic addiction 
and masochistic and hysterical character 
disorders. 


THE THERAPISTS 


The psychiatrist who initiated the groups 
was one of the therapists in each group: 
One co-therapist was another psychiatrist 
and the other was a civilian graduate 
social worker. The practical purposes of 
two therapists (co-therapists or therapist 
with assistant therapist) were threefold. — 


1966 J 


First, the various administrative functions 
of running a group, especially one of 
severely disturbed patients, could be shared. 
This refers to phone calls, correspondence, 
meetings with relatives, meetings with the 
patient and spouse, medical statements for 
reassignments, alterations in the medica- 
tions, medical referrals, etc. Second, the 
presence of two therapists insured the 
continuity of the group when one was 
absent, transferred or left the military ser- 
vice. This is of special significance in the 
military setting where such changes may 
be relatively sudden. Third, the use of two 
therapists was an excellent training 
arrangement for an inexperienced group 
therapist, while at the same time training a 
therapist successor for the particular group 
in which he was trained(4). 

The equality of therapist roles varied 
with the relative experience and probably 
the aggressiveness of the therapists. In 
these particular groups where medications 
and somatic symptoms were so prominent, 
the psychiatrist automatically gained a 
leadership role in the group. But this need 
not have remained so and could have been 
altered fairly quickly by the attitudes of 
the therapists and the shifting alignments 
of the patients. 


THE CONTRACT i 


If, after one or more interviews by a 
professional or nonprofessional staff mem- 
ber, a woman was judged to be suited for 
these groups, the therapists discussed the 
case and a meeting was then arranged 
between the therapist(s) and the designat- 
ed patient and her husband (when avail- 
able). The primary purpose of this meeting 
was the establishment of a contract between 
the therapist(s) and the couple. Other pur- 
poses were the acquisition of more informa- 
tion about the husband, the marriage and 
the patient, involvement of the husband in 
the proposed treatment and discussion of 
group therapy. 

In return for a promise of continuous 
psychiatric treatment, the couple had to 
agree that the patient would try group 


therapy for a minimum of six months ; the 


husband had to express his support for the 
treatment and promise that he would not 


assist in the transportation of the patient t 
the group. The designated patient had to- 
agree to the rules of the group which — 
were: confidentiality, freedom to speak 
about anything or not to speak, regula: 
weekly attendance, acquisition of tran- 
quilizers only from the mental hygiene 
clinic and consent to permit blood tests 
(white blood count and differential) that 
would be required (usually) once monthly. ~ 


TECHNIQUES 


The actual methods, whether structural, 
psychotherapeutic or pharmacologic, were 
consistent with the over-all practical ap- 
proach. The groups met once weekly for 
one hour and the maximum number of — 
patients in a group did not exceed eight, - 
The groups were open to new patients who 
would be announced one to two weeks in 
advance, and termination of individual 
members could and did occur. The sessions 
were held at the mental hygiene consulta- 
tion service, which was a wooden barracks- ` 
like building. The group therapy circle was — 
squeezed into an oval, with the therapists — 
sitting in the same seats weekly at opposite _ 
ends of the oval. The relative position of © 
patients in respect to therapists was noted 
and sometimes commented upon in the ~ 
group. A chair was left in the oval for each | 
absent member. Attendance was almost 
always high—above 75 percent—which was if 
significantly higher in general than group” 
sessions of neurotic wives in this clinic. | 

Brief pre- and post-session conferences 
among co-therapists were utilized in lieu of © 
more lengthy sessions because of the pres- 
sure of time as well as the fact that the 
therapists had many other informal con- 
tacts each day. No written record was made | 
during the sessions, but a tape recorder © 
was used in one of the groups. It was 
presented as an aid to the therapy, a 
lowing the therapist to review certain: 
meetings of special interest or to listen to a 
session he had missed. It did not prove to be 
a hindrance in any way; in fact it had 
genuine positive value when a therapist. 
demonstrated he had listened to the tape of 
a session he was unable to attend. The 
co-therapists rarely reviewed the tapes for 
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other reasons except as a teaching presenta- also describe the style of these groups. A 
tion for the rest of the clinic. ` relatively great quantity of verbal communi- 


White coats were not worn by the thera- 

pists (or anyone at the clinic) and re- 
_ freshments were not served. 

The patients were addressed by their 
first names as soon as enough group mem- 
bers indicated this was permissible by the 
use of first names among themselves, This 

_ may have served two purposes: the facili- 
tation of patient interactions, socialization 
and closeness; and the acceleration of 

_ transference. 

The group psychotherapy, in its eclectic 

way, utilized a wide range of techniques 
ranging from group process to questions, 
advice and direction. Bantering and humor 
were used freely. Supportive moves by the 
therapists and mutual’ patient support en- 
= couraged by the therapists were carefully 
titrated when possible against heightening 
levels of anxiety. But there was far more 
patient-to-patient support than had been 
expected on the basis of inpatient hospital 
$ experiences. 
‘ The following four qualities of the thera- 
= pists role distinctly characterized these 
j 

k 
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groups. 1) The therapists frequently inter- 
acted with a patient as though doing indiv- 
idual therapy with a small audience. This 
was done generally within the context of 
the group themes, yet with numerous 
necessary exceptions. Rarely was a patient 
permitted to sit silently without some recog- 
nition and an opportunity to speak dur- 
ing a session. However, the therapists 
. focused their attention more according to 
_ the patient’s current needs, which some- 
times included being left alone, than by an 
overwhelming effort to divide their time 
equally among the group members. 2) The 
therapists allowed themselves to be “manip- 
ulated” by responding to occasional 
requests for after-session meetings with an 
individual patient (frequently with her 
husband) for “urgent” emotional or ad- 
ministrative reasons. 3) As must be evident 
from the preceding, the therapists were 
active. If necessary, they initiated discus- 
sion, broke silences and exposed their own 
personality and feelings. The exposure of 
the therapist as a natural person implicitly 
granted permission for similar patient ex- 


pression. 4) The vectors of interaction 
» 


cation from therapist to individual patient 
coincided with a lessening of the therapist 
to group vector (group process interpreta- 
tions). There was also an apparent inverse 
relationship between the activity of the 
therapist and the patient-to-patient vector. 
Therapist-to-therapist comments were rela- 
tively rare, but communication by facial 
expression and eye contact was not. 

Only a little more need be said about 
the approach to the use of tranquilizers 
and antidepressants. First, the use of drugs 
took second place to psychotherapy. This 
was expressed explicitly and implicitly. For 
example, the medications were distributed 
by the mental hygiene clinic receptionist 
after each session instead of by monthly 
refill prescriptions to be filled at the hospital 
pharmacy. Requests for changes in med- 
ication were handled within the group ses- 
sion. However, almost all of the patients 
were maintained on tranquilizers and/or 
antidepressants during their course of 
treatment although requests for changes 
in dose were remarkably infrequent. Char- 
acteristically, there was an emphasis on 
medications when somatic symptoms were 
most active, i.e., at the initiation of treat- 
ment and during other periods of elevated 
anxiety. 


PROBLEMS PECULIAR TO THE TREATMENT 
OF MILITARY WIVES 


Certain situations and problems peculiar 
to the military setting affected the treatment 
and patients and are worth noting. For 
instance, there were the forced absences of 
the soldier from his family : field maneuvers 
for weeks or months, “hardship” tours (i.e., 
stations where family was excluded), over- 
seas tours without the family because 
uprooting of the family with school age 
children was considered less desirable than 
separation or instances in which the sol- 
dier just did not want his family and re- 
fused to make the arrangements for their 
travel. Such absences or reassignments were 
frequently upon short notice (less than 
three months), although rarely a surprise. 
These marital separations produced a 
period of relative physical and social isola- 
tion for the wife with children (almost all 
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of the patients had preschool and/or school 
age children) without the support of a 
stable familiar community of friends and 
relatives and often without independent 
transportation. When the patient moved 
with her husband there usually was a 
relatively sudden termination of treatment 
with consequent insufficient working- 
through of the separation problem. Super- 
ficially this was in general well tolerated, 
but one patient planned long self- 
destructive trips to the scene of a previous 
unhappiness on the two occasions that a 
therapist left her group, and another patient 
changed residence in response to the same 
stress. 

The intrusive quality of the authori- 
tarian structure peculiar to the military 
environment also had its effect upon the 
treatment. For instance, a certain amount 
of coercive pressure could be applied to a 
soldier through his commanding officer if 
he obstructed or interfered with his wife’s 
treatment, Such a maneuver was used only 
once (benefiting the patient without injury 
to the husband) in a situation where the 
designated patient was a physical invalid, 
separated from her chronic alcoholic hus- 
band who would sometimes fail to bring 
her to the therapy group. Clearly, such 
coercion of a husband in the case of a 
severely disturbed but highly therapy- 
motivated wife was an omnipotent role 
fraught with the danger of disrupting a 
delicate marital relationship which was pos- 
sibly of great importance, however un- 
satisfactory it appeared. 

Undoubtedly the titles of “Doctor” and 
“Captain” carried with them the implied 
authority akin to, but possibly greater than, 
the civilian physician. Yet there were situa- 
tions where this was no hindrance to a 
husband’s subtle or active sabgtage of 
treatment. Medical officers do not carry 
the authority of nonmedical officers, even if 
they should desire this(5). 

There was another factor peculiar to the 
military system which was significant for 
the success or failure of treatment. This 
was the husband’s career. If the soldier's 
wife was so ill that he could not leave her 
and the children to go on field maneuvers or 
overseas except at the risk of being called 
back suddenly on her behalf, he was cer- 


tain, at best, to lose opportunities for ad- 
vancement in rank and job. If he failed in 
his job he could be reduced in rank for 
inefficiency, and if he failed in his responsi- 
bility to his family he could be disciplined 
for misconduct. Eventually he would be 
forced to choose between army and family. 
Therefore, his wife could wield her illness 
as a powerful though double-edged weapon. 

The military setting itself did not present 
any particular difficulties in regard to the 
occasional need for hospitalization of group 
members. Brief hospitalization (less than 
two weeks) on the female medical ward of 
the hospital was a simple procedure. The 
seven patients thus involved were followed 
daily in the hospital by the therapists and 
were brought to the group sessions by the 
mental hygiene clinic vehicle. When hospi- 
talization was for medical or surgical rea- 
sons, the same procedure was followed 
with, of course, the concurrence of the hos- 
pital physician. The brief psychiatric hos- 
pitalizations did not impair the progress of 
the patient in the group. This contrasted 
with four other patients who were sent to 
the local state hospital 20 miles away. These 
four did not stay in treatment even though 
they did return for one or two sessions after 
release from the hospital. 

Was free treatment a hindrance to success 
in psychotherapy ? This, of course, cannot 
be answered categorically on the basis of 
these groups, but such a hindrance was at 
least not apparent. Attendance and partici- 
pation rates were high. However, free 
drugs may have been another matter. It is 
possible that there was a higher incidence 


of drug disuse than if the drugs had been — 


purchased by the patient. 
Last among the situations unique to the 
military was the question of rank. Was the 


husband’s rank an issue or inhibition in — 


treatment? Except for possibly one in- 


stance, it did not appear to be, either by — 
open reference or by any nonverbal clues. — 


However, the ratio of officers’ wives to 
enlisted men’s wives was only about one 
to ten, so that at any one time there were 
usually not more than one or two officers’ 
wives in a group. To be more precise, there 
was no more status consciousness than 
might be expected from any heterogeneous 
group of women of social strata including 
€ 
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an ex-prostitute, church wives’ club mem- 
bers, a registered nurse, housewives and an 
ex-narcotic addict. 4 

There was considerable extramural social 
crossing-over of the barriers of religion, 
race, socioeconomic status, rank, national 
origin and diagnosis. Age did prove to be a 
barrier for two patients. One, a very dis- 
turbed 19-year-old schizophrenic patient, 
found it impossible to fit into a group of 
women mostly in their 30s and 40s who 
were not as agitated and who had been 
in the group for several months. Another 
woman who left prematurely was in her 
early 20s. Her disorder was of a mild to 
moderate psychoneurotic depressive variety. 
and she was clearly out of place with the 
older and at least historically more dis- 
turbed ladies. 


OBSERVATIONS AND RESULTS 


Twenty-nine women were involved in 
group psychotherapy in two separate 
groups which continued for more than 
one and one-half years. 

These observations and results are or- 
ganized into two areas: clinical changes 


and social-marital alterations. Although 


there were parallel changes in these areas, 
there were significant divergent exceptions 
where, for example, clinical improvement 
was accompanied by marital discord or 
clinical status quo was accompanied by 
significant alteration in marital and/or 
social functioning. 

The determination of clinical results was 
based upon objective signs and the patients’ 
subjective reporting. The objective signs 
were physical appearance, thought content 
and affective state as well as alteration in 
somatic complaints, medicine dosage, crisis 
frequency and frequency of hospitaliza- 
tions. The patients’ subjective reports had 
bearing upon the determination of clinical 
results when the report of feelings, every- 
day events and interpersonal behavior re- 
lated to their mental state, degree of 
assertiveness and self-evaluation. Sixteen 
patients improved, ten did not change and 
three worsened on the basis of these criteria. 

The social and marital results could not 
be as accurately evaluated since a good 
part of the evidence came from only one 


facet of socialization, the part seen in the 
» 


group therapy, the rest being inferred from 
the content and occasional communications 
of husband, friends and other relations. Two 
criteria of improvement, lessened physical 
isolation and increased social activity, were 
fairly clear. However, the judgment of the 
marital relationship was complicated by the 
unevenness of feedback information from 
case to case and by the fact that change or 
improvement in the designated patient 
often resulted in disequilibrium and discord 
in the marriage. About 17 patients improved 
their social and marital lives, although the 
degree of improvement appeared to be less 
than the clinical improvement; eight were 
unchanged and four worsened. At least 11 
marriages had periods of disturbance and 
disequilibrium during the treatment. Eight 
of these 11 husbands manifested symptoms 
of anxiety or behavioral equivalents such 
as excessive drinking. One resigned from 
the military service and one asked for 
psychiatric treatment. At least three en- 
couraged their wives to terminate treat- 
ment prematurely. Among the more obvious 
forces at work creating marital disequilib- 
rium were the patient's more appropriate 
handling of anger and assertiveness, along 
with an increase in self-esteem with its 
consequent alteration of the characteristic 
role played in the marriage : e.g., alcoholic’s 
vate, suffering mother, sick or crazy little 
girl. 

The four failures were patients who 
terminated after about one month (two), 
six months (one) and nine months (one), 
respectively; two were chronic depres- 
sives and two were chronic schizophrenics 
in acute exacerbation. A follow-up of these 
four revealed that three eventually received 
ECT and two were sent to a state hospital. 

Although ten patients were described as 
unchanged by clinical criteria (eight by 
social criteria), about half were relative 
successes and half were relative failures. 

e successes were patients who were sup- 
ported and who did not get worse although 
they originally might have gone downhill. 
The failures were those who had psycho- 
therapy potential but were reluct™ about 
treatment and who used denial as their 
major defense. They were more inclined to 
persist with their somatic complaints and 
to demand increases in medications; two 
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terminated treatment after short state hos- 
pitalizations ; one left the group to get ECT 
after exposing some innermost secrets about 
herself. Eight of the ten in this unchanged 
group were in treatment for less than six 
months. In contrast, 13 out of the 15 
patients who participated in treatment for 
more than six months improved clinically 
or socially or both. None of the nine patients 
who dropped out within the first three 
months improved. This attrition rate (30 
percent) was comparable to other therapy 
groups(7), It was not affected by the par- 
ticipation of the husband in the treatment 
contract. 


SUMMARY 


An effort has been made to present a 
useful structural and practical view of two 
open heterogeneous outpatient groups in- 
volving 29 psychotic and borderline mili- 
tary wives. Fourteen patients (48.3 per- 
cent) were diagnosed as schizophrenic ; 
six (20.7 percent) were diagnosed psychotic 
depression; nine (31 percent) were diag- 
nosed borderline, neurotic and character 
disorders. Typically, the patients had a 
history of psychiatric hospitalization and 
were frequent and well-known visitors to 
the medical and surgical outpatient clinics. 
In fact, they were the very disturbed and 
most unwanted patients who, in the ab- 
sence of psychiatric treatment or its equiva- 
lent, are usually buffeted about clinics and 
psychiatric hospitals. The relatively closed 
military community was compelled to face 
the problem and develop some form of 
management. It did so through the psy- 
chiatric clinic. This paper describes the two 
outpatient groups which resulted. The fol- 
lowing elements are discussed: 1) the 
rationale for treatment; 2) reasons for 
group therapy; 3) the patientss 4) the 
therapy contract; 5) the management of 
medications ; 6) the vectors of interaction ; 
7) problems peculiar to the military; and 
8) criteria for clinical and social-marital 
improvement and failure. The groups were 
distinctive because of the severity of ill- 


nesses represented, the involvement of hu 
bands in the establishment of a rather firm 


treatment contract, the influence of the © 


military environment and the individually ` 
oriented group therapy with associated drug | 
therapy. 

These 29 military wives were treated for 


varying lengths of time over a period of ~ 


more than one and one-half years. The out- 
come of treatment was estimated separately — 
for clinical and for social-marital change. 
Sixteen patients improved clinically; 17 
improved socially; three became worse 
clinically ; four became worse socially ; ten 
were unchanged clinically ; eight were un- 
changed socially. Eleven marriages experi- 
enced some turmoil, and eight husbands 
manifested symptoms or behavior associat- 
ed with anxiety. Of the 15 patients in ~ 
treatment more than six months, 13 im- 
proved, while of the 14 in treatment less 
than six months, only four improved, seven 
showed no change and three became worse. 
Almost all patients received tranquilizing ~ 
medications before and during their period 
of treatment. 
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INCESTUOUS FATHERS: A CLINICAL REPORT 


HECTOR CAVALLIN, M.D. 


Early in the development of the psycho- 
analytic theory, Freud’s(3, 4, 5) clinical 
experiences led him to believe that 
neuroses were the result of actual child- 
hood seductions, Later the frequency of 
reports of childhood seductions was so 
high that he was forced to modify his 
theoretical formulations in terms of sexual 


- fantasy in childhood. This approach led 


to cognizance of the ubiquitous nature of 
infantile sexuality and to the recognition 
of incestuous wishes. Since that time the 
existence of incestuous fantasies both 


among children for their parents and 


among parents for their children has been 
repeatedly recognized. The existence of 
incestuous fantasies implies the possibility 
that, under certain circumstances, they will 
become fact. 

That incestuous behavior is not totally 
infrequent in our culture is clearly sub- 
stantiated by such sociological studies as 
we have. According to Weinberg’s(14) 
studies, the rate of reported cases in the 
U. S. was 1.9 per million population. Riemer 
(11) observes that approximately 30 cases a 
year come to the attention of the Swedish 
courts ; in every case where an indictment 
is obtained the violator is sent to a psy- 
chiatric hospital prior to his sentence. 

It is a safe assumption that the frequency 
of incest is much greater than any statistics 
can reveal, Its being an intrafamilial event 
makes detection difficult. The shame and 
guilt experienced by the family causes it to 
be denied and hidden. The incestuous 
father is sometimes the mainstay of the 
family’s economic support and any thoughts 
of separating him are viewed with appre- 
hension. 

But above all, incest is a severe manifesta- 
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tion of family breakdown, and the removal 
of the incestuous father is feared because 
it might lead to a total collapse of the 
family structure. In addition, an interesting 
legal phenomenon further complicates the 
statistical picture: although incest is a 
specific felony in the penal code of all 50 
states, of the 12 cases mentioned in this 
paper only one offender had been sen- 
tenced as having committed incest. In the 
others the sentence makes incest statistical- 
ly unrecognizable. 

Father-daughter incest is the most com- 
monly reported and detected type of in- 
cest. Of 203 cases brought to the attention 
of the authorities in the state of Illinois 
and studied by Weinberg(14), 159 were 
father-daughter incest, 37 brother-sister, 
two mother-son and five multiple relation- 
ships. 

Sociological studies give us few clues 
about the circumstances leading to incest. 
While Riemer(10) and other authors—nota- 
bly Sonden(12) and Flugel(2)—empha- 
size the importance of low cultural 
standards and isolation such as_ exists 
among agricultural workers in Sweden, 
Weinberg(14) reports that the rates of 
incest in the United States and England 
have not been sensitive to the rise of the 
population, population density or the 
fluctuations of the business cycle. The cases 
studied by Weiner(15) were those of 
successful, middle-class professional fam- 
ilies, similar to those considered in this 
paper. 

Over-all, there is little evidence that 
deprivation, low intelligence, overcrowding 
and isolation are significant contributing 
factors. It is likely that statistical studies 
are distorted by an artifact, namely that 
the poor are much more prone to prosecu- 


An ESEE 

*Whether the frequency of father-daughter in- 
cest is greater than brother-sister incest is open 
to controversy. It is conceivable that brother- 
sister incest occurs as often but is reported less 
frequently inasmuch as children’s behavior is 
more acceptable to society thar’ a sexual relation- 
ship between an adult and a child, 
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tion for any antisocial act, sexual or other- 
wise. 

Most of the psychiatric literature has 
been concerned with the daughters in- 
volved in the incest rather than with the 
fathers. Riemer(10), who reported 100 
cases of incest in Sweden, and Wein- 
berg(14), who reviewed the files of 159 
fathers convicted in Illinois, can provide 
us only with vague, general information 
about the fathers. Kaufman and associates 
(7) studied five families in which father- 
daughter incest took place, but they were 
unable to interview the fathers. Wahl(13), 
in his review of the literature in 1960, 
could not find a single incestuous father 
who had been subjected to a psychiatric 
examination or study. In our own review 
of the literature we have been able to find 
two recent contributions reporting psychi- 
atric studies of incestuous fathers. Cormier 
and associates(1) report 27 incestuous 
fathers who were studied by them either 
in prison or in a court clinic, and Weiner 
(15) reported five cases seen by him in an 
agency not connected with law authorities. 
Some of their findings and conclusions will 
be presented in connection with our own 
observations, 


THE CLINICAL MATERIAL 


The cases presented here were evaluated 
at the Kansas State Reception and Diag- 
nostic Center over a period of 18 months. 
During this time 381 convicted felony 
offenders underwent psychiatric evaluation 
at this institution ; there were only 12 cases 
in which incest had been reported by the 
authorities or -by the families of the pa- 
tients. In ten of these cases the incestuous 
acts had led to the sentence. In the other 
two, incest was reported by the family to 
the social worker during the course of the 
evaluation. In all 12 cases, incest was 
acknowledged by the patient as actually 
having taken place. 

Seven cases were referred by courts im- 
mediately after sentence and five by the 
Board of Probation and Parole after the 
patient had already spent some time in 
prison. On an average, our examination 
took place three years after incest had been 
detected. This lapse of time may be of 
importance in relation to some of our find- 


ings since this was time spent by these | 
men under stress conditions such as jail, ~ 
prison or hospital and in all cases separated | 
from their families.” E 

The average age of the offenders at the 
time incest was detected was 39.1 years. 
The youngest father was 20 and oldest 
56. The average age of the daughter-victim 
was 13. The youngest was three and the 
oldest 18. These figures closely resemble — 
those of Weinberg(14). The incestuous | 
relationship took place with more than one 
daughter in five of the cases. 

By the time incest was detected and 
reported, in the majority of the cases the 
incestuous relationship had gone on for ` 
some time; in only one of the cases was 
incest reported immediately after one in- 
cident. In all others, the relationship had | 
lasted from a few months to a maximum — 
of three years prior to detection. In none — 
of our cases did the daughter become — 
pregnant. In all the cases incest was re- < 
ported by the daughters to the mothers — 
or to someone else who in turn reported 
it to the police. 

With only four exceptions the fathers 
readily acknowledged their acts and plead- — 
ed guilty to the charges without a jury 
trial. In two cases the fathers acknowledged 
it only after the family had reported the ~ 
incest to the staff in our institution. In one — 
case, that of our youngest father, he con- — 
fessed to the police after hearing the ~ 
testimony of his three-year-old daughter. — 
The fourth father confessed after being 
hospitalized in a state hospital while 
charged with molesting another child. 
Claiming innocence of the latter charge, ~ 
he confessed to incest. d 

As a group the incestuous fathers were ~ 
clearly different from the rest of our de- 1 
linquent population. Only two had a rec- | 
ord of previous convictions and none had — 
been in psychiatric hospitals prior to the 
time of arrest; only four of them drank ~ 


2 The sentences under which they served varied — 
widely. Only one case had been sentenced as in- 
cest, carrying a seven-year sentence, Four cases — 
were sentenced to one to 21 years as statutory ~ 
rape, four were sentenced to one to five years 
as soliciting a minor female under 15, two cases 
to five to 21 years for forcible rape, and one was 
sentenced to one to ten years under a concurrent 
burglary committed shortly before the incest. 
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to any excessive degree. They were of at 
least average intelligence and education, 
with an average I.Q. of 102 and education 
of 9.2 grades. Compared with statistics on 
the rest of our delinquent population, these 
_ figures indicated a level of intelligence and 
training decidedly superior to the average 
(1.Q.—88 ; education—eighth grade). Their 
= work history was, as a whole, more ade- 
quate than that of the rest of our delin- 
quent population. Ten of them were 
semi-skilled or skilled laborers and had 
been steadily employed until shortly be- 
fore the time of the incest. The two who 
presented a clearly inadequate work his- 
= tory were also the ones with more severe 
__ signs of disorganization. 
Their marital history is remarkable for 
the fact that with one exception the pa- 
tients had been married only once. In the 
= one exception, the man’s second marriage 
had lasted for 15 years at the time incest 
took place. Among these men extramarital 
affairs were the exception rather than the 
_ tule, and with two exceptions all had large 
families—an average of 5.1 children. One 
father had only one stepdaughter and 
another had two adopted children, In all 
cases the relations with their wives were 
_ strikingly similar. The wife was seen as 
_ rejecting and threatening by all of them. 
In two of the cases the fathers had been 
__ sterilized at their wives’ request. In another 
_ the wife was a very unstable woman who 
_ suffered several psychotic episodes leading 
to frequent hospitalization. During the psy- 
_ chotic episodes she would become violent 
towards her husband. In only one case was 
the wife not a part of the family constella- 
tion, her death having occurred before the 
time of incest. (In this case the father was 
able to verbalize openly his anger towards 
his dead wife for abandoning him.) In 
another case incest took place when the 
patient was unable to be gainfully em- 
ployed and the wife, who had to support 
the family, had relegated the husband to 
the role of a babysitter. 

The men’s early histories correlate with 
their marital adjustment. In six cases their 
mothers were physically absent either be- 
cause of death or abandonment. In two 
others the mother had to work and spent 
most of the time away from home. Of the 


other four cases, in one the mother was 
described as indifferent, in another as very 
critical and narrow-minded, in a third as 
very religious and strict, and in only one 
case did the patient describe himself as his 
mother’s favorite. The absence of at least 
one parent during infancy was frequently 
observed. In only one of the cases were 
both parents physically ‘present, and in 
two others the fathers were railroad work- 
ers who spent much time away from home, 
Most of the incestuous fathers were from 
dren, quite similar to their own families. In 
large families, the average being 5.4 chil- 
spite of the lack of one parent in most of 
the cases, the family remained together 
until late adolescence and managed to 
maintain some semblance of family unity. 

Our examination findings yielded some 
interesting data. Only two of the patients 
showed signs of psychotic disorders; in 
both of them the history seemed to indicate 
that severe disorganization took place only 
after the incest had been reported, with 
resultant incarceration. Of the others, in 
three there was enough ego disorganiza- 
tion to warrant their being considered bor- 
derline psychotics, The others all showed 
a nonpsychotic type of functioning. 

A major symptom consistently evident 
in all cases was a certain degree of pro- 
jection and paranoid thinking. Although 
it is possible that this might have become 
more apparent because of stress after the 
incest was detected, some features of the 
men’s basic personality structure tend to 
point toward the kind of conflicts that 
usually accompany paranoid symptomatol- 
ogy. For instance, a study of the M.M.P.I. 
in all our subjects indicated the following : 
1) inadequate or weak object relations, 
2) weak psychosexual identity, 3) signs 
of unconscious homosexual strivings and 
4) projection as a major defense. 

These findings correlate closely with 
those of Weiner(15) who after testing 
five incestuous fathers emphasized the 
following: 1) absence of psychotic fea- 
tures, 2) presence of paranoid traits, 3) 
problems of identity. Weinberg also em- 
phasized the presence of paranoid features 
in an overwhelming majority of his cases. 
It is interesting to notice that, according 
to Weiner, these findings were so universal 
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in all his cases as to warrant his reporting 
the test data in a single form for all five 
cases, 

Some of our findings could not be easily 
described in the schematic way in which 
we have presented our material. Since it 
would be impractical to present a sum- 
mary of each of the 12 cases separately, 
we have selected three for a more detailed 
description, 


Case 1. Mr. H., a 38-year-old man, was 
examined after he was sentenced to one to 
21 years for statutory rape. He was the young- 
est of four brothers born to a farming family 
in western Kansas. His father died when he 
was four and his mother remarried when he 
was nine. He accepted his stepfather only 
because he felt that otherwise he would lose 
his mother, with whom he was very close. He 
had few friends and remained socially aloof, 
staying at home until 1943 when he was 
drafted into the army. 

He saw combat in Europe, and shortly after 
his return married a woman two years older 
than he, whom he saw as rather demanding 
and cold, They had six children and soon he 
felt that he had lost his wife to the children, 
who now occupied most of her time. He was a 
skillful construction worker and provided well 
for the family but in spite of his generosity 
did not feel accepted or loved by his wife or 
children, Over the years he became increasing- 
ly depressed. When depressed, he would take 
refuge in his mother to whom he had become 
closer after the death of his stepfather. 

A year prior to his conviction he suffered 
an attack of rheumatoid arthritis for which 
he was treated with cortisone. Several months 
later he developed a gastric ulcer that gave 
him considerable pain and bleeding. Since the 
beginning of the rheumatoid arthritis he had 
been unable to work. His wife took a job as a 
waitress to support the family, and he stayed 
home to take care of the house and children. 

During this time the relationship with the 
wife grew very tense and they had many 
arguments. One night while his wife was away 
working, he went into the girls’ room, picked 
up his oldest daughter, then ten years old, 
took her to his bedroom and had intercourse 
with her. The next morning the daughter 
complained to the wife and she in turn re- 
ported it to the police. 

At the time of the examination he was 
obsessed with the idea that he had harmed 
` his daughter. He saw his active life as finished 
and planned to return to his mother and lead 


a secluded and peaceful life, taking care of 
the house and garden. He said he never 
wanted to be married again or to get close to 
anyone. 
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Case 2. Mr. F., a 61-year-old man, was — 


referred for a psychiatric examination by the 
Board of Probation and Parole prior to con- 
sidering his case for release. He had already 
served over a year in prison on charges of 
fondling a ten-year-old child, not his own. 
Prior to his sentence he was in a state hospital 
for an examination at the request of the court, 
While at the state hospital he strongly denied 
having fondled the child but he did volunteer 
the information that he had had sexual rela- 
tions with two of his daughters several years 


ck. 

Mr. F. was the second of five children born 
in a midwestern rural area, His mother aban- 
doned the family when he was four and his 
father, a brutal man and an alcoholic, raised 
him and his siblings. He quit school in the 
fourth grade and since then had been on his 
own. 

Mr. F. married for the first time when he 
was 16. After three years and two children, 
his first wife left him, allegedly because she 
could not tolerate his abuse, He remarried 


when 28. The second marriage was a very — 


disorganized one. They were both welfare 


clients for many years; both drank excessively 


and were quite promiscuous. They had two 
daughters, with whom Mr. F. started having 
sexual relations when the daughters were ten 
and 12 years old respectively, The wife knew 
about it but apparently tolerated it until the 
time when she left him. When Mrs. F. left 


she took the daughters with her and moved to 


another state. 

Upon her death, the patient went to the 
funeral and was arrested while fondling a 
nine-year-old child in the bus station, At the 
time of his arrest he was violent, abusive and 
disorganized and was immediately referred to 
a state hospital where he was thought to be a 
schizophrenic patient of the paranoid type. 

At the time of the examination he talked 
blandly of a great conspiracy against him. His 


wife and daughters had robbed him of his — 


strength by forcing intercourse upon him and 
then deserting him. The authorities were keep- 


ing him in prison to prevent his passing his 
powers to others by intercourse. Even at the 
height of his sexual delusions he ities °? 
denied having molested the child that was i 
cause of his arrest. = 
Mr. F. accepted our recommendations for 
confinement to a hospital almost resignedly, 
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saying that we were part of the same con- 
spiracy to which he was already accustomed. 


Case 3. Mr. W., a 33-year-old man, was 
referred by the court after he was sentenced 
to one to five years on charges of soliciting a 
minor female under 15. He was arrested when 
his wife turned him in to the authorities with 
a complaint of his having had sexual relations 
with his 15-year-old stepdaughter for approx- 
imately a year. 

Mr. W. was the fifth of nine children. His 
father, an alcoholic, was killed when he was 
seven. His mother placed him and his younger 
siblings in an orphanage. While in the orphan- 
age he was a sullen, rebellious child who ran 
away many times. He did not trust the nuns 
who ran the orphanage; neither did he trust 
any of the families with which they attempted 
to place him. 

At 19 he left the orphanage to go into 
the army. He liked the service and became 
a good soldier but dated little because he 


~ felt uncomfortable with women. When 22 


= 


SO age a 


he was transferred to Germany, where he 
starting dating a German divorcée who had a 
ten-year-old daughter. He married two years 
later, three weeks before he was due to come 
back to the States. He finished his tour of 
duty and went back to Germany as a civilian 
to bring his wife and his stepdaughter to this 
country, 

After their return to the States they had a 
difficult time. He had no civilian trade and it 


_ was hard for him to get a job. His wife was 


disappointed, She had come to the States with 
great expectations and felt frustrated. She 
became hostile and insulting toward him. 
There were frequent scenes in front of the 
daughter, who was asked to take sides. The 
wife was afraid to get pregnant and forced 
him to have a vasectomy. 

It was about this time that his incestuous 
relationship started. His wife took employment 
as a beautician and he was left at home with 
his stepdaughter. Soon after the relationship 
with the girl started, he became her slave. The 
girl would force him to give her money under 
threat of revealing the relation to the mother. 
At times the girl also got him to procure other 
boys to have intercourse with her. On several 
occasions she had intercourse with boys in 
front of him. Meanwhile the problems between 
him and his wife became more and more acute. 
Now not only did the wife engage in long, 
insulting tirades against him but the daughter 
also participated in them. In one of those 
scenes the daughter accused him of incestuous 
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relations and the mother turned him in to the 
police. 

At the time of the examination Mr. W. was 
an anxious, lonely man who felt persecuted by 
everyone and saw as his only solution to give 
up the world and to live by himself. He saw 
himself as the victim of both his wife and his 
stepdaughter, who were the only people he 
had trusted in his life, and he wanted to live 
without having to trust anyone. He did not 
want psychiatric treatment since that would 
involve trusting someone. He would rather go 
to prison and serve his time without having to 
owe anything to anybody. 


DISCUSSION 


Weinberg(14) divides incestuous fathers 
into three main types : 1) an indiscriminate 
promiscuity where incest is part of a pat- 
tern of sexual psychopathology, 2) an in- 
tense craving for young children, pedo- 
philia, which also includes the daughter 
as the sexual object and 3) the endogamic 
or intrafamilial-oriented incest. An incestu- 
ous participant of the latter is defined by 
Weinberg as “the adult who confines his 
sexual objects to family members.” Most of 
our cases, like those of Cormier(1) and 
Weiner(15), seem to fit into the latter 
category if we think about the lack of extra- 
marital relations and the limiting of the 
men’s sexual behavior to the family. 

Although there are cases in which incest 
is accompanied by symptoms of pro- 
miscuity or by other sexual aberrations, 
it is difficult for us to conceptualize incest 
as one more form of indiscriminate prom- 
iscuity. To do so would be to disregard 
the power of intrafamilial identifications 
and conflicts. To assume further that there 
might be circumstances under which the 
father is unable to differentiate his daugh- 
ter from other women would imply, in our 
opinion, a degree of disturbance in the 
father’s ‘object-cathexis which we have not 
found in these patients. Indeed, our pa- 
tients seemed to have very strong relations 
with the families. That such relations were 
loaded with strong conflictual identifica- 
tions is also apparent and only lends more 
power to our opinion that incest must be 
considered an expression of intrafamilial 
conflicts, 

_ The most consistent psychological find- 
ing present in our cases, as well as in those 
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reported by several other authors, is the 
presence of paranoid traits and unconscious 
homosexual strivings. To attempt to ex- 
plain this phenomenon one must take 
several things into consideration. 

In a paper about latent homosexuality 
and paranoia, Knight(8) points out that 
paranoid traits are related to strong un- 
conscious hostility. The paranoid syndrome 
seems to serve at least partially as a device 
to keep away objects that are intensely 
hated so as to prevent the destruction of 
such objects and in turn prevent hate from 
being turned against the self. Like other 
paranoid subjects, our patients felt a strong 
hostility against their mothers, who were 
seen as neglectful and absent in most cases. 
The identification with the mother was, in 
adult life, transferred to the wife and also 
to the daughter. That this process of iden- 
tification passes from mother to daughter 
had been observed by Ernest Jones(6), 
who said, “A man who displays an ab- 
normally strong affection for his daughter 
also has a strong fixation on his mother. 
He begets his mother and becomes her 
father and so arrives at the latter identifi- 
cation of his real daughter with his 
mother.” 

It seems evident that the patients in this 
study expressed in their incest not only a 
displaced positive Oedipal striving toward 
their mothers but also an old hostility 
toward the mothers reactivated by the rela- 
tionship with their wives and possibly also 
with their daughters. Indeed, what seems 
specific in these cases is the expression of 
severe pregenital and genital conflicts and 
especially the fusion of oral aggression and 
positive sexual strivings. 

We arrive then at the hypothesis that 
incest is primarily an expression of un- 
conscious hostility that fuses with primitive 
genital impulses and is dischargéd toward 
the daughter. This hypothesis finds clinical 
support in the almost universal preoccupa- 
tion of our patients with having hurt their 
daughters and their fear of retaliation as a 
consequence of the hostility expressed, 
rather than as a result of their having used 
a forbidden object for their own pleasure. 

What makes possible the discharge of 
the incestuous impulse, usually severely 
repressed even at the expense of very dis- 


abling defenses such as those used in the 
paranoid personality ? First, it is possible 
that the daughter is experienced, at least 
at first, as less capable of retaliation. Since 
“the father begets his mother on his 
daughter” (Jones) he might conceivably 
experience himself as having an omnipo- 
tent power over her. A second factor might 
be the tendency of the father to repeat 
actively the aggression that he suffered 
passively during his infancy. That these 
patients saw themselves as recipients of 
considerable hostility from their mothers 
seems quite possible. Whether the hostility 
experienced during their infancy was erot- 
icized in the mother-son relationship is open 
to question. Perhaps a detailed investiga- 
tion of the infantile fantasies and events 
in these patients’ lives might shed more 
light on the matter. 

Another possible reason might be the 
dangerous influence of the daughter upon 
the incestuous father. The young child, by 
constantly leaving out the pleasures of the 
primary processes and by continually con- 
fronting the adult with them, threatens to 
shake the ego defenses that the adult erect- 
ed under great hardship. According to 
Olden(9), “aggression toward the child 
serves as a defense against the fear of the 
foreign intruder, the seductive remainder 
of the child’s lost paradise.” The child not 
only stirs up emotions in adults which are 
related to forbidden gratifications but also 
revives in their unconscious the tortures 
of early anxieties. Thus, for the incestuous 
father, interaction with the daughter pre- 
sents a serious danger to ego organization 
and may contribute to the regression of 
ego defenses. 

Lastly, we should remember that these 
patients suffered from a defective ego 
organization, probably characterized by a 
lack of synthesis of early identification sys- 


tems into a harmonious ego. (We observed — 


this ego defect while describing the poor 


object relations and the weak psychosexual — 


identity elicited by the study of the 
M.M.P.I, in these cases.) In view of such 


ego defect, it is possible to understand that 


the factors described above, plus the socio- 


logical factor of accessibility, may result — 


in incestuous behavior. 
The nature of these studies allows us 


c 


1138 


INGESTUO TUOUS FATHERS 


only to raise some questions and to formu- 
late a few hypotheses, the. validity of 
which remains to be proved and supple- 
mented by further studies. Only the inten- 
sive study of similar cases by those 
techniques inherent to deep psychothera- 
peutic investigations will provide the kind 
of clinical evidence necessary to corrobo- 
rate, supplement or correct our hypotheses. 
It is our hope that this report will stimulate 
others into further investigations in this 
_ often neglected area of psychopathology. 
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Moral influence is nearly as important in the treatment i i i 
3 3 ; of any physical disease as in 
insanity. The mind must be managed, hope inspired and Eaa sscied to insure 
success in the treatment of any important disease. s 
Baths, narcotics, tonics and generous diet should be added 
3 ž ? eg, to the pres f 
kindness, confidence, social intercourse, labor, religious teaching aha elena 


restraint. 


SaMvuEL B. Woopwarp, M.D. 
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THERAPY OF OBSESSIONAL STATES 


LEON SALZMAN, M.D. 


The treatment of a mental disorder should 
bear some relationship to its etiology. As 
our conceptions are altered by time and in- 
creasing knowledge, our therapeutic ap- 
proach should keep in stride. Unfortunately 
this has not always been the case. The 
weight of authority and the strength of 
established ways have often placed im- 
mense obstacles in the path of such devel- 
opments, 

The history of the treatment of the ob- 
sessional disorders is a long one. The first 
clear conception of the obsessional state 
grew out of Freud’s description of a case 
he began to treat in 1907, an account of 
which was published in 1909 under the title 
of “Notes Upon a Case of Obsessional 
Neurosis”(1). In this lucid and beautifully 
written case report, Freud attributed the 
origin of the disorder to an ambivalence 
between love and hate resulting in the re- 
pression of the hateful feelings. These feel- 
ings and impulses had to be kept under 
control, and the symptoms of the obsessive 
disorders were the manifestations of these 
attempts to control unacceptable aggressive 
or sexual impulses. 

It was presumed that this disorder had its 
origin in the anal period of psychosexual 
development and was associated with par- 
simoniousness, orderliness and rigidity. At 
one time Freud believed it was due to the 
effects of a passive sexual assault on the in- 
dividual. Freud’s description was a most 
illuminating advance in the understanding 
of this disorder. The ease with which it ex- 
plained the phenomena of doubting, omnis- 
cience of thinking, the magical rituals and 
the compulsive behavioral patterns insured 
its general acceptance. On the basis of lim- 
ited case materials and the brilliant inter- 
pretations which were made, Freud’s ex- 
planations were accepted without serious 
questioning. 
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While the theory was undoubtedly useful, 
the value of psychoanalytic therapy in these 
disorders was not so clearly established. 
Since a great many of the issues (involved 
in the symptomatology) were outside of 
immediate awareness and inaccessible to 
ordinary recall, an introspective exploratory 
approach was necessary to illuminate these 
unconscious sources. It was assumed that 
the same techniques of free association, 
therapeutic anonymity, transference, dream 
interpretation, the use of the couch and 
all the traditional therapeutic techniques 
which were applicable to the hysterical 
states, depressions or other psychological 
disorders could be equally applied to the 
obsessional disorders. This rested on the no- 
tion that the psychoanalytic method was 
equally useful in all the mental disorders. 
Time has thrown much doubt on this 
assumption. 

Since Freud’s original formulations with 
regard to the neuroses there have been 
many revisions and clarifications of his 
views, with particular emphasis on the ego 
functions. New therapeutic modalities rang- 
ing from the use of shock therapies, loboto- 
my, drug therapies and a variety of per- 
suasive and exploratory psychotherapies 
have been introduced. 

In spite of the limitations of all types of 
therapy in the treatment of the obsessive- 
compulsive disorders, it is commonly agreed 
that only a dynamic psychotherapy can in- 
fluence it to any appreciable extent. How- 
ever, it is apparent that many of the thera- 
peutic maneuvers based on the original 
psychoanalytic techniques may have added | 
to the difficulties in resolving the disorder 
rather than alleviating them. When the dis- 
order is viewed from an adaptive point 
of view, as is done in this paper, a number 
of the difficulties are resolved while others — 
are put in a frame of reference permitting 
a variety of experimental approaches that — 
might find a solution for them. 


ELEMENTS OF THE OBSESSIVE-COMPULSIVE 


DEFENSE 
In order to more fully appreciate the 
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changes and therapeutic techniques sug- 
gested in this paper, it is necessary to re- 
examine briefly the major elements of the 
obsessive-compulsive defense. These mani- 
festations range from the presence of ob- 
sessive tendencies in most human beings to 
a more congealed set of defenses producing 
an obsessive personality, These character 
traits may produce no noticeable failures in 
living and may even be related to marked 
successes in our culture. They can be dis- 
tinguished from the obsessive-compulsive 
neurotic development where the patterns 
of behavior and the adaptive devices often 
impair the individual’s effectiveness and 
may produce such bizarre manifestations 
that psychiatric treatment becomes neces- 
sary. Here the symptoms are maximal and 
the rituals may be extreme and bizarre. At 
times the doubting is so excessive and per- 
vasive that activity is interrupted. It is to 
these individuals that this paper refers. 

Several factors are invariably present in 
the obsessive-compulsive disorders. These 
include ; a) behavior or thought which per- 
sists beyond and outside of voluntary con- 
trol; b) anxiety, which is apparent particu- 
larly if such behavior is abandoned before 
it is fully performed; and c) the fact that 
insight and understanding as to the illogical 
or unreasonable nature of the thought or 
action does not alter it. The obsession is a 
persistent ritualized thought pattern while 
the compulsion is a persistent ritualized be- 
havior pattern, The compelling thoughts or 
actions are often the most apparent and at 
times the most distressing items ; they give 
the name to the disorder. In earlier years 
the disease was also called the manie de 
doute, or the doubting mania, since this 
symptom often occupies the forefront of 
the malady. 

The constellation of adaptive devices 
such as the ritual, the maintenance of 
doubts and the unwillingness to commit 
oneself along with the attempts of omnis- 
cience, omnipotence and striving for per- 
fection and superhuman performance are 
all attempts to control oneself and one’s 
universe in order to guarantee one’s safety, 
security and survival. 

Because of his limited powers, man is bio- 
logically incapable of fulfilling all of his 
demands and expectations. In addition, his 
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early experiences may aggravate and ex- 
aggerate his deficiencies and make him feel 
even more insecure than he needs to. To 
ċope with these uncertainties he develops 
many adaptive devices. The obsessional de- 
vices are particularly structured to deal 
with the problems of attempting to main- 
tain control of a situation which is ordinar- 
ily not entirely within our control. 

If one tries to be absolutely safe and cer- 
tain about oneself, it becomes necessary to 
know everything in order to predict the fu- 
ture and prepare for every eventuality. 
Thus the obsessional needs to know every- 
thing and emphasizes intellectual attain- 
ments above all else. To maintain the fiction 
of perfection in order to feel secure, one 
must never make an error or admit a de- 
ficiency. This not only requires that one 
know everything, but that one never risk 
being wrong by taking sides, making 
definite decisions or committing oneself to 
a point of view or course of action, in case 
it is the wrong one. This produces the clas- 
sical behavior of the indecisive obsessional 
who tries to avoid definitive actions of any 
kind lest he be wrong. It is intimately re- 
lated to the tendency to “doubt” as a way 
of guaranteeing one’s omniscience when life 
forces a decision or a choice. 

Maintaining doubts allows the individual 
to retain a lack of commitment even where 
circumstances force it. It is the pervasive 
doubt that produces some of the most bi- 
zarre symptoms such as retrying a door 
dozens of times to make sure it is closed. 
No sooner has the action been taken than 
the individual is uncertain that he has 
carried it out. It is the doubting that pro- 
duces the “yes—no” continuum that we call 
ambivalence. One must entertain both feel- 
ings, or support both sides of every issue, 
in order to come out correct and in control 
of the Situation. 

Freud believed that ambivalence was a 
primary issue in this disorder but he viewed 
it simply as relating to love and hate. How- 
ever, ambivalence can be manifested in a 
multitude of ways and in regard to many 
feelings and attitudes. It is an aspect of 
the doubting rather than vice-versa, and is 
the primary affect which produces the un- 
certain feelings of love and hate. Associated 
with the need to be always correct is the 
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necessity for narrating all events in exact 
detail in order to be sure nothing is left out 
which may be significant. This plays havoc 
with the unlimited free association process 
which may never allow the narrative to get 
to any point. 

The communicative process of the obses- 
sional is generally one of obfuscating and 
confusing rather than clarifying. There is 
a great tendency for distraction, which also 
prevents any point being reached and which 
makes exchanges with the obsessional seem 
like a never-ending series of waves in which 
each new idea sets off a multitude of rip- 
ples. Unless one is careful to control 
4 the communication, clarity can never be 
achieved. The difficulty in controlling one’s 
feelings and emotions, which is ontogenet- 
ically more primitive than intellectual ca- 
pacity, leads to the tendency to avoid, iso- 
late and displace our emotional responses. 
Besides, our feelings may involve or commit 
us and this must also be avoided. The need 
| to control prevents any commitment to 
i either the process of therapy or to a person 

—the therapist. There is always a condition- 
al acceptance of the therapy. 

I have touched on a number of issues 
which could influence and disturb the thera- 
peutic process. It is not possible here to pur- 
sue a great many others such as the obses- 
sional’s attitude towards time, sex intimacies 

/ of all kinds, etc. Let us now proceed to 
explore in more detail the effects of such 
attitudes on the therapeutic process. 


GUIDELINES FOR THERAPY 


Because of the tendency to ramble and to 
be easily distracted, or, on the other hand, 
to be absolutely precise in following rules, 
i the free association process can defeat the 

purposes of therapy. A rigid tendency to 
; free associate and say everything that comes 
to mind may occupy a great deal of time 
in trivia and in irrelevant and totally unre- 
lated material. Consequently, the therapist 
must be active and energetic and must in- 
tervene when the communication becomes 
too confused or overwhelmed with too 
many or too unrelated details. He must in- 
terrupt and focus on the relevant, thereby 
eliminating the clearly irrelevant. The num- 
ber of cracks on the ceiling or the recipe 
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for a chocolate cake etc., are in this cate-. 
gory. 

The search for ultimate causes in the 
form of early traumatic experiences must be 
abandoned. In the treatment of the obses- 
sional states this is of particular importance. 
The search fits into the neurotic pattern 
most snugly and encourages greater obses- 
sionalisms. Even if we were to assume that 
the reconstruction was possible, it is an ap- 
proach that cannot benefit the patient in 
an over-all sense. The past is so shrouded 
in amnesia, falsified or distorted, that it'can- 
not serve any useful purpose except to 
strengthen the obsessional defenses. The 
need to reconstruct the patient’s early years 
was probably the cause of the prolonged, 
interminable analyses of the obsessional in 
the earlier years of psychoanalysis. 

The most effective approach in the ther- 
apy of the obsessional lies therefore in the 
examination of recent events, particularly 
those events that occur in the ongoing re- - 
lationship with the therapist. It is here that — 
the transference and countertransference 
phenomena play their unique roles in ad- 
vancing the therapeutic process. The em- 
phasis on the “here and now” by many post- 
Freudian theorists finds its greatest rewards 
in the treatment of obsessional disorders. 


IMPORTANCE OF MILIEU 


The newer conceptions of mental illness 
do not focus exclusively on the genesis of 
these disorders as libidinal deformations. 
They do not conceive of its beginnings in 
relation to any specific trauma but rather to 
an atmosphere in which repeated experi- 
ences occur in discrete and often subtle 
ways. Consequently the actual origin is not 
nearly as significant, even if it could be es- 
tablished, as the recognition of the milieu or 
“atmosphere” of the household or general - 
attitudes of the parents, rather than a par- 
ticular event or even succession of events. 

Thus, we are dealing with a problem in 
the adult years the origin of which is only 
a single element while the persistence of 
the faulty pattern is related to the process 
of conditioning and habit. Therapy must 
therefore not only search for origins but 
must unravel the detailed and widespread 
defensive techniques which fan out into — 
every aspect of an obsessional’s life. This — 
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may require detailed explorations in par- 
ticular areas of interest in elucidating these 
patterns. 

The concern over the present activity of 
the patient, in contrast to the earlier ten- 
dency to emphasize the pre-oedipal years, 
or the first three and one-half years of the 
patient’s life, does not reflect entirely on 
theoretical changes regarding the develop- 
ment of the neurosis. It is also the result of 
a background of experience which indi- 
cates the value of emphasizing the observa- 
tion of recent events, in contrast to earlier 


_ reconstructions. It is not a de-emphasis on 


genesis or the role of early patterning on 
neurotic development, but simply the real- 
istic awareness of the problems of the thera- 
peutic process, 

Thus, to help an obsessional see and 
understand how he actually behaves re- 
quires not only the clarity of a recent event 
but the necessity of eliminating his doubts 
and uncertainties about these events. The 
“here and now” allows the therapist to pin 
down the facts of the event and the patient’s 
feelings or lack of feelings regarding it. 
The patient’s reaction to the occasion, as 
well as the steps he took to deal with the 
anxiety which was produced, can become 
more apparent when one explores a recent 
event, uncluttered by the opportunities to 
distort, forget or completely negate it. 

For the obsessional, past events are fer- 
tile ground to use all his powers of verbal 
manipulation and distortion, since this is 
aided by the hazy atmosphere of uncertain- 
ty. The obsessional will therefore find it 
more acceptable and less disturbing if he 
restricts his communication to the past. This 
was encouraged when therapy was con- 
sidered to be a matter of undoing repres- 
sions by reconstructing the past. This tend- 
ed to work in very nicely with the original 
recommendations to the patient to explore 
his earliest years. He generally experienced 
little difficulty and distress in this phase of 
the psychoanalytic process, and he ap- 
peared to be cooperating actively. However, 
it was a long time, if ever, before he really 
touched on essential issues. 

The analysis of current situations is most 
suited to developing insight into one’s func- 
tioning since it is the current situations that 
have the greatest clarity and conviction and 


are also least open to evasion and the tech- 
nique of “doubting.” In addition, our desire 
to explore the emotions is aided by this 
tactic since it is more difficult to pass off 
the hostile and unfriendly behavior of the 
present and immediate past than of the 
distant past. The patient can readily discuss 
the frustrations, disappointments and des- 
pairs of previous years. They are behind 
him and are open to explanations and 
justifications of many kinds. However, the 
present hostilities and frustrations, particu- 
larly as they involve ongoing relation- 
ships, are much more difficult to admit. 
For the patient they represent failures or 
deficiencies and expose too much of his 
feeling. In contrast, past feelings can be 
described and experienced calmly, judi- 
ciously and intellectually, so that the value 
of their assessment in the therapeutic pro- 
cess is sharply reduced. 


OBSTACLES TO THERAPY 


Tug of war. This describes the relation- 
ship the obsessional invariably becomes in- 
volved in when he attempts to “one-up” 
others, including the therapist. Since the 
obsessional’s security rests on his always be- 
ing right, every exchange, even the most 
trivial, becomes a duel in which the best 
man wins. This may mean something as 
simple as getting the last word or deciding 
who will close the door, even if it involves 
undoing the hour's work by a routine ques- 
tion or comment. At other times, it may be 
a direct statement of the therapist’s defi- 
ciency in an attempt to put him on the de- 
fensive and cause him to justify or clarify 
his stand. This immediately puts the ther- 
apist in the inferior role of having to explain 
his actions to another person who sits in 
judgment on him. It is a very pervasive 
technique in all personality configurations, 
but a particularly common one in the ob- 
sessional’s relationships. 

Other devices which are attempts to gain 
control of the therapeutic relationship in- 
volve raising doubts about the validity of 

e process, the theory which underlies it or 
the capacity of the therapist to utilize both. 

patient may not only raise doubts about 
the whole matter of the unconscious or the 
validity of introspection, but may begin to 
attack psychotherapy as a pseudo-science 
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and the practitioners as quacks. These at- 
tacks are designed to deal with the patient's 
feelings that the therapeutic situation is a 
hostile one, in which the therapist is trying 
to “one-up” the patient, criticize him and 
put him in his place. This calls for a coun- 
terattack to reassert the patient's esteem. 

In such situations it is important that the 
therapist does not get caught up with the 
patient’s hostility, as if it were a primary 
issue. The patient is attempting to establish 
parity in a situation where, by the rules, he 
is the weaker or the inferior and his hostility 
is a defense and a device to overcome this 
supposed inferiority. 

Hostile and aggressive feelings are re- 
sponsible for a great many of the obses- 
sional’s difficulties. However, the need to 
establish parity or even superiority may or 
may not involve feelings of hostility to- 
ward others. The major concern for the 
obsessional is his attempt to maintain con- 
trol over his environment. If this is endan- 
gered, as in a therapeutic situation where 
he is being forced to recognize his fallibil- 
ity, he may very well react with anger and 
irritation and attack the therapist. The basis 
for the attack in such instances can be clear- 
ly understood in terms of a need to control 
rather than some underlying “hostile core.” 

The obsessional has great concern about 
controlling his hostile impulses as well as 
everything else; therefore it is netessary 
to understand the causes of his hostility. In 
spite of the prevalence of hostile feelings 
in the obsessional, I believe he has more 
difficulty in dealing with his tender im- 
pulses and his fear that these impulses may 
get out of control, that he might be overly 
kind or loving. These reactions are even 
more dangerous than his hostile feelings be- 
cause he feels them as weak, unmanly and 
as giving up and losing the tug of war. In 
addition, being tender means being a sucker 
and vulnerable to being taken advantage of. 

It is obvious that the therapist cannot 
enter the tug of war on the level of “up- 
manship” or to win in order to overcome an 
opponent. There are more significant issues 
involved which concern the elucidation and 
demonstration to the patient about how his 
insistent need to win or to be on top inter- 
feres with learning and relating with peo- 
ple. To win in an immediate sense may 


often mean gaining control, but such control 
can then be useless and ineffective. The tug 
of war, when it occurs in therapy, provides 
an opportunity for the obsessional patient 
to see in microscope how he functions in the 
world at large. Winning, which may over- 
ride all other values, can be more costly 
than its real worth. 

Consequently, the tug of war can be a 
most effective therapeutic tool. The thera- 
pist should not avoid the challenge on the 
assumption that the patient may convert it 
into a battle, since he will lose this oppor- 
tunity to enlighten the patient about this 
tendency. At the same time such evasion 
will encourage the grandiose fantasies of 
the patient and strengthen his evasive tac- 
tics. Intelligent confrontation and involve- 
ment in which the therapist stands firm but 
yields at opportune moments can provide 
great enlightenment to the patient. 

Grandiosity. In therapy, grandiosity man- 
ifests itself in a variety of ways and may be 
a major obstacle to the process. It is this is- 
sue which largely accounts for the failure of 
the patient to become involved in a relation- 
ship with the therapist. The patient remains 
distant but proper in fulfilling his role. 
Secretly he feels superior and contemptuous 
of the therapist and feels he is “on” to all 
that is going on. He catalogues all the 
therapist’s deficiencies, storing them up for 
use at a proper time. In this way he main- 
tains a secret ammunition dump and an 
advantage over the therapist. 

Risks. The process of change for the ob- 
sessional is viewed as a potential source of 
danger which may leave him more vulner- 
able and uncertain. Consequently, he re- 
fuses to take risks both in and out of ther- 
apy even if he is attracted to some of the 
observations of the therapist. How can he 
be sure these formulations will work outside 
of the therapy situation ? What guarantees 
are there, if he decides without the usual 
cautions and considerations, that a decision 
will be the correct one? What guarantees 
are there that the changes suggested by the 
newer insights will enhance his living ? 
While he has had to experience anxiety, he 
at least could experience some illusions of 
perfection and ultimate hope of eliminating 
the anxiety. How can he accept a perma- 
nent state of anxious living? Why risk the 
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- possibilities of discovering that he is only 
mediocre ? These are the kinds of questions 
that interfere with his attempts to try new 
solutions in living. 

The only possible position that the thera- 
pist can take in this matter is to convey 
the notion that there are no guarantees in 

_ living and that every new experience con- 

tains some risks and may even turn out 
badly, since all the factors in a situation 
cannot be controlled. This must be con- 

_ stantly reemphasized, even while the ther- 

apist encourages new adventures by focus- 
ing on the possible rewards and positive 
results of such behavior. The therapist must 
not hold up the possibilities of minimal 
risks or false guarantees, but activity must 
be encouraged in the face of these risks by 
an emphasis on the productive potentialities 
of the behavior. 

Doubting. In order to deal with this ob- 
stacle to therapy it would be reasonable to 

assume that some insight into its origins 
_ might decrease its effects on the individual’s 
living. However, any attempt to explore the 
origins of the doubting in order to eliminate 
it is fruitless, since the doubting does not 
arise as a result of any single or multiple 
event in the past. Nor does it have any ori- 
gins in a once meaningful context which, 
_ if discovered, might erase it. 
= Besides, such a search would again be 
_ obstructed by the very doubting itself, 
which would minimize any conviction about 
such discoveries. To get involved in such 
a sideshow would, in many ways, suit the 
patient because he would be deceived into 
thinking that he was searching for final 
causes. It would fall in with his distracting 
and obfuscating interests as well. If the 
therapist did undertake such a task and if 
the obsessional patient were encouraged to 
participate actively in it, then additional 
problems might arise in that he would ap- 
proach it in his typical perfectionistic way, 
demanding an absolute reconstruction and 
complete understanding, which would not 
be possible. 

Since the doubting is a device to guar- 
antee certainty and avoid decision where 
such certainty is impossible, it will remain 
in the picture until the security needs of 
the patient are sufficiently enhanced so that 
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he will take some risks which are implicit 
in every choice. 

Rituals. The search for the origin of the 
ritual likewise is largely a waste of time 
since its beginnings will only demonstrate 
areas or occasions of marked anxiety which 
can be better explored in other contexts. 
Consequently, like the doubting, the ritual 
cannot be addressed directly with the hope 
of altering its manifestations. The existence 
of the ritual depends entirely on the in- 
dividual’s capacity to abandon his absolute 
needs to control his own feelings through 
magical performances. Intellectual clarifica- 
tions and statements about the patient's 
wasting his time, energy and skill in these 
rituals are of no avail. The patient is gen- 
erally fully aware of all these facts. How- 
ever, the serious complications resulting 
from the rituals may pressure the patient 
to end them, and he may press the therapist 
to cure them by direct intervention. Such 
demands may force the therapist to become 
preoccupied with the rituals themselves, 
impeding the ultimate therapeutic goal. 


PATIENT-THERAPIST COMMUNICATION 


The point must be made over and over 
again that the therapist has no design or 
purpose in reducing the patient’s ambitions, 
goals, drives or aspirations other than his 
interest in his professional task. This is 
necessary in order to counter the patient's 
feeling that the therapist wishes to degrade 
or derogate him, He may feel that the 
therapist out of envy or competition wishes 
to make him ordinary or mediocre. He may 
feel that the therapist’s interest arises out 
of his own ambitions to become famous, 
regardless of the patient’s needs, 

While the therapist may-have some per- 
sonal interest in the patient's fulfilling his 
capacities, he must acknowledge this as his 
major professional role, In general, most 
therapists have some liking for their pa- 
tients, although the amount will vary from 
one patient to another. It is difficult to con- 
ceive of a fruitful therapeutic relationship 
when either the patient or the therapist dis- 
likes the other. The positive attitudes of 
patient for therapist are regularly utilized 
in the therapeutic process, 


However, the feelings of the therapist for _ 4 


his patient must be handled with care and _ 
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discrimination in order to serve the thera- 
peutic purpose. It becomes a matter of 
timing and of proper circumstances when 
such information is exchanged with the 
patient. In the treatment of the obsessive 
patient this is particularly relevant. How- 
ever, premature disclosure might impress 
the patient as a function of the therapist’s 
need to seduce him or take advantage of 
him as evidence of his disliking him. 

The typical complications of the obses- 
sional communication pattern must be ex- 
plored early in therapy in order to allow the 
work to proceed, The patient must see ex- 
actly what he does and how he defeats 
understanding as well as clarity and defi- 
niteness in his presentations. He must recog- 
nize that, while he may not do this deliber- 
ately, nevertheless it occurs frequently and 
regularly. On such occasions the therapist 
must actively point out every new digres- 
sion as it develops. He must resist all temp- 
tations to follow every lead and every 
rationalization of the patient but stick pre- 
cisely to the point in following through 
this particular gambit of the patient. Re- 
cording of sessions can be very useful in 
this regard. 

The unraveling of these complications 
can be very informative to the patient, who 
can see exactly how he does frustrate clari- 
ty. While it is inevitable that the therapist 
will occasionally get caught up in the “fly- 
paper” of the obsessional’s way of life, he 
must recognize it quickly so as to avoid it as 
much as possible, The obsessional gets a 
sense of power out of these exchanges in 
which his verbal gymnastic skill serves to 
frustrate the other person. 


CASE VIGNETTE 


This is illustrated by the following vig- 
nette. A patient expresses irritation at her 
husband because he gets abusivé to the 
driver of the car in front of him. The hus- 
band counters this by saying that the driver 
is a bad one and is endangering his car as 
well as others. Besides, why does she al- 
ways defend the other guy and attack him ? 
She says it is not true. Her concern is with 
his behavior because he is her husband. He 
charges her with being an appeaser, not 
attacking or criticizing others even when 
they deserve it, as he does. 
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He then refers to a previous occasion 
when, at a party, she agreed with a guest — 
who was obviously wrong in order to avoid — 
a heated argument. She responds by saying 
that she didn’t want the party to break up 
and that she does not just appease but is — 
simply more socially aware and adept than — 
he. At this he accuses her of being phony 
and of going overboard in being nice to 
others when she doesn’t actually mean it, — 
The issue has now moved from his irritable, 
egocentric behavior to her passive, compli- 
ant tendencies and, if not interrupted by 
tantrums or sullen withdrawal on either 
part, could extend far into the night, rang- 
ing from attack to counterattack as each 
one’s sensitivities are touched upon. 

Dr. J. Haley gives a blow-by-blow ac- 
count of such a development in his book on 
Strategies of Psychotherapy(2). The ludi- 
crousness of such arguments is more easily 
noted by. the observer than by the partici- 

ants, 

The need for the active participation of 
the therapist in the therapeutic process has 
already been stressed. It must be empha- 
sized, however, that the possibility of in- — 
volvements, exchange and participation by 
the therapist can stimulate the patient to — 
commit himself and make known his real 
feelings and attitudes. It can supply the ` 
needed experience in risking a relationship — 
with the therapist, who will not be punitive 
or rejecting. The more involved the patient 
gets in the therapy, the more clearly will 
his subtle, most closely guarded techniques — 
come out into the open and be available for 
study. The grosser and more obvious tech- A 
niques will become apparent early in the 
therapeutic process and will enable some — 
changes to be made, i 

The more elusive and intricate neurotic — 
patterns, which closely resemble nonneu- — 
rotic behavior, can only become clear in the 
intricacies of a relationship in which the 
patient allows himself some freedom to 
relax and let go. Only then will these de- 
vices become clear. The best setting for 
such discoveries lies in the reactions of 
the therapist—usually called countertrans- — 
ference feelings—to the patient’s behavior. f 
The training of the therapist permits him to 
recognize these maneuvers, bringing | 
them into the therapeutic work helps to — 
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eliminate them from the obsessional’s life. 
It is the illumination of these subtle devices 
that gives some clues with regard to the 
termination of therapy. However, one must 
clearly distinguish between becoming truly 
involved and getting into arguments in 
order to win. Getting entangled in the fly- 
paper tactics of the obsessional is not neces- 
sarily becoming more intimate. It is unwise 
to have any rules in working with obses- 
sionals, but certain principles should pre- 
vail. The involvements and interactions of 
the patient and therapist should always 
be an essential part of the therapy. 


SUMMARY 


The goals and the treatment plan for 
the obsessional states have been outlined as 
follows : 

1) To discover and elucidate the basis 
for the excessive feelings of insecurity which 
require absolute guarantees before action 
is pursued, 

2) To demonstrate by repeated interpre- 
tation and encouragement to action that 
such guarantees are not necessary, but 
rather that they interfere with living. This 
requires active assistance in stimulating 
new adventures for the patient. 

3) That the foregoing is possible only 
when the patient can acknowledge that 
anxiety is universal and omnipresent and 


cannot be permanently eliminated from life. 
This means abandoning the attempts at 
perfection and superman performance and 
accepting one’s humanness with its limi- 
tations. It does not mean being mediocre, 
average or without ambition but rather it 
allows the individual to utilize all his assets 
and potentialities. 

This is achieved through the trust and 
intimacy that grows out of a relationship in 
which one is sincerely trying to be useful 
to another human being. However, this also 
requires skill and intelligence, and the 
treatment must follow techniques that differ 
radically from the classical psychoanalytic 
model. We must avoid strengthening the 
patient’s obsessional tendencies and tailor 
our technique to counter these devices and 
provide a learning experience which may 
enable him to alter his defensive pat- 
terns. An open, flexible technique with no 
rigid rules of procedure is demanded, as 
well as a therapist who is free to experiment 
and try any number of modifications in the 
therapeutic process. 
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PERSONALITY AND COGNITIVE CHARACTERISTICS OF 
ENGINEERING STUDENTS : IMPLICATIONS FOR THE 
OCCUPATIONAL PSYCHIATRIST 
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HERBERT ROBBINS, Pu.D. anb MILTON R. SAPIRSTEIN, M.D. 


The Mount Sinai Hospital Division of 
Community Services was established in 
1958 to offer research and clinical psy- 
chiatric services to various organizations 
in the community. The facilities of a large 
psychiatric unit in a general hospital have 
enabled us to undertake major projects 
beyond the usual scope of the individual 
psychiatrist. 

Administrators of industrial research and 
development programs suggested that we 
examine the phenomena associated with 
periods of diminished creativity among 
scientists, particularly those intervals which 
occur while the scientists are in transition 
from university to industry. An initial sur- 
vey indicated that management was faced 
with several interrelated problems: per- 
sonnel selection, personnel turnover, work 
blocks and emotional illness. Underlying 
all of them, however, were basic questions 
appropriate to psychiatric investigation. 
These centered around the personality of 
the scientist and the forces which mold 
his creativity and his choice of work. * 

The national importance of this problem 
is apparent from a recent National Acad- 
emy of Sciences report recommending ex- 
pansion of research efforts to “provide the 
broader perspectives and increased knowl- 
edge needed for dealing more effectively 
with the issues of scientific and engineer- 
ing manpower utilization”(10). It cited 
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the unused potential of human resources 
in our society such as women, minority 
groups and the retired. Not mentioned was 
the unused potential in individuals trained 
in scientific and engineering careers who 
are not functioning productively. 

To evaluate those factors interfering with 
effective performance, several different 
lines of investigation were undertaken. We 
attempted to obtain specific data on the 
incidence of work blocks and emotional 
problems at a number of large industrial 
laboratories but found their administrators 
reluctant to release this information. 

We collected a series of 40 case studies 
of scientists who had received psychiatric 
treatment in several hospitals and outpa- 
tient clinics as well as from psychiatrists 
in private practice(16). These studies were 
analyzed in an attempt to verify findings 
reported in the psychiatric and psycho- 
logical literature. Several impressions were 
formulated from these collected clinical 
observations. Conventional diagnoses were 
not sufficient to describe the relationship 
between psychopathology and scientific 
ability. Some overtly psychotic scientists 
continued to function creatively, while 
some neurotic scientists had specific inhibi- 
tions that blocked all professional activity. 
Compulsive personality was the most fre- 
quent premorbid character diagnosis; 
many were extremely creative while others 
were rigid and constricted. 

Impaired concentration and interference 
with work performance usually result from 
excessive amounts of anxiety. Mental en- 
ergy is diverted from external tasks to an 
internal struggle concerning neurotic con- 
flicts. The absence of anxiety, however, 
cannot be used as a criterion for selecting 
scientific personnel. Grinker studied a 
group of “homoclites,” super-normal col- 
lege students who had no scientific aspira- 
tions. Subjects included in his series had 
little manifest anxiety and revealed no 
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obvious emotional conflicts(5). Character- 
istically they showed little capacity for 
introspection and abstraction. An impover- 
ishment of fantasy life was evident. 
Serenity was gained through total ac- 
ceptance of parental values. This bland 
acceptance of values probably precludes 
the skepticism necessary for scientific in- 
vestigation. A scientist who is unable to 
challenge established concepts will not be 
able to venture into new areas of scientific 
research, 
___ The earlier psychoanalytic literature fo- 
cused on the source of the creative impulse 
_ in science and art. The origins were con- 
 ceptualized as sublimations of instinctual 
_ drives and as restitutive efforts to channel 
destructive impulses(17). Much current 
-interest centers on the integrative functions 
- of the ego and Hartmann’s concepts of the 
_ conflict-free ego sphere(4, 6, 15), Recent 
_ psychological research in the area of cogni- 
tive controls appeared to provide a 
theoretical framework and techniques for 
_ studying conflict-free ego functions which 
are presumed to be components of scien- 
__ tific creativity. 
; Cognition involves ego functions such 


as perceiving, recognizing, conceiving, 
judging and reasoning. Consistencies in 
cognition have been observed on tasks not 
usually thought to be related, such as the 
ability to locate a geometric figure em- 
bedded in a complex design and the 
sophistication of body image as judged 
from the Draw-A-Person Test. These con- 
sistencies in performance have been ac- 
counted for by the concept of cognitive 
controls. 

Cognitive controls have been concep- 
tualized as ego structures which are 
essential attributes of personality organi- 
zation and which function automatically 
in a consistent pattern. In this way they 
are analogous to ego defenses, but in con- 
trast to defenses cognitive controls function 
in areas of behavior which are in no ob- 
vious way related to conflict( 2, 3). 

One cognitive control principle, field 
articulation, appeared particularly relevant 
to the organization of scientific thought. 
Field articulation seems to represent a 
general ability to direct attention selective- 
ly without being distracted by competing 
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irrelevant stimuli. Other studies have 
demonstrated a relationship between high 
field articulation and such varied clinical 
findings as an active role in dealing with 
the environment, effective impulse control 
and a sophisticated body image( 20). 

Witkin and Gardner have shown that 
cognitive controls—ego structures which 
function in conflict-free areas—are often 
associated with characteristic patterns of 
defense(2, 20). On projective tests, highly 
field articulated subjects utilize more high- 
ly differentiated defenses such as intel- 
lectualization and rationalization. Low field 
articulation is associated with general 
passivity, poor impulse control, a primitive 
body image and defenses such as denial 
and massive repression. 


OBJECTIVE OF STUDY 


We hypothesized that the ability to 
focus attention selectively is an important 
component of scientific thinking, and 
necessary to undertake highly technical 
training. Individuals skilled in field artic- 
ulation tend to employ defenses character- 
istic of the compulsive personality. This 
may be one of the reasons for the clinically 
observed predominance of compulsive per- 
sonality types among scientists. Therefore 
a study of the relationship between cogni- 
tive and personality variables in a general 
ang population seemed to be indicat- 
ed. 

We have undertaken a longitudinal 
study of a graduating class at the Cooper 
Union School of Engineering. Our major 
aim is to determine the relationships be- 
tween the variables measured at gradua- 
tion and the success and creativity of the 
subjects during the first eight years of 
their career, The variables measured fall 
into two major categories: cognitive and 
intellectual factors; and personality, goals 
and values. An understanding of these 
relationships should contribute to a dy- 
namic appreciation of the problems con- 
fronting the occupational psychiatrist 
dealing with scientists. 
_ This presentation is limited to informa- 
tion gathered prior to graduation concern- 
ing the subjects’ basic character structure, 
vocational interests and field articulation 
ability. Other portions of our initial data 
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will be presented in greater detail else- 
where. The relationships between these 
data and success and creativity in various 
engineering specialties cannot be estab- 
lished until 1970, when we plan to test and 
interview our subjects again. 
SUBJECTS 

Cooper Union is a tuition-free engineer- 
ing school of high academic quality. Ad- 
mission is based solely on a composite score 
which weighs high school average, College 
Entrance Examination Board (CEEB) 
performance and the schools own com- 
petitive examination. The performance of 
these students on the College Entrance 
Examination Board compares favorably 
with that of students matriculated at other 
outstanding engineering schools. No con- 
sideration is given to high school faculty 
recommendations or extracurricular activ- 
ities, nor is there an admission interview. 

The average student was 21 years of age 
at graduation, of lower middle-class origin 
and educated by the New York City public 
schools. The vast majority of students 
commute from their homes. 


PROCEDURE 

All 77 male students who entered the 
Cooper Union School of Engineering in 
1958 and were still attending in 1962 
volunteered for this study. Each subject 
was paid $12 to participate in threé hours 
of individual testing and four hours of 
group testing. A large amount of data was 
collected in the areas of academic per- 
formance, cognitive controls, professional 
and social goals and values. Autobiograph- 
ical information, assessment of personality 
and professional adaptation and ratings of 
components of creativity by faculty and 
peers were also obtained. 

Our assessment of character, structure 
was derived from a structured psychiatric 
interview. The interview was employed 
for several reasons. We wanted informa- 
tion that could not easily be obtained from 
questionnaires such as the intensity of 
drive and ambition and the degree of 
commitment to investigation and original 
work. We also wanted to learn if the per- 
sonality and mental health of research sub- 
jects could be evaluated from an interview 
focused on professional adaptation. This 
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differs from the usual psychiatric situation 
in which a patient, in need of help, is 
motivated to present symptoms. 

The interview explored the subject's 


professional ambitions and the develop- 


ment of his scientific interests. Other areas 
included work and study habits, attitudes 
towards examinations, social and sexual 
adjustment and the subject's 
toward Cooper Union. The interview was 
tape recorded and scored on an inventory 
developed for this study; it will be de- 
scribed fully elsewhere. 

To obtain additional information about 
the personality characteristics represented 
by breadth of vocational interests, the 
Thurstone Interest Schedule was admin- 
istered to each subject(12). This short 
questionnaire measures interest 
factor-analyzed vocational areas ranging 
from physical science to art. A high cor- 
relation exists between the Thurstone and 
the more frequently employed Kuder Pref- 
erence Record. 

Among the tests of cognitive and intel- 


lectual functioning, several were employed — 


to measure field articulation, These in- 
cluded the Embedded Figures Test, the 
Draw-A-Person Test, Block Counting 
Spatial Relations Test and the Logical — 
Analysis Device. 

The one which is the purest and most 
consistent measure of this cognitive prin- 
ciple is the Embedded Figures Test. The 
subject is shown a card containing a 
geometrical figure(19). He is then shown 


a second card on which the simple figure 


is embedded within a complex design of 
masking lines and colors. Twelve figures 


attitudes — 
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were presented, each with a three-minute — 


time limit. The score used was the total 

time needed to locate all of the figures. 
Twenty scores obtained in the area of 

cognitive and intellectual functioning were 


subjected to a factor analysis. The analysis 
of our data yielded five cognitive factors, — 


one of which represented field articulation. 
The other factors will be described else- 


where. Each subject then received a factor ~ 


score derived from his performance on all 
of the items which loaded on the factor. 


RESULTS 3 
Interview. The fragmentary quality of the 
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information obtained concerning symptoms 
and past history prevented a diagnosis of 
specific neuroses; however, the patterns 
of adaptation elicited permitted diagnosis 
of character types. These diagnostic cate- 
gories were based upon the criteria cited 
in the APA Diagnostic and Statistical 
Manual of Mental Disorders. The interjudge 
reliability of our diagnoses, tested by a sta- 
tistical technique employing a coefficient of 
agreement for nominal scales, yielded a 
kappa coefficient of .65 (maximum kappa = 
.85)(1). 
A diagnosis of compulsive personality 
was made in 65 of our 77 subjects. Thirty- 
three of these 65 were considered to be 
within the normal range. Clinically, the 
idealized concept of normality with an 
absence of all pathology is rarely if ever 
. encountered (9). Exacerbation of character 
traits which occasionally appear in 
_ response to stress and frustration and im- 
_ pair pleasure and affectivity mildly and 
_ briefly were considered within the normal 
_ range. Symptoms such as excessive order- 
_ liness, procrastination and doubting were 
_ considered within the normal clinical range 
if they were of brief duration and spon- 
taneously resolved. 
_ Sixteen of the subjects were considered 
_ to be “mild” compulsive personalities. 
Healthy function existed in many areas, 
and where it was impaired, it never re- 
sulted in total incapacitation. The periods 
of normal functioning were of greater 
duration than the periods in which man- 
ifest symptoms were present. Sixteen of 
the subjects were considered to have 
“moderate to severe” compulsive person- 
alities, characterized by continued limita- 
tion of work efficiency and social 
relationships. While individual symptoms 
often fluctuated in degree and subsided 
for varying periods of time, they always 
recurred in some area of behavior. The 
other 12 subjects were distributed in a 
number of the other diagnostic categories. 
Field Articulation. All of our subjects 
were very proficient at the tasks subsumed 
under field articulation. For example on 
the Embedded Figures Test, the mean 
time required to locate the 12 figures 
(mean = 250.3 sec., S.D.=130.5 sec, N 
=T77) was roughly a third of the mean 
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time needed by students in a psychology 
class at another college of high academic 
standing (mean = 746.3 sec., S.D. 546.1 
sec, N=150) (T= 10.6, p<.001)(7, 8). 
Ability to direct attention selectively does 
appear to be necessary to cope with the 
demands of engineering school. 

Our subjects showed both a predom- 
inance of compulsive personality types and 
high field articulation ability. Within our 
small and select group, no statistically 
significant relationship could be established 
between severity of compulsive personality 
traits as revealed on the interview and 
cognitive abilities. In our population, there 
was a significant correlation of .50 (p< 
:001) between exclusive scientific interest as 
measured by the Thurstone Interest 
Schedule and high field articulation factor 
scores, Subjects whose interests were nar- 
rowly restricted to the physical sciences 
had greater field articulation skill than 
those whose vocational interests exhibited 
a broad range from business to music and 
art. Follow-up data should indicate 
whether these relationships will appear in 
their actual career patterns and social 
adaptation. 


DISCUSSION 


The high skill in field articulation 
demonstrated by all of our subjects sup- 
ports the hypothesis that this ability is 
essential in order to excel on tests used 
for selection of these engineering students 
and to master this engineering curriculum. 
There may not necessarily be a direct re- 
lationship at all levels between field 
articulation skill and engineering ability. 
High field articulation beyond an upper 
threshhold may not be as much of an ad- 
vantage as low field articulation below a 
critical leyel is a disadvantage. 

Field articulation is only one of a num- 
ber of cognitive controls relevant to 
scientific work. Various combinations of 
these controls result in different styles of 
thinking. These cognitive styles may have 
more significance than any single control 
Principle in determining scientific ability. 

The relationships between cognitive con- 
trols and defenses are a subject of current 
research. The finding of a high incidence 
of compulsive personality types together 


1966 ] 


with high field articulation in our popula- 
tion is consistent with Witkin’s observa- 
tions(20). However, the more general 
relationships cannot be established from 
this study since none of our subjects was 
low in field articulation, nor were there 
any significant numbers of other character 
types. Developmental studies on the emer- 
gence of both cognitive controls and 
defenses will probably provide the ultimate 
understanding of this problem. Our re- 
search suggests that studies of adult pop- 
ulations with varied vocational interests 
may be another useful approach. 

Even when conclusions are limited to 
engineers, findings on one group of stu- 
dents at one institution must be tested by 
parallel studies with groups having differ- 
ent backgrounds before they can be safely 
generalized. McArthur observed differ- 
ences in academic performances at 
Harvard between students prepared at 
public vs. private schools(13), Public 
school students attained higher academic 
achievement and had a greater orientation 
toward the sciences. They were more 
stimulus-bound and systematic in dealing 
with unstructured perceptual material on 
cognitive tests. 

While the background of our subjects 
may differ from that of engineering stu- 
dents at an ivy league or a midwestern 
state university, the students share many 
characteristics with other engineers. Trow 
reported that more engineers came from 
lower economic strata than do majors in 
the physical sciences and mathematics(18). 
He also observed that engineering students 
at Swarthmore shared more personality 
characteristics with engineering students 
at other schools than they did with other 
groups on their own campus. 

Many of the personality characteristics 
we observed are not specific for engineer- 
ing students. Kysar interviewed students 
in all fields at another urban commuter 
university and described behavior patterns 
in both patient and nonpatient groups 
similar to those found in our study(11). 
The identity crisis of late adolescence may 
result in anxiety, which is frequently de- 
fended against by intensification of com- 
pulsive personality traits. 

Few if any engineers or scientists meet 
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Grinker’s criteria for the “mentally — 
healthy” homoclite. He emphasized that 
“future research among many kinds of © 
populations will be necessary to delineate 
other kinds of ‘health’ or ‘normality’ ” (5). 
Our group of “clinically normal compul- 
sive personalities” may be a more typical — 
description of the effective engineer or 
scientist. Roe made similar observations — 
on a group of outstanding scientists(14). 
Cooper Union graduates have a reputation 
in the field as being excellent engineers. 
One reason may be that normal compul- 
sive personality traits such as overconscien- — 
tiousness and an inordinate capacity for — 
work are an asset for the employer. Ef- — 
fective scientific manpower utilization may _ 
well involve assisting those occasional in- — 
dividuals who develop overt symptoms — 
while under stress. j 
As psychiatrists, one of our basic goals — 
is the improvement of our own therapeutic ` 
effectiveness. It would be preferable to — 
treat a scientist when he develops a work — 
inhibition rather than wait until the emo- — 
tional conflict develops into a severe de- — 
pression, Before this can be accomplished, ~ 
it will be necessary to learn more about — 
the problems involved in scientific careers — 
as well as the psychological characteristics 
of individual scientists. We will also have ` 
to gain the scientist’s respect and con- 
fidence. Typically, they are skeptical, since — 
the psychological approach is so different | 
from that employed in their work. i 


CONCLUSION 


data gathered prior to graduation of a 
longitudinal study of an entire engineering 
school class. The group studied contained 
a predominance of compulsive personality 
types with high field articulation ability. ` 
While the severity of compulsive character 
traits was not significantly related to cogni- 
tive approach, there was a relationship 
between exclusive scientific interests and 
high field articulation ability. 

The concept of the “clinically normal ~ 
compulsive personality” seems to be de- 
scriptive of many effective engineers and — 
scientists. We have discussed the relevance — 
of these data in relation to understanding ~ 
the problems involved in the productive — 


This report presents a portion of a 
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contemplated eight-year follow-up study 
is necessary to determine the practical 


N 


significance of these findings. 


Much ‘of managements dissatisfaction 


_ with various policies dealing with the 
_ problems of scientific personnel stems from 


j 
4 
t 
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the fact that they are derived from vague 
concepts of the “typical scientist.” Ulti- 
mately industry must adopt a clinical 
approach in dealing with the uniqueness 
of the individual scientist. His very com- 


_ plexities and contradictions enter into 


i directing and motivating scientific work. 

Our initial data suggest that the concepts 
of ego psychology and cognitive control 
_ offer a theoretical framework with the 
_ potential to encompass many aspects of 
__ this problem. 
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INFLUENCE OF PERSONALITY TYPE ON DRUG RESPONSE 


ALVIN L. FROSTAD, M.D., GARY L. FORREST ann CORNELIS B. BAKKER, M.D. 


INTRODUCTION 


The practice of psychiatry today entails 
the administration of many different psy- 
chotropic drugs to a large variety of pa- 
tients, It is known clinically and experi- 
mentally that there are individuals who 
react to almost every one of these drugs in 
an unexpected fashion and that effective 
dosages vary greatly from one individual 
to the next. For example, the administra- 
tion of tranquilizers like chlorpromazine 
(Thorazine) may at times cause agitation, 
and the effective dosages of this drug may 
vary from 50 to 3000 mg. per day. Concern 
with this inconsistency of drug effects ini- 
tiated the present study. 

Interest in this aspect of psychotropic 
drug research was further stimulated by 
our previous study(4) employing diaze- 
pam (Valium, Hoffman-La Roche, Inc.) 
and work reported by Klerman(3) on per- 
sonality factors influencing the effects of 
phenotropic agents. 

In our study it was observed that six out 
of 19 subjects seemed to respond to diaze- 
pam in a paradoxical fashion, i.e., these 
six subjects showed a lowering of skin re- 
sistance and an increase in muscle tension 
when on diazepam, while the other sub- 
jects reacted in the opposite direction, as 
was expected. Since these 19 subjects had 
been evaluated with the [Pat 16 Personality 
Factor Questionnaire (16 PF)(1), it was 
possible to identify whether any personality 
factors correlated with this paradoxical re- 
action, 
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Results showed that the six paradoxical 
subjects were significantly different (p< 
.01) from the other group on three factors, 
G, H and M. These three factors indicated 
that the six subjects were more “assertive, 
independent, expedient, a law unto them- 
selves, venturesome, uninhibited, imagina- 
tive and wrapped up in inner urgencies.” 
We characterized these people arbitrarily 
as “action-oriented.” 

On the basis of these findings the follow- 
ing hypothesis was formulated: “Action- 
oriented people respond differently to di- 
azepam than do nonaction-oriented peo- 
ple.” The present study was intended to test 
this hypothesis and to explore in what way 
these people differ in their responses. In 
addition to this we hoped to find new ways 
in which responses to psychotropic drugs 
can be differentiated relative to personality 
characteristics. 


METHODS 


Some 225 male volunteers between the 
ages of 18 and 30 were given the 16 PF and 
the Taylor Manifest Anxiety Scale (TMAS) 
(6) from the Minnesota Multiphasic Per- 
sonality Inventory (MMPI). Sixty subjects 
were subsequently selected to be used in 
the experiment, 30 with scores indicative 
of action-oriented personalities and 30 with 
scores indicative of nonaction-oriented per- 
sonalities. The bases for selection of these 
subjects were factors G, H and M of the 
16 PF. Low scores on factor G coupled 
with high scores on H and M indicated 
action-oriented personalities, while the re- 
verse indicated nonaction-oriented person- 
alities. 

The Taylor Manifest Anxiety Scale was 
used to further divide the above groups 
into those with high scores, ten or over, an 
those with low scores, nine or less. This 
was done because diazepam is claimed to 
be an anti-anxiety drug and we felt that 
the subject’s basic level of anxiety was 
therefore likely to influence the response to 
diazepam. 

The selected subjects were paid $10 for 
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_ the testing session, with a $5 bonus to those 
scoring in the upper 50 percent of the 
group in order to ensure motivation. ` 

In order to determine the effects of the 
drug in several different situations, we 
created circumstances of : 

1) Unfamiliarity. The subjects were gog- 
gled and placed in a sound-proof 
room without previous information 
about the surroundings. 

2) Threat. The subjects knew that they 
would receive electric shocks at ir- 
regular intervals. 

3) Uncertainty. Implied in the situations 
described under 1) and 2). 

4) Interference. Distracting sounds were 
administered during that portion of 
the testing session in which oral math 
problems were given. 

_ Evaluation of the subjects under these cir- 
cumstances was achieved by : 

1) Scoring of a ten-minute oral math- 
ematics test made up of the addi- 
tion, subtraction and multiplication 
of numbers ; 

2) Scoring of two 30-minute written 
mathematics tests of a similar kind; 

3) Measurement of the galvanic skin re- 
sponse (GSR) between the middle 
phalanx of the second and third digits 
of the left hand ; 

4) Integrated measurement of the sur- 
face electromyography (EMG) of the 
right posterior neck muscle. 

The experiment was run using the 

_ double-blind method. There were four 
groups of 15 subjects each. These groups 
were the action-oriented group receiving 
diazepam (AD) and the nonaction-oriented 
group receiving diazepam (ND), and also 
the action-oriented group receiving place- 
bo (AP) and the nonaction-oriented group 
receiving placebo (NP). 

Each subject took the pills for three days 
prior to the experimental session. He began 
with 10 mg. the first day and increased this 
to 20 mg. during the next two days. Two 
hours before the session he took 10 mg. for 
a total of 60 mg. Upon arrival for his ap- 
pointment the subject was given instruc- 
tions pertaining to the written math tests 
and was given a short practice run in order 
to be sure he understood the instructions. 
Surface electrodes were then secured to his 
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neck, and goggles and earphones were 
placed on him. There was a minimum of 
communication with the subject; he was 
told that all further instructions would be 
given over the earphones and that we 
would observe him at all times during 
the testing session. 

Subsequently the subject was led into a 
soundproof room and placed on a bed. 
GSR electrodes were attached to his left 
hand and shock electrodes were placed on 
his left foot and ankle. The experimenters 
then left the room and white noise was 
generated in order to block out all pat- 
terned sounds, 

During the initial 15 minutes of the 
testing session the subject received no in- 
structions and was simply left lying on the 
bed. This constituted a sensory deprivation 
phase of the procedure, Following this por- 
tion a determination of the maximum level 
of shock tolerance was begun. This was 
accomplished by the administration of a 
very low voltage which was gradually in- 
creased to a maximum of 180 volts or until 
the subject indicated that he could tolerate 
no more. This procedure was repeated three 
times. 

The subject was then conditioned to an 
auditory stimulus in the following interval. 
This was accomplished by increasing the 
volume of white noise immediately fol- 
lowed by electric shock. Response to the 
noise stimulus was judged by the GSR and 
EMG fluctuations. After the subject had 
consistently reacted to the noise alone, he 
was given another five-minute silent period. 
After this period, the subject was given a 
simple mathematics test over the earphones 
with increasing, interfering sound pat- 
terns. This test required oral answers which 
were recorded and scored. Next came a 
silent ten minutes followed by a 30-minute 
mathematics test. 

During each ten-minute interval of this 
test, the white noise volume was increased 
three times and the subject was shocked 
one of these times. Another five-minute 
silence followed, and then the second 30- 
minute mathematics test was given, How- 
ever, before the start of this last test the 
subject was informed that under no circum- 
stances would electric shock be adminis- 
tered during that test. 
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At the completion of the session the re- 
cording electrodes were removed and the 
subject was asked to answer a questionnaire 
regarding the testing session and any sub- 
jective effects he had experienced which he 
attributed to the drug. 


RESULTS 


The results are summarized in Tables 
1-5. Results are given for the drug and 
placebo groups and the action-oriented and 
nonaction-oriented groups; these are fur- 
ther subdivided into high and low groups 
based on the scores on the Taylor Manifest 
Anxiety Scale. 

Table 1 represents the records of the 
GSR. These readings, as well as EMG re- 
cordings, were taken at the same six inter- 
vals from the continuous recordings. They 


action-oriented subjects in the low TMAS ~ 


group. 

It is important to note that when a sim- 
ilar comparison is made between the action- 
oriented groups, no significant difference in 
skin resistance is found, but when they are 
subdivided we find a significant difference 
between the high TMAS groups. 

The EMG recordings gave no significant 
differences between diazepam and placebo 
subjects in any of the groupings. 

The results of the oral math tests with 
interfering sounds (Table 2) reveal a gen- 
eral tendency for subjects taking placebos 


to perform on a higher level than those _ 


taking diazepam. Although the trends are 
all in the same direction, only the action- 
oriented subjects in the low TMAS group 
show a very striking difference at a highly 


TABLE 1 
Galvanic Skin Response 
GROUP X SUBJECTS VS. GROUP Xx SUBJECTS T P 
N & AD 634.9 30 N & AP 542.8 30 3.9987 .001 
ND 653.2 15 NP 528.5 15 3.8068 01 
NDH 592.2 9 NPH 568.9 7 0.5229 N.S. 
NDL 744.4 6 NPL 493.1 8 5.4194 .001 
AD 616.6 15 AP 557.1 15 1.8366 N.S. 
ADH 604.6 5 APH 513.5 8 2.5208 05 
ADL 622.5 10 APL 606.9 g 0.3064 NS. 


Comparison between drug and placebo groups on GSR. Mean values are expressed in kilo-ohms and are taken at six separate — 


points during the experiment. 


Explanation of symbols 
N = Nonaction-oriented 


A = Action-oriented 
D = Diazepam 


P = Placebo 


H = Subjects with scores > 10 on Taylor Manifest Anxiety Scale 


L = Subjects with scores <10 on Taylor Manifest Anxiety Scale 


show a significantly higher skin resistance 
(probably indicating less anxiety) for the 
subjects receiving diazepam than those re- 
ceiving placebo. When the subjects are 
further separated into the separate sub- 
groups we find that this difference is the 
most pronounced in the nonaction-oriented 
group. Still further separation on the basis 
of the TMAS scores reveals that almost all 
this difference is accounted for by the non- 
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significant level ( P < .001). 

Tables 3 and 4 contain the results of the 
two written math tests. Math A was given 
with interfering electric shocks and Math - 
B was given after the subjects had been — 
told they would receive no further electric 
shocks. The tests produced very similar re- 


sults. Here again we found a significant 


difference between diazepam and placebo — 


groups. The difference stems primarily from _ 
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TABLE 2 
Oral Math 

GROUP xs SUBJECTS VS. GROUP x SUBJECTS T Sy 

N & AD 126.1 30 N & AP 144.6 30 1.6282 

ND 122.1 15 NP 138.7 15 1.4468 

NDH 118.4 9 NPH 139.0 7 1.6884 

NDL 127.7 6 NPL 138.5 8 1.0169 

AD 130.1 15 AP 150.5 15 1.8685 

ADH 145.2 5 APH 138.0 8 0.6275 

ADL 122.6 10 APL 164.7 7 5.4063 


Comparison between drug and placebo groups on a seven-minute oral math test, results expressed as mean number of correct 


answers, See Table 1 for explanation of symbols. 


TABLE 3 

Math A 
GROUP x SUBJECTS VS. GROUP x SUBJECTS T P 
N & AD 436.4 30 N & AP 554.5 30 3.1397 01 
ND 424.8 15 NP 552.3 15 2.9055 01 
NDH 433.7 9 NPH 593.7 7 2.5725 05 
NDL 411,3 6 NPL 516.1 8 1.5656 N.S. 
AD 448.0 15 AP 556.7 15 1,7370 NS. 
ADH 516.8 5 APH 572.4 8 0.7796 NS. 
ADL 413.6 10 APL 538.8 7 1,3128 NS. 


Comparison between drug and placebo groups on a 30-minute math test with intermittent electric shocks. 


Values given are mean 


number of correct answers. See Table 1 for explanation of symbols. 


TABLE 4 

Math B 
GROUP x SUBJECTS vs. GROUP X. SUBJECTS T P 
N & AD 509.2 30 N & AP 627.1 30 2.0511 05 
ND 499.5 15 NP 636.4 15 3.1691 01 
NDH 524.9 9 NPH 679.1 7 4.3068 001 
NDL 461.5 6 NPL 600.0 8 2.8268 02 
AD 518.9 15 AP 617.3 15 1.4350 N.S. 
ADH 581.4 5 APH 618.6 8 0.6716 NS. 
ADL 487.6 10 APL 615.7 7 1.7087 N.S. 


Comparison between drug and placebo groups on a 30-minu' 
number of correct answers. See Table 1 for explanation 


the nonaction-oriented groups, with no sig- 
nificant difference between action-oriented 
groups even though there clearly is a trend 
in the same direction. This was the least 
pronounced for the ADH-APH groups. The 
scores on Math B are all higher than those 
on Math A, which is primarily due to a 
learning factor; otherwise they are essen- 
tially the same as Math A. 

Table 5 represents the distribution of side 
effects listed by the subjects receiving di- 
azepam. It is of interest to note that many 


more nonaction-oriented subjects than ac- 
> 


ite math test without interference. Results are expressed as mean 
of symbols. 


tion-oriented subjects listed side effects. 
Also, the subjects in the nonaction-oriented 
group tended to list more serious trouble 
with side effects. The least side effects were 
reported by the ADL group, the most by 
the NDL group. 

Only six out of 30 subjects in the place- 
bo group listed any side effects and they 
each listed only one side effect of min- 
imal significance. 


DISCUSSION 


The first conclusion that can be drawn 
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TABLE 5 
Side Effects 
AVERAGE NUM- 
PERCENT OF BER LISTED 

SUBJECTS LISTING SIDE EFFECTS 

GROUP SUBJECTS SIDE EFFECTS * PER SUBJECT 
AD 15 53 1.1 
ADH 5 80 1.8 
ADL 10 40 0.7 
ND 15 73 17 
NDH 9 67 14 
NDL 6 83 2.2 


* Side effects in each group are similar in quality. 


from our findings is that diazepam raises 
the level of skin resistance in normal sub- 
jects. This might be taken as an indication 
that it lowers the level of anxiety. Second- 
ly, we may conclude from the findings that 
diazepam in general lowers the level of in- 
tellectual performance in these subjects. 
Thirdly, our data indicate that not all sub- 
jects respond to diazepam in the same 
manner. There is clearly a difference in 
response between the action-oriented group 
as compared with the nonaction-oriented 
group, and this differentiation is further 
refined by the subdivision of each group 
on the basis of the Taylor Manifest Anxi- 
ety Scale (TMAS). 

However, while we can see that these 
differences are present, and while we thus 
find our hypothesis confirmed, it remains 
exceedingly difficult to provide a good ex- 
planation for these differences. We may 
summarize these differences as follows : 

1. As measured by the GSR the nonaction- 
oriented, low TMAS group appears most 
affected by diazepam. The impact that di- 
azepam has on this group is underscored by 
the fact that this group has the highest 
incidence of complaints about side effects. 
The least affected on the GSR is the action- 
oriented, low TMAS group, which also pre- 
sents almost no complaints of side effects of 
significance. It is puzzling that the non- 
action-oriented, low TMAS group when on 
placebos showed the lowest level of galvan- 
ic skin response, indicating the highest level 
of anxiety. 

This raises the questiofi : what is actually 
measured by the TMAS? There is some 
indication that the TMAS does not measure 
anxiety in any psychophysiological sense. 


It rather should be considered as an indi- 
cator of the subject’s personality, referring 
especially to his eagerness to be socially 
acceptable and his inclination to accept 
symptoms in himself which are usually in- 
terpreted as signs of anxiety(2, 5). If the 
scale is seen in this way as a measure of 
compliance, then it becomes understand- 
able that for the nonaction-oriented, low 
TMAS group the GSR is actually measur- 
ing anxiety in people who handle their 
anxiety characteristically in a passive-de- 
pendent fashion and who do not admit — 
that they really do experience anxiety. i 
Such an explanation would also make it 
understandable that this group showed 
such a low galvanic skin response on place- 
bo and such an unusually high one on 
diazepam. The relaxation induced by di- 
azepam was actually syntonic to their par- 
ticular life orientation and they could there- — 
fore respond with an extreme degree of — 
passive relaxation. In other words, nonac- 
tion-oriented people with a low TMAS do 
not fight the relaxation if it comes—they 
rather enjoy it—while the action-oriented 
ones resist it and thus in part overcome the — 
pharmacological effect of diazepam. 5 
2. One of the most puzzling findings of 
the present investigation is that although 
almost all groups showed a decline in in- 
tellectual performance on diazepam, the ~ 
most striking decline was found in the 
action-oriented, low TMAS group. This is — 
the same group in which the GSR findings 
showed little difference between placebo — 
and diazepam. We must conclude there- 
fore that the particular sensitivity to diaze- — 
pam of the intellectual performance of the 
action-oriented, low TMAS group is not 
related to the anxiety level. i, 
One possible interpretation is that this 
group, which is not passive at all although ` 
extremely concerned with social desirabil- 
ity, tends to cope with problems through 
denial. This is underscored by the observa: 
tion that the same group notices the leas 
side effects from the drugs. In general, we 
may suppose, therefore, that through denial — 
they have had less awareness of drug effect. 
Thus they could have come up with very a 
low scores on the performance test without — 
actually being aware of the fact that they 
were functioning below their usual leve 
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and therefore without any attempts at com- 


; pensation. This is in striking contrast to the 


action-oriented, high TMAS group which 
did quite well on the oral mathematics test 
even while taking diazepam. 

3. The effects of electric shock on the 
performance of the written mathematics 


. tests appeared negligible in our experi- 


ments. Most of the performance differences 
between mathematics A and B were due to 
learning and there is no differential effect 


relative to drug condition or personality 
type. 


Finally, we have to mention the EMG 
recordings, the results of which appear to 
be entirely random. It must be pointed 
out, however, that this does not mean that 
diazepam has no effect on muscular tension. 
Many variables such as muscle mass, thick- 
ness of fat pad, surface resistance and exact 
placement of electrodes were insufficiently 
controlled and may have hidden any more 


subtle effects of diazepam. 


The interpretations of the findings are of 
course speculative and will have to be con- 
firmed or rejected through further experi- 


_ mentation, The suggestion, for instance, 


that the Taylor Manifest Anxiety Scale se- 
lects out groups of people with different 
defensive patterns and that these defensive 
patterns are in turn related to drug response 
can be further tested. In general, we con- 


clude that the present findings are suffi- 
ciently encouraging to warrant the continu- 
ation of this type of research, separating 
out various personality types and compar- 
ing their responses to various psychotropic 
drugs. It would seem of particular interest 
in this respect to compare the responses of 
groups that are similarly selected to both 
tranquilizing and stimulating drugs. 
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CHANCE 


The independent thinker is a crank if he 
rightly. 


thinks wrongly, but a genius if he thinks 


-Wurm J. Mayo 
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THE PSYCHOPATHOGENESIS OF HARD-CORE FAMILIES 


JOHN G. HOWELLS, M.D., D.P.M. 


All happy families resemble one another ; 
every unhappy family is unhappy in its own 
way.—Tolstoy. 


Alcoholism, illegitimacy, delinquency, 
criminality, divorce, suicide, child neglect 
and unhappiness despite material wealth— 
these are some of the so-called “social prob- 
lems.” For these conditions the community 
attempts explanations. 

The community may explain these man- 
ifestations as being due to lack of satis- 
factory material conditions despite the 
obvious and commonplace disillusionment 
of those individuals who have achieved 
material success and still remain unhappy. 
Secondly, the community tends to suppose 
that these conditions may indicate some 
degree of insanity. Statistics, however, show 
that only a very small section, less than 
0.5 percent of the community, suffer from 
insanity, while social problems involve a 
far greater number of people. Thirdly, the 
community may suggest that these 
problems spring from some degree of in- 
tellectual retardation in some of its mem- 
bers. Careful investigation, however, shows 
that people at all levels of intellectual 
endowment are liable to suffer from these 
social difficulties. 

The above explanations ignore the fact 
that these conditions spring from individual 
psychopathology, i.e., from the dysfunc- 
tioning of the emotional substratum of the 
individual. Emotion and emotional disorder 
are concepts that the public finds difficult 
to grasp, perhaps because emotional 
matters are inherently subtle or just un- 
familiar, Difficulty in grasping emotional 
phenomena may sometimes lead to ethical 
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prowess being offered as a solution of 
emotional difficulties. “Goodness” is offered 
as a substitute for emotional stability. But 
experience shows that impeccable ethical 
precept and practice do not safeguard 
against emotional illness. There is, however, 
no contradiction between “goodness” and 
stability; these qualities are different en- 
tities that can exist together. 

The thesis in the investigation to be 
reported is that many social difficulties are 
due to emotional causes—to matters of in- 
dividual psychopathology. Abundant ma- 
terial for study came from an examination 
of hard-core families, sometimes termed 
problem or multiply-handicapped families. 
Social difficulties are a feature of such 
families. Apathy, delinquency, unemploy- 
ment, sloth, child neglect, drunkenness, 
prostitution and broken marriages—all these 
are familiar aspects of problem families(4). 

The problem family is a family that 
fails to flourish however advantageous its 
surrounding circumstances. It is remarkably 
resistant to improvement, even when much 
help is offered to it. Hard-core families 
stand out very clearly in a welfare state. 
To the advantage of the researcher is the 
fact that, in the problem family in dire 
distress, mechanisms which are so unclear 
in a stable family are thrown into high 
relief. The main question asked in this 
investigation was “To what extent does 
psychopathology within the family explain 
its social difficulties ?” This is a preliminary 
report of the findings. 


THE INVESTIGATION 


In a town of 120,000 population, 80 
problem families are recognized by the 
official agencies. We have taken a random 
sample of 30 of these families. The initial 
sample was reduced to 24 families due to 
three families leaving the area and another 
three families being reclassified as nonprob- 
lem families. It was accepted that help 
should go hand in hand with investigation. 

The criteria accepted for defining the 
problem family were those of the agencies 
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in the area. This had the advantage of 
allowing others to establish the criteria and 
allowing the investigation to throw light 
on recognized problems in the area. It 
carried the disadvantage that the agencies’ 
definition was influenced by what consti- 
tuted problems in their narrow fields of 

 operation—and within the social groups 
with which they were concerned. Many 
problem families are not ascertained by 
the agencies; thus in any interpretations 
of the findings on that sample it must be 
borne in mind that the sample is a selected 
one. 

Much has been written about problem 
families, but, due to the immense difficul- 

_ ties involved, careful studies are few. To 
= collect a representative sample involves 
= working in a geographically limited area. 
Establishing good reasons for continuous 
_ visiting to such families can be very 
_ difficult. To obtain cooperation to the 
_ point where members of the family will 
allow intimate study can be even more 
difficult. Apathy, distrust and belligerence 
_ are bars to easy relationships and the 
_ keeping of appointments. Psychiatric stud- 
‘ies call for the greatest cooperation of all 
and hence, no doubt, their paucity. 

Workers in this study have been col- 
lecting data in this area for 16 years, Over 
the last seven years, due to close cooper- 
ation with the agencies concerned, especial- 
ly the family doctor, it has been possible 
to arrange for families in the sample to be 
referred to the Department of Family 
Psychiatry undertaking the study. Twenty- 
one out of the 24 families in the sample 
have been examined, i.e., 87 percent of 
the sample. Thus 41 of 42 parents and 
142 children were seen; the parent of one 
family died. It will be noticed that each 
family was taken on for a full psychiatric 
evaluation in the same way as other indi- 
viduals and families attending the Depart- 
ment of Family Psychiatry. Contact was 
maintained for some years in most of the 
sample. A special schema of examination, 
involving more than 500 items, was 
employed. 


RESULTS 


Only preliminary findings of the major 
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elements affecting the parents of problem 
families are reported here. 

Emotional disorder in individual parents, 
On a four-point scale of emotional dis- 
order, the findings in 41 parents were the 
following : The “very severe” emotional dis- 
order group (15 parents) embraced 
patients who had persistent, very obvious, 
severely incapacitating, multiple symptoms 
and whose condition required the most 
intensive psychotherapy for a long period 
and who would be unlikely to respond to 
it. The patients in the “severe” group 
(13 parents) required intensive psycho- 
therapy for a long period to effect amelior- 
ation of their condition. Those patients with 
a “moderate” degree of emotional disorder 
(10 parents) also required psychotherapy, 
but had a good prognosis. One parent was 
found to be nearly stable and in 
two parents, psychosis replacing emotional 
disorder was found. 

Thus of 41 parents, 38 required psy- 
chotherapy and two were psychotic—a sig- 
nificant and overwhelmingly bad state of 
mental health. 

The overwhelmingly bad state of mental 
health in these families is emphasized by 
comparing this study with other epidemio- 
logical studies. 

In the United Kingdom, because almost 
the whole population is on the general prac- 
titioner’s “list,” it has been possible to un- 
dertake research on psychiatric morbidity 
in the population at large through general 
practice. Watts( 12) reviews ten such studies 
and concludes that the over-all psychiatric 
morbidity, including all conditions—neuro- 
sis, psychosis and psychosomatic disorders— 
amounts to 30.9 percent. Thirty percent is 
the figure given in an authoritative docu- 
ment by the College of General Practition- 
ers(2). The incidence of psychiatric mor- 
bidity of 30.9 percent has to be compared 
with our sample (N=41, and only one 
nearly stable individual) where the mor- 
bidity rate is 98 percent. 

Shepherd and associates(10) found that 
the psychiatric morbidity in a sample of 
adults in general practice was nine percent 
of individuals suffering from “conspicuous 
Psychiatric disability.” To this they added 
five percent of the sample who showed 
abnormal personality traits.” Thus 14 per- 
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cent could be said to be suffering from 
severe observable psychiatric disability. 
That the figure of 14 percent is a reasonable 
one can be surmised from Berg’s(1) study 
of families attending a child welfare clinic. 
Here 14.2 percent of parents and children 
were said to show “severe” psychiatric prob- 
lems. This figure of 14 percent can be com- 
pared with the figure in our sample of 69 
percent (N=41, 28 classified) classified as 
“severely” or “very severely” disturbed. 
Again an overwhelmingly bad state of men- 
tal health in our sample is exposed. 

Emotional disorder in paired parents. 
On the same four-point scale of degree of 
emotional disorder, the position for paired 
parents in the 21 families (41 parents) was 
as follows: Five families had one parent 
with “very severe” emotional disorder and 
one parent with “severe” emotional dis- 
order. Nine families had one parent in the 
“very severe” group and one parent in the 
“moderate” group. One family consisted of 
one parent in the “very severe” group and 
one parent who was nearly stable. Four 
families had two parents with “severe’ 
emotional disorder, and two families had 
one psychotic member. 

No family had two parents in the “very 
severe” category. To have one such parent 
was sufficient to be responsible for the 
plight of the family—even with a “nearly 
stable” partner. Two parents in the “severe” 
category were sufficient to handicap the 
family. The families with psychotic mem- 
bers will be discussed later. 

Sex of parents differentiated. Using the 
same four-point scale, the position in re- 
gard to emotional disorder for 21 mothers 
and 20 fathers is given in Table 1. 


TABLE 1 
Emotional Disorders Among 41 Parents According to Sex 
== 

CATEGORY MOTHERS FATHERS 
Very severe 13 2 
Severe 4 9 
Moderate 2 8 
Nearly stable 0 1 
Psychotic 2 0 

Total 21 20 


Thus for this sample of families, by the 


criteria adopted mothers are seen to be 
significantly more pathogenic than fathers. 
Most agencies who ascertain problem fam- — 
ilies are concerned with child neglect. This — 
is more likely to occur if mothers are patho- 
genic and thus leads to conditions which 
; 


will cause ascertainment. If “alcoholism” 
was the concern of the agencies it is likely 
that families with pathogenic fathers would 
be predominant in the sample. 

Although the results are probably signifi- 
cant for this sample, it is necessary to add ` 
that fathers of these families are more 
elusive than mothers and their briefer 
period of examination may have led to an 
underestimate of their disabilities. be 

Families with psychotic parents. The def- 
inition accepted for psychosis was that of 
the endogenous, “process” type; both par- 
ents showed the characteristic thought 
disorder and perceptional difficulties of 
established schizophrenia. F 

With such a small sample inferences 
must be drawn with caution. Both affected 
parents were mothers; when child neglect 
is an important ascertaining feature, fami- 
lies with sick mothers are more likely to be — 
included. In one family, psychosis in the 
mother was accompanied by a husband in — 
the “moderate” category of emotional dis- 
order; this was the least handicapped — 
family in the whole sample and has now _ 
been upgraded to a nonproblem family. — 
The other family, which had a husband ~ 
in the “severe” category, was of much ` 
concern to the social agencies. S 

Intellectual retardation in parents. In 
Great Britain, as a general rule, individuals ` 
of an intelligence quotient below 70 are ` 
said to be “subnormal,” and those below 
50 are “severely subnormal.” i 

Six parents in five families were sub- 
normal ; none was severely subnormal. One — 
family had two subnormal members. In ` 
four families with a subnormal parent, one — 
parent also showed a “very severe” degree ~ 
of emotional disorder; in one family the — 
two parents showed a “severe” degree of — 
emotional disorder. Families with sub- — 
normal parents, of whom there must be — 
many in this town of 120,000 population, — 
do not show the characteristic features of — 
problem families ; these features are likely — 
to be associated with emotional disorder ~ 
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at 


in the parents, That this is so is suggested 


by the fact that the most stable parent, 


the one “nearly stable” person, has the low- 
est I.Q.—53; he could not counterbalance 
__ the influence of his “very severely” disturbed 
wife. 
To date the intelligence quotients of 28 
of the 41 parents have been assessed. The 
= mean IQ. is 83.6 and the range of I.Q. 
_ from 53 to 112. A number of considerations 
must be borne in mind in interpreting this 
finding. a) The agencies who ascertained 
the families have a disproportionate inter- 
_ est in families of the lower social groups; 
$ Savage, who matched a number of problem 
families with controls from the same eco- 
nomic group, found that his control group 
contained more members with an LQ. 
below average than would be expected in 
a sample of the whole community(9), 
b) We have found that intelligent par- 
ents of problem families are more elusive 
and less willing to submit to intelligence 
tests. c) The sample of 28 parents con- 
tained 17 mothers and 11 fathers, Sheridan 
_ has shown that mothers of neglected chil- 
dren have a lower I.Q. than average(11), 
_ d) Parents of problem families live in a 
disruptive atmosphere which does not 
allow continued education, and this tends 
to lead to a poorer performance on intel- 
ligence tests, e) The emotional disorder in 
_ the parents can interfere with performance 
-on intelligence tests. f) Parents of problem 
_ families are often so dishevelled as to give 
__ the appearance of being duller than they 


are. 

While children are not the subject of 
this communication, it may be of interest 
to report that of 72 children tested from 
these families, the mean 1.Q. was 90.2 with 
a range of I.Q. from 59 to 119. The regres- 
sion to the mean is noted. A complemen- 
tary study of the intelligence of children 
of problem families has been reported 
elsewhere(5). 

Summary of results. One of the main 
results of this investigation is to make clear 
the high degree of psychopathogenicity 
that exists in the parents of problem 
families. It suggests that the definition of 
the problem family should be widened as 
follows: A problem family is a family 
showing among its members emotional in- 


> 


stability of such a degree that it leads to ~ 
behavior which is socially unacceptable. ; 

This poses the question, “Do all families 
suffering from a severe degree of emotional 
pathogenicity always manifest social dif- 
ficulties ?” The answer may well be “yes,” 
But they will only be ascertained if the 
agencies are equally interested in social dif- 
ficulties of all types, and as they manifest 
themselves in all age, social and intellectual 
groups. 


EMOTIONAL MECHANISMS LEADING TO 
SOCIAL DIFFICULTIES 


This investigation also clarified some of 
the emotional mechanisms that lead to 
social difficulties. The emotional basis of 
social problems can be illustrated by ana- 
lyzing the root causes of three such prob- 
lems in one of the families investigated. 

Firstly, this family displayed the social 
problem of being heavily in debt. Investi- 
gation revealed that this was due to a 
combination of factors of emotional signifi- 
cance: a) As the mother cannot mix with 
strangers, she sends her children to do 
her shopping, which is therefore less 
economically carried out, with consequent 
wasting of finance. b) Fear of the dark 
calls for all the lights to be on in the house 
at night with resulting heavy electricity 
bills. c) The mother’s agitated state re- 
sults in continuous smoking, with more 


‘spending of money. d) The mother’s need 


to expiate guilt, induced by the way she 
handled her favorite daughter, caused her 
to buy expensive presents for the child— 
again depleting resources. e) As mother 
panics in public transport, she has to visit 
friends by taxi, adding further to expendi- 
ture than her income allows. 

Secondly, this mother neglected her 
children and the following emotional fea- 
tures emérged: a) The birth of the chil- 

was the result of the mother’s 
emotional need to have a baby from which 
she can have affection. b) The children 
were rejected immediately when they 
made demands upon the mother as 
toddlers. c) The mother was continually 
tense and therefore inattentive, irritable, 
impatient and explosive, with consequent 
trauma to the children. d) At other times 
the mother feels guilty about her own 
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behavior and therefore becomes unreason- 
ably overprotective and denies the children 
beneficial social contacts. e) She projects 
onto her own children her unsatisfactory 
feelings about the maternal grandmother 
who brought her up. 

Thirdly, this family lived in a state of 
squalor. This resulted from the mother’s 
preoccupation with her own unresolved 
fears, leading to an apathy and lack of 
concentration that made decision and quick 


action impossible. Accumulated com- 
mitments posed tasks too large to tackle 
and therefore best ignored. 


MANAGEMENT OF PROBLEM FAMILIES 


To expect social difficulties consequent 
on emotional disorder to respond to 
“reason” is to deny the very nature of the 
emotions. Emotional ills have their own 
emotional antidotes. If they are to be suc- 
cessful, solutions cannot ignore the under- 
lying emotional needs. 

Consider, for example, efforts to enable 
these families to limit childbearing by 
adopting birth control measures. These, in 
problem families, are remarkably in- 
effective, because they are frustrated by a 
variety of emotional factors : a) Some hus- 
bands wish their wives to be continually 
pregnant because it is only in this way that 
they can control them. b) Some mothers 
wish to be perpetually pregnant for only 
by such means do they get emotional 
satisfaction from the cuddling of small 
infants, c) Disturbed people are inefficient 
—in birth control as in other matters. d) 
There is a fatalism about these families ; 
nothing works out in life so why bother to 
try? e) One of the few solaces in the lives 
of these individuals is sexual pleasure which 
they do not wish to deny themselves and 
which they do not wish to be encumbered 
by birth control machinery. F 

This illustration shows the importance of 
an analysis of the family solution in emo- 


tional terms before it is possible to offer , 


ý effective solutions. 
j In general, family problems can receive 
help by three procedures : 

Interview therapy. This involves direct 
individual, dual, group or family group 
psychotherapy for family members. Unfor- 
tunately, its effectiveness is 


severely 


limited by the elusiveness of the famil 
members, the lack of facilities and th 
severe degree of the illness. 

Vector therapy. The essential principle — 
in vector therapy(8) is that, instead of © 
making a direct change in personality by © 
the techniques of psychotherapy, a manip: 
ulation occurs which alters the pattern of 
emotional forces playing on the individual ; 
the aim is to modify adverse, negative ~ 
emotional influences playing upon individu- 
al family members and to make these ~ 
forces positive and nurturing. The positive — 
emotional influences operating over time 
are expected to bring relief to the individu- ~ 
al personality. Applying the above principle ~ 
of change of forces, it can be seen that it — 
is possible to fashion entirely new services — 
to alter the emotional climate of the family. — 

An example of such a manipulation — 
would be to supply day foster care(3) for — 
a child deprived of healthy emotional care ` 
by a disturbed parent. This involves the ~ 
planned separation of young children from 
depriving mothers, with the cooperation — 
of the parents(6) and also caring for the — 
child as long as possible during the day 
within a positive, warm, nourishing, emo- ~ 
tional relationship which is supplied by — 
carefully selected substitute parents. 4 

Positive emotional influences spring from 
contact with stable individuals. The pro- ~ 
gram must therefore include the deploy- — 
ment of stable individuals at points where 
they can be of maximum benefit to the - 
unstable. The strong must help the weak. 

A correct assessment of a problem family ~ 
in emotional terms followed by the utili- 
zation of vector therapy made possible by 
the skilled personal relationship of a social 
worker offers the best remedial help to 
problem families. New services are re- 
quired framed to a family’s emotion: 
needs(7). The results will be partial but 
worthwhile, A start with this generation” 
will bring increments with its successors. _ 

Surrounding a family with a health- 
promoting or salutiferous community( 
This program calls for an analysis of evi 
activity, practice and institution with a 
subsequent assessment of its emotional 
value, followed by a decision to encourage 
those situations which promote the emotion: 
al health of the individual and to remed; 
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_ those situations which are emotionally un- 
favorable. It should be possible to replan all 
_ the community’s activities and practices so 
that the maximum positive emotional in- 
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APA TO EXPLORE PSYCHIATRISTS INFORMATION NEEDS 
At the Annual Meeting in Atlantic City May 9-13, members of the APA 


y Information Processing 


l ; Project will administer a 
what kinds of information psychiatrists need, in 
most usable and what kinds of informati 


questionnaire to clarify 
what forms they find it 


on they do not find useful. These 


questionnaires can be completed in less than 15 minutes at tables provided 
Ocessing Project booth in the scientific exhibit area. 


The four-year Information Processin 


g Project, supported by a grant from 


the NIMH National Clearinghouse for Mental Health Information, results 


from growing dissatisfaction with the inadequacy of existing communica- 


tion channels in psychiatry and from the hope that the emerging sciences 


for processing information might provide some solutions. Dr. Paul Wilson 
is principal investigator and Dr. Henry Brosin is senior consultant. 


USE OF THE ORGANIC INTEGRITY TEST (OIT) 
WITH CHILDREN WHO CANNOT READ 


H. C. TIEN, M.D. 


The Organic Integrity Test (OIT) was 
originally designed and tested on adults 
by the author(7) at Ypsilanti State Hos- 
pital in 1960. The OIT was based on the 
theory that diffuse brain damage or dys- 
function would mean a loss of the brain’s 
capacity for form perception or pattern 
recognition. While testing patients with 
inkblots the author was struck by an obser- 
vation which was made earlier by Her- 
mann Rorschach and designated as the 
color-naming response described in Psy- 
chodiagnostics(5). 

The author made a similar observation 
as a student of pathology being quizzed 
on slides under the microscope. When 
unable to recognize the reduced anatomic 
form, like many students he was often 
forced to call out diagnostic decisions on 
the basis of the color used in a staining 
technique rather than the defective histo- 
logical form. He reasoned that perhaps by 
analogy Rorschach’s organic or schizo- 
phrenic patients could not offer any good 
form perception on the inkblots, not out of 
any obstinancy on their part or due to any 
subtle psychodynamics but simply because 
they did not and could not project 
meaningful mental forms because of de- 
fective brain functioning. Rorschach ob- 
served that his organic patients merely 
named colors on the inkblots. 

This psychopathological affinity for 
color-naming the author termed chroma- 
philia(10). To test the theory of chroma- 
philia, the author designed the OIT with 
the picture-splitting technique , of Cas- 
agrandie(7). 

The OIT consists of ten sets of three 
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pictures each, two of which share a simil 
basic form and two, the same color: foi 
example, a blue sweater to be matche 
either with a red shirt or a blue suitcase 
The subject is asked, “Which two pictures ~ 
are most alike?” The OIT score for ten — 
correct answers is 100. For each chroma- 
philic matching, the subject loses a num- 
ber of points. The point value for each 
OIT set is found on the back of the free 
single card so that the application and 
scoring are both simple and straightfor- 
ward. It takes only three minutes to obtain 
the OIT score. The details of administra- _ 
tion and scoring have been described 
elsewhere(7). p 


PREVIOUS STUDIES i 
The validity and reliability of the OIT ~ 
as a test of organicity for adults since the ~ 
original Ypsilanti study has been confirmed ~ 
by Astrom(1) of Sweden, Engelsmann 
and Drdkova(2) of Czechoslovakia and — 
Tien and Clark(9) of General Motors. Th 
OIT has been shown to be equally vali 
for children by Tien and Williams(11). 
In 1963 Astrom(1) found that the OIT ` 
compared to advantage with Benton's — 
Visual Retention Test, Koh’s Blocks and 
Wechsler’s performance test as an instru- 
ment to detect organicity. Astrom, a 
clinical psychologist, stated that the OY 
can show organicity the presence of whic 
had often gone undetected in patient 
given the traditional psychometric tests — 
and routine clinical examinations for brain i 
damage. ae 
In 1964 Engelsmann and Drdkoya 
administered the OIT to 322 subj 
Their OIT results showed that app 
imately 98 percent of healthy subjects 
89 percent of neurotic patients s 
above 50 points on the OIT, where: 
percent of chronic schizophrenic patients 
and organic patients had OIT scores below 
50. If the OIT is accepted as a valid test — 
for organicity, then Figure 1 shows un- — 
mistakably the subtle organicity of schizo- 
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phrenia otherwise undetectable without 
the OIT. The validity of the OIT as a test 
for organicity is indirectly supported by 
the fact that neurotic patients scored nor- 
mally on the OIT. There seems to be no 
continuum of neurosis decompensating in- 
to psychosis (see Figure 1). Regardless of 
this theoretical implication, Engelsmann 
concluded that the OIT is a useful test for 
organicity, 


FIGURE 1 
Frequency Distribution of OIT Score 
(Adult) 
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Based upon the studies of Tien(6) and Engelsmann and Drdkova(2). 
In 1964 Clark(10) used this test at the 


Oldsmobile Division of General Motors on 
402 subjects and substantiated the claim 
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that 98 percent of normal subjects scored ` 
an OIT value above 50. Therefore, an OIT 
value below 50 in adults is prima facie 
evidence of chromaphilia, indicative of 
organicity. Organicity is here defined to 
include organic brain syndrome (brain 
damage), organic brain dysfunction (psy- 
chosis) and organic brain deficiency ( men- 
tal retardation ). 

In 1964 the validity and reliability of the 
OIT in children were studied by Tien and 
Williams(11) on 1,300 students with 100 
children in each grade from kindergarten 
through grade 12. The results again sup- 
ported the OIT as an effective test to 
screen children for organicity and per- 
ceptual immaturity in reading disabilities. 
METHOD AND RESULTS 

Since reading is a type of form percep- 
tion, in this study the OIT was given to 
investigate children who cannot read, Van ~ 
Riper gave the OIT to 250 eighth graders; — 
119 students were chosen and subdivided 
into three groups on the basis of their 
scores on the Iowa Reading Test. The 
“nonreaders” were in remedial reading or 
in the lowest percentile on the Iowa test. 
The “poor readers” were in the second to 
25th percentile and the “good readers” 
were from the 75th to 99th percentile. 

The results showed that the OIT sepa- 
rated the nonreaders from the good 
readers. It also separated the nonreaders 
from the poor readers. Most interestingly, 
the OIT did not separate the poor readers 
from the good readers. By the null hy- 
pothesis, (m-m’=), the good readers and 
the poor readers were similar to the eighth — 
graders of the East Lansing control group — 
with an average OIT of 72. However, the 
nonreaders scored only an average OIT 
of 38, significantly lower than 72 average 
of the control group of East Lansing, (The ~ 
remaining 131 students were the “average 
readers” who are not included in this 
study. ) F 

Table 1 clearly shows the loss of form 4 
perception in the nonreaders. When the _ 
nonreaders were evaluated as to intelli- _ 
gence, it was also found that they have at 
least mild mental deficiency. Their average 
IQ is 71. However, since the nonreaders 
group cannot be assumed to be of normal 
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TABLE 1 
Significance Tests at 99 Percent Confidence Limits for All Roseville Groups and East Lansing Control Group 


EAST LANSING 
CONTROL GROUP 


G00D 
READERS 


Number 


Means X 


Standard deviations S 


99 per cent confidence 
limits (each group 


compared with the X-K = + 16 
controlled mean X) 
Compared with East Significantly 
Lansing control group lower 
) * Conclusion : Only the nonreaders are chromaphilic. 
distribution, a chi-square significance 


study, with modified Lindquist crite- 
rion(3), was also performed to determine 
the significant difference between the non- 
readers and the other groups in having 
good form perception, i.e., scoring for this 
age group an average OIT value of 72 or 
higher. In fact, only two of the 17 non- 
readers scored above 72 on the OIT, and 
nine scored below 30. On the chi-square 


X—%=6+9 X,-X,=7+10 


100 


51 51 
65 


22 


Not significant Not significant $ 


test, we can conclude that the nonreaders 
performed significantly lower than all 
others on the OIT (see Table 2). J 
The critical findings of this study are as 
follows. The nonreaders are a unique — 
class; the large majority of children who — 
cannot read are poor readers, and the poor 
readers do not suffer from any loss of form — 
perception, as shown on the OIT. We may — 


tentatively conclude that the poor readers — 


TABLE 2 
Chi-Square Significance Test 


CHI-SQUARE, x°, AND 
PROBABILITY UNDER THE — 
NULL HYPOTHESIS 


HIGH ON OIT 
oir = 72 


LOW ON OIT 


GROUPS oT <72 


Hypothesis 1: The good readers and the control group 
are not significantly different. 
29/30.7 22/20.3 
62/60.3 38/39.7 


x2= 0.357 — 
p< 0,50 
but p> 0.15 i 


Roseville good readers 
East Lansing control group 


Conclusion : Accept hypothesis 1. 


Hypothesis 2: The poor readers and the control group 
are not significantly different, 
24/29.8 29/23.2 
62/56.2 38/43.8 


Roseville poor readers 
East Lansing control group 


Conclusion: Accept hypothesis 2. 


Hypothesis 3: The nonreaders and the control group 
are not significantly different. 
2/ 9.3 15/ 7.7 
62/54.7 38/45.3 


Roseville nonreaders 
East Lansing control group 


Conclusion : Reject hypothesis 3. 
Summary conclusion: If we require a high level of confidence in rejecting the null hypothesis at p < 0.01, then we 
can only reject the last case. We conclude, therefore, that the nonreaders are significantly dif- 
ferent from the control group. In fact, such a difference occurs less than once in 1000 experi: 
ments of this kind by chance alone. ’ 
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TABLE 3 
Sex, Age, IQ, Diagnosis and OIT Score of Nonreader Group 
CASE SEX AGE 1a DIAGNOSTIC COMMENTS oT 

0 either 14-6 100 The “average reader” of eighth 
grade (hypothetical child) 70 
1 F 15- 8 55 Epilepsy, grand mal on mesantoin 22 
2 M 12- 4 79 Tic, enuresis, stuttering 13 
3 F 15- 0 71 Brain damage 13 
4 F 13- 7 74 Epilepsy, grand and petit mal 47 
5 M 13-11 67 Late talking, stuttering 58 
6 M 14- 6 60 Familial mental deficiency ? 13 
7. M 14- 2 62 High fever, fainting spells 25 
8 F 15- 2 77 Backward 80 
9 M 14-0 67 Pertussis encephalitis 74 
10 M 15- 2 77 Backward 62 
11 F 15- 4 77 Simple mental deficiency 57 
; 12 M 13- 4 75 Poverty, conduct disturbance 13 
13 F 15- 8 62 Simple mental deficiency 64 
14 F 14 6 59 Tuberculous meningitis at six months 13 
15 M 13- 7 70 Speech defect, not understandable 13 
16 F 14- 8 86 Backward 13 
17 F 14- 5 95 


Backward 62 


cannot read for reasons other than mental 

deficiency, brain damage or any organic 
_ brain dysfunction. The poor readers scored 
_ normal on the OIT. On the other hand, the 
= nonreaders are children who scored signif- 
_ icantly below normal both on IQ and on 
_ the OIT. These chromaphilic nonreaders 
_ have definite histories of brain damage or 
_ dysfunction (see Tables 3 and 4). 
Before discussing the OIT data on 
children who cannot read, let us review 
the three diagnostic groups of reading 
retardation devised by Rabinoyitch(4). 

These are: a) the secondary group, whose 
_ capacity to learn to read is intact but dis- 
abled secondary to anxiety, depression, 


q 


cultural deprivation, etc.; b) the primary 
group, whose capacity to learn to read is 
impaired with a postulated neurological 
dysfunction; and c) the brain injury 
group, whose capacity to learn to read is 
impaired by frank brain damage such as 
birth trauma, encephalitis, etc. 

The OIT clearly delineates Rabinovitch’s 
third group of reading retardation, namely, 
those whose capacity to learn to read is 
impaired by frank brain damage. The 
chromaphilic nonreaders belong to this 
group of reading retardation with brain 
injury. The primary group of reading re- 
tardation described by Rabinovitch prob- 
ably does exist in terms of a postulated 


TABLE 4 
Average Age, IQ and OIT Scores of Four Groups Compared 


GROUPS AGE 10 


East Lansing 


control group 13.5 + 1.2 124 + 10 
Roseville 

good readers 13.7 + 0.4 115 +14 
Roseville 

poor readers 13.7 +24 91 +10 
Roseville 

nonreaders 14.5 + 0.9 71+12 


r a COMMENTS 


Children mainly of a university faculty 


72 +20 and professional groups, etc. 

Children mainly from low middle or 
67 + 23 working classes, etc, 

Children mostly from working classes, 
65 + 22 poor or even deprived homes, etc. 

Suffered from encephalitis, epilepsy, 
38 + 25 familial mental retardation, etc. (See 


Table 3) 
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neurological dysfunction, with a low OIT 
value but a normal IQ score. The author 
has observed only a few cases of this type ; 
nonetheless, primary reading retardation 
and reading retardation with brain injury, 
as defined by Rabinovitch, are in the 
minority when compared to the total group 
of children who cannot read. The poor 
readers form the majority, who suffer from 
either cultural deprivation or poor teach- 
ing methods. 

Cultural deprivation means the lack of 
opportunity to learn, to speak and to pro- 
nounce clearly and properly. It also means 
the lack of contact with books and early 
exposure to the alphabet. Poor teaching 
methods may be due to overcrowding in 
classrooms or a difficult home situation, or 
to overemphasis on the “look-say” ap- 
proach and/or to the neglect of an effec- 
tive phonetic method in teaching reading 
to children. 

Furthermore, the chromaphilic non- 
reader with brain injury could also have 


TABLE 5 
A Classification of Reading Disabilities 
Based on Shannon's Communication Model * 


ae 
suffered from simultaneous cultural depri- 
vation and poor teaching methods. In fact, 
the diagnosis of reading retardation for a 
given child to fit any of the diagnostic 
groups of Rabinovitch is sometimes diffi- 
cult and problematic. Rabinovitch stated 
that: “in clinical practice it is not always 
easy or possible at the present time to be 
certain of the factors operating in each 
case, although in most instances, the situa- 
tion is clear. In all cases there is a mutual 
interrelationship between biological and 
experiential influences, and in some 
children primary and secondary factors 
are both prominent” (4). 


DIAGNOSIS AND TREATMENT 


The author proposes to eliminate the 
above difficulty by a diagnostic classifica- 
tion to subdivide the three major groups 
of Rabinovitch. This diagnostic classifica- 
tion of reading disabilities is based on 
Shannon’s Communication Model(6) (see 
Table 5). 


Reading Rabinovitch Classification of Reading Retardation 
cond: oup Primary group Brain injury group 
Definition Capacity to learn to read is Capacity to learn to read Capacity to learn to read 
intact but disabled second- is impaired with a postu- is impaired by frank brain 
ary to anxiety, depression lated neurological dys- damage like birth trauma, 
cultural deprivation etc. function encephalitis, etc. 
1Q normal or variable + normal | Tow or variable 
OIT | normal low Tow = 
E SECDU Subclassification A 
Environment-| Child's Environment-| Child's Environment-| Child's 
connected disturbance connected disturbance| connected disturbance 
= only only [only 
1 level SECDU Foa) ah 
disability SECDU SECDU SECDU 
SECDU Seon 
2 level SECDU SECDU pe. 
disability SECDU SECDU SECDU 
_SECDU_ ee 
3 level pn p= 
disability SECDU SECDU 
- 
4 level ene 
disability SECDU 
5 level 
|__disability 
* The Shannon model is given the acronym SECDU for S=good source (parent or teacher); 
E=good encoding (encoding (teaching methods); 
i [E] © [P] ood channel er sty 4 
source encoding channel decoding user D=good decoding (neuronal function); 
Examples: The normal good reader is SECDU U=good user (enough neurons); 
‘The total nonreader is SECDU 
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Based on the communication model 
(SECDU), the average “good reader” 
must have a good source (teacher) to learn 
to read, with a good encoder (teaching 
method) and a wholesome channel (class- 
room-home environment), a good decoder 
(properly functioning neurons) and finally 
a good user (a large enough number of 
neurons to store phonetic forms). This, of 
course, is only one way of breaking down 
the learning-to-read communication system 
into five levels. 

We can break this system down further 
to as many levels as we like, from molecu- 
lar to sociological, in the sense of trans- 
formative analysis, which has been 
discussed elsewhere(8). However, even 
with five levels, a chronic disturbance at 
any level, whether it be source (S), en- 
_ coding (E), channel (C), decoding (D) 
or user (U), would result in reading 
_ disability in the child. Even a brief glance 
_ at the SECDU classification would con- 
vince one that at least in theory the 
majority of children who cannot read 
suffer from environment-connected causes, 
such as cultural deprivation or poor teach- 
ing methods, rather than from pure mental 
retardation or primary neurological dys- 
function, assuming the probabilities that 
the three types of reading retardation 
defined by Rabinovitch are equally likely. 
This is, of course, assuming too much, for 
secondary reading retardation predom- 
inates in real life among children of the 
poor, the underprivileged and the dis- 
criminated. 

These children often need psychotherapy 
but cannot afford it. Chemotherapy may 
be helpful, but a phonetic therapy is 
essential in order to correct this type of 
disturbance in communication, 

The phonetic therapy developed by the 
author is based upon a system of phonetic 
tables, called the “A E I O U & Y method 
of reading.” This system is similar to 
Pitman’s ITA (Initial Teaching Alphabet) 
method in that both use the principle of 
approximation. The A E I O U & Y method 
of reading, or Ba-Be-Bi method, uses the 
conventional alphabet of 26 letters to 
approximate sounds, whereas Pitman’s 
ITA uses an unconventional alphabet of 
44 letters to approximate the written phonet- 


ic forms. The A E I O U & Y method has 
the advantage of not using a new alphabet 
or requiring the child to retransfer to the 
conyentional alphabet. The philosophy of 
the AE I O U & Y method is to teach the 
ABCs early with Ba-Be-Bi. Success can be 
achieved even with children who are 
chromaphilic nonreaders, [For details of 
this Ba-Be-Bi technique consult the book- 
let entitled, “Reading by Inoculation with 
the AE I O U & Y Method”(9).] 


SUMMARY 


The OIT has led the author to conclude 
that the human brain can better be under- 
stood and treated as a cross-correlation 
pattern recognition system in the cyber- 
netic sense. With this view, he has 
attempted to unify the diverse phenome- 
na of chromaphilia, reading disabilities, 
phonetic therapy and the processes of 
perception with a summarizing mathe- 
matical theory of pattern recognition by 
identity, which states that “an unknown 
form f is recognized as a known form g, 
if their cross-correlation pattern recogni- 
tion index (PRI) is unity,” that is: 


If PRI (f, g) =1, then f =g. 


This theorem can be proved by the Swartz 
inequality,’ 

This PRI theory requires a huge 
memory storage of known forms g, in order 
to recognize incoming unknown forms f, 
by cross-correlation pattern recognition. 
Practically, the PRI theory may be applied 
to biomedical engineering to build a 
pattern recognition system to solve com- 
puter pattern recognition problems—for 
automatic brain wave interpretation, as an 
example. Of course, the best all-purpose 
computer, a human brain with its ten 
billion neurons, can fill this order. 

The PRI theory is fundamental enough, 
relating to the all-or-none law of neuro- 
physiology, to explain the manner in which 
the human brain perceives patterns 
whether in health or in disease, It therefore 
not only explains reading disabilities but 
also unifies the basic concept of brain 
damage, schizophrenia, mental deficiency 


"TA more detailed explanation of this theorem 
may be obtained from the author upon request. 
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and other neuropsychiatric disorders as 
one of decreased ability to perceive form, 
revealed as chromaphilia on the OIT. 

With the PRI theory as a guide and the 
OIT as a diagnostic technique and finally 
the A E I O U & Y as a method of teaching 
reading, it is now feasible to initiate care- 
fully a pilot program of early detection 
and inoculation against reading disabilities 
as vaccines are given to prevent polio and 
smallpox in children of any community. 
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THINKING 
Man is a reed, but a thinking reed; all our dignity consists in thought. Endeavor then 


—PAascaL 
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EDITOR'S 
NOTEBOOK 


PSYCHIATRIC NEWS 


m E E The Editors and staff of the American Journal of Psychiatry note with 
pleasure a new arrival in the communications media of American psychiatry’s 
official family. Aptly named Psychiatric News, the fledgling notes on its masthead 
that it is the “Official Newspaper of The American Psychiatric Association” and 
as such in our grandfatherly fashion the Editors of the Journal bid it welcome. 

As is often the case with new arrivals, the News displaces something which 
nearly 18 years before had worked its way into our affections, the APA 
Newsletter, which did a great deal through difficult times to help weld the 
members of our discipline together. As the latter developed into the Mail Pouch, 
which waxed fat with advertising and educational material, however, it became 
apparent that the Newsletter would have to give way to a larger format in 
order to keep the membership, which had tripled, abreast of the times. As the 
first issue noted ; “The profession of psychiatry and the several disciplines closely 
allied to it have expanded and developed and become complex far beyond the 
communication capabilities of the Newsletter,” 

With the advent of the new newspaper imminent, that section of the Journal 
given over to News and Notes also gracefully bowed its way out. Its function can 
be served much better by Psychiatric News and the vacated space can be put 
to good use for scientific articles in the Journal. 

The Council of the APA has decreed that the Journal shall publish the 
Association’s official position statements and that Psychiatric News shall give the 
statements appropriate publicity. The first issue of the News, as an instance, 
alerts the members to the fact that they will be receiving proposals for APA 
reorganization which stemmed from the Airlie House Propositions. It will be 
the Journal's task to publish them at Council’s direction after the membership 
has adopted them. 

In addition to wide coverage of news from the various states and notes on 
congressional action on bills affecting psychiatric programs, there appears in 
the newspaper's first issue sprightly coverage of an exchange between a senator 
and a governor regarding the care of patients in a large state and a lesson is 
drawn as to the correct handling of publicity which might be deleterious to 
programs directed to the care of patients. This, plus a note of displeasure upon 
the publication of an article offensive to psychiatry and psychiatrists, was report- 
ed upon with points well taken and presented in good taste. 


All of this augurs well for the future of Psychiatr; i 
the Journal congratulate Mr. Robins: ee ae 


on and hi. i i © 
tion : AD MULTOS ANNOS. And his staff, they say with filial affec 


JOURNALS AND EDITORS 
m m m Apropos of our discussion of journals and ne 
mend a small volume by Sir Theodore Fox, who for Dyke coor: eae 
Lancet. The book is the report of The University of London Heath Clark 
Lectures, delivered in 1963. Published in 1965, the work is titled E Com- 


1172 


es OY ee ee 


1966 ] EDITORS NOTEBOOK i 1173 


munication and subtitled The Functions and Future of Medical Journals.’ 
Actually it is Sir Theodore’s valedictory, for by the time the book was published 
he had put aside his editorial duties. 

The author notes that, when The Lancet was founded, it purposed to “give a 
correct description of all important cases that may occur, whether in England or 
on any part of the civilized continent.” The scientific explosion changed all 
of that and today the world has “nearly 6000 journals, some say 9000 : it depends 
on the definition and the number is still rising by about two a week. Be- 
tween them they produce some two million pages a year.” 

Written with the delightful restraint and the erudition that one would expect 
of the author, he forecasts, sometimes with tongue in cheek, what will eventually 
happen as the population explosion of scientists and their productions increases 
and expands. It is not our intention to review the book here, however—this is not 
the place for it. We mention it merely to indicate that the plethora of scientific 
papers is international in scope and that editors throughout the world face the 
same problems as do we—too many papers, too little space. 

Some of the things Sir Theodore says give us comfort, perhaps because we 
agree so thoroughly with them. Some of those I shall note here ; those with which 
we disagree you must ferret out for yourselves. “Any journal that publishes 
original papers,” he says, “ . . . is better edited by some sort of group because 
a group is less likely to base its decisions on personal prejudice or personal 
ignorance. . . . Unless an editor is an acknowledged expert in his subject he is 
pretty sure to invoke help from people who are better informed, indeed the inner 
editorial group may be no more than the nucleus of an outer group of referees 
who are willing to advise the journal when asked.” 

He notes, too, that some journals send all papers to referees, sometimes to two 
or even three, and thus one can be fairly sure that justice is done to honest effort. 
It goes without saying, however, that in the final stages the decision must be 
made by the individual editor himself. He notes the difficulties editors have with 
drug reports and how one hesitates to publish papers with negative results, with 
few cases or with minor differences in effect between drugs of comparable make- 
up. These problems are still with us and we are damned if we do publish some of 
them and damned if we don’t publish others. 

The author says many things we would like to quote here but we cannot. He, 
in turn, quotes two American editors of note, Joseph Garland of The New Eng- 
land Journal of Medicine, who says : “If the editors have any function, it is trying 
to persuade authors that there is no good writing, only good rewriting, that 
what is worth setting down at all can be done twice as well in half the number 
of words, only it takes twice as long to do it.” Marcus Rosenblum of the 
Public Health Reports has rather gloomily said : “The publication process usually 
begins with a journal editor being irritated or annoyed by an author and 
ends vice versa.” 

‘All of this is on such a high plane that it delights us. It is so much better than 
some descriptions of editors which we have heard heretofore. Elbert Hubbard 
described an editor as a person employed on a newspaper whose business 
it is to separate the wheat from the chaff and see that the chaff is printed. Bill 
Nye said that there are just two people entitled to refer to themselves as “we ;” 
one is the editor and the other is the fellow with a tapeworm. 


We here would recommend Sir Theodore’s book. oye. 
J.B. 


1 Published in London by Athlone Press. U. S. distribution is by Oxford University Press, 
New York. Price, $2.40, 59 pages. 
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F RNA AND MEMORY: A NEGATIVE EXPERIMENT 


A 
1 MALCOLM W. GORDON, Pu.D., GRACE G. DEANIN, M.A., 
HARRY L. LEONHARDT, Px.D. ann ROBERT H. GWYNN, Pa.D. 


Several recent reports suggest that brain 
RNA carries information acquired by 
animals during training(1, 2, 4). RNA, 
isolated from the brain of a trained animal, 
is reported to transmit the training to a 
" recipient animal when the RNA is injected 
__ intraperitoneally(1, 2), intracisternally(4) 
or even when it is isolated from a member 
of one species and injected into an- 
other(1). 

The implications of these experiments 
extend far beyond the possibility that 
RNA stores memory, as important as this 
is. Insofar as biochemistry is aware, spe- 
cific RNA is formed from pre-existing 
_ templates(13). The templates are usually 
DNA, although in some cases (RNA virus 
replication) RNA itself may fulfill 
this role(15). Assuming the general valid- 
ity of the template mechanism, the ex- 

periments suggest that either the experi- 

ence of the animal activates a pre-existing 
_ brain code (and that therefore learning is 
an expression of a behavioral pattern latent 
within the organism); or the template 
molecule itself is undergoing an environ- 
mentally directed constitutional change. 

If the latter Lamarckian mechanism 
could be demonstrated, it would not only 
lend credence to the RNA hypothesis of 
memory but would simultaneously bring 
into question the presently accepted theo- 
ries of evolution and differentiation, A less 
revolutionary, but nevertheless important, 
possibility is that these results imply a 


a ee 


Dr. Gordon and Mrs. Deanin are associated 
with the Biochemical Research Laboratories of the 
Institute of Living, Hartford, Connecticut. Drs. 
Leonhardt and Gwynn are associated with the Uni- 
versity of Hartford, West Hartford, Connecticut, 
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This section includes articles which are less lengthy than the preceding scientific and 
É scholarly articles. Included are clinical notes (for whose validity the Journal assumes 
no responsibility), case reports, historical notes and other material selected by the Editor. 
In general, articles submitted for this section should be no longer than eight double- 


non-template mechanism for the production 
of specific RNA. 

These considerations seemed to more 
than justify an attempt to provide inde- 
pendent verification of the reported 
findings. 

In order to design experiments which 
might shed some light on the mechanisms 
involved as well as to test our ability to 
reproduce the work, consideration was 
given to the following : 

1. The methods employed for the isola- 
tion of brain RNA and the yields obtained 
both indicated that the above-cited ex- 
periments were conducted with a material 
derived largely from ribosomes(7). The 
bulk of this RNA turns over relatively 
slowly(3), particularly in brain(12), and 
is thought to be nonspecific. It can com- 
bine with a variety of “messenger” RNAs, 
both natural and synthetic, to form pro- 
tein-synthesizing units which reflect the 
“messenger” RNA, not the ribosomal 
RNA(14), 

Yet Hyden has presented evidence that 
the total RNA of brain undergoes rapid 
metabolic changes under physiological 
stimulation. While his earlier reports of 
changes in brain RNA following stimula- 
tion(10) could not be confirmed by Gor- 
don and Nurnberger(6), it is obviously 
necessary to reconsider this matter in view 
of his more recent work, which suggests 
that the brain RNA increases following 
nonspecific stress and learning(8, 9). A 
comparison of brain RNA from the trained 
and untrained groups showed no consis- 
tent differences in amount or in absorption 
characteristics or, for that matter, between 
these RNAs and the absorption spectrum 
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of an RNA isolated from rat liver by the 
same method (see Table 1). 

2. While phenolic extracts of whole 
tissue undoubtedly contain “messenger” 
RNA, this material is notoriously labile 
when polysomes are dissociated. The prob- 
ability would seem high that hydrolysis 
would occur as the RNA moved from the 
peritoneum to the liver and then to the 
brain. Therefore the possibility was en- 
tertained that any differential behavior 
induced by a particular RNA derived from 
a change in concentration or in ratio of 
the nucleotides or nucleosides produced 
as hydrolysis proceeded. Experiments de- 
signed to test this possibility are included 
(see Table 2). 


PROCEDURE 


Thirty-six male rats of the Wistar strain 
between the ages of 55 and 70 days and 
averaging approximately 250 gm. in weight 
were habituated to a modified Skinner 
box (9 by 12 inches) for 15 minutes a day 
for four days. On the third and fourth days 
the activity of each animal was measured 
by counting the number of squares (4.5 
by 3 inches) they traversed during two 
three-minute periods. The 36 animals were 
then divided into four equal groups of 
equally active animals. 

One group was deprived of food for 24 
hours and was then trained to approach 
the food cup in response to the click of 
the food delivery mechanism. Each rat 
received 200 food-reinforced approaches 
per day for four days and 100 such trials 
on the fifth day. The pellet delivered by 
the food delivery device weighed 45 mg. 
No other food was given to the animals 
during the training period. By the end of 
training, all animals responded to the click 
within five seconds more than 9 percent 
of the time. 

After the training period the nine trained 
and one of the groups of untrained 
animals, which received food on the same 
schedule as did the trained animals, were 
killed by decapitation; each brain was 
rapidly removed, dissected according to the 
directions of Babich and associates(1, 2) 
and either immersed in liquid nitrogen or 
immediately homogenized in a 50-50 mix- 
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TABLE 1 
Absorption * Properties of Isolated RNA 


TOTAL AMOUNT 


RATIO 


0.0D. + S.D.** 


NO. OF 


RECOVERED + 


240/260 (MG. + $.D.) 


280/260 


240 My 
170.0016 


260 Mu 


.255-+ 0082 


280 My 
135.0046 


133.0099 


325 Mu 
.006+.0028 


Control brain 


.164+.0136 


248.0161 


006.0028 


9 


Experimental brain 


686 
521 


514 


175 120 
124 A49 


.238 


.090 


107 
*10 ul of dialysate was diluted with 1 ml. of phosphate buffer, pH 7.0, 0.2 ionic strength. Absorption readings are multiplied by the total volume of the dialysate (average 1.4 ml.). 


** None of the differences are significant. 


004 


Rat Liver (1 mg. percent) 
After Laskov extraction 


.004 


After alkaline hydrolysis 


+ Amount of RNA calculated from 260 mu absorption of highly polymerized rat liver RNA. 
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TABLE 2 
$ Effect of Uridine and Cytidine on Activity and Click Response 


CONTROL GROUP EXPERIMENTAL GROUP 
ANIMAL NO. ACTIVITY * CLICK RESPONSE ** ANIMAL NO. ACTIVITY CLICK RESPONSE 
1 40 1 1 35 0 
2 27 0 2 32 
3 14 0 3 25 0 
4 33 0 4 24 2 
5 39 1 5 38 2 
6 30 0 6 30 0 
7 28 0 7 27 0 
8 29 2 8 35 2 
9 16 0 9 36 ji 
Mean Activity 28 
Total Responses 4 
-Total Trials 135 


* Activity measured as described in the text. 
** Click response by criteria described in the text. 


ture of 90 percent aqueous, freshly distilled 
phenol and 0.01 EDTA, pH 8.0. (The por- 
tion of rat brain used weighed about 1.3 
gm. The total time between decapitation 
and work-up averaged 30 sec.) The RNA 
was extracted by the method of Laskov and 
y associates(11), a procedure used by Fjer- 
_ dingstad and associates(4). (RNA was not 
_ isolated by the method used by Babich 
since such preparations may be con- 
taminated with carbolic acid. ) 

The RNA extracted from the brains of 
the 18 rats was injected intraperitoneally 
into the remaining animals. Each animal 
received all of the RNA isolated from the 
brain of one animal. The amount of RNA 
from each animal was estimated by de- 
termining its absorption at 260 mp and 
~ comparing it to that of a known amount 
of a highly polymerized RNA isolated from 
rat liver. The degree of polymerization of 
the RNA is indicated by the data on the 
280/260 and the 240/260 absorption ratios, 
Data on liver RNA before and after 
hydrolysis are included for comparison 
(Table 1) and to underline the uncertain- 
ties inherent in this analytical technique, 

Test sessions were conducted four, six 
and eight hours after injection. The test 
consisted of placing the animal in the 
modified Skinner box, waiting two minutes 
and then activating the empty food de- 
livery mechanism which produced a click. 
A response was considered positive if the 
rat placed its nose inside an are drawn 

a 
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food cup within five seconds, Five such 
clicks were presented to each animal in 
each testing session. The clicks were 
separated by at least one minute, were 
only presented if the rat was outside of a 
second are drawn one and one-half inches 
from the first one and if the animal was 
oriented at least 90 degrees away from the 
cup. All the animals had been fasted for 27 
hours at the time of the first test session. 


RESULTS 


As in the report of Babich and associ- 
ates, two judges scored each trial separate- 
ly and did not know the group to which 
the animal belonged. Table 3 shows the 


31 
8 
135 
one and one-half inches in front of the 
f 
i 


Table 3 
Total Click Responses* After RNA Injection 
CONTROL GROUP ** EXPERIMENTAL GROUP t 
ANIMAL ANIMAL 
NUMBER RESPONSES NUMBER RESPONSES 
1 1 1 1 
aint 1 2 2 
Shawls 2 3 0 
4 0 4 1 | 
5 0 5 0 | 
6 0 6 1 
7 3 7 0 ; 
g 1 8 0 
3 1 9 0 : 
Total Responses 9 5 
Total Trials 135 135 : 


* Click response by criteria described in text. 
** RNA injected from untrained animals, 
FRNA injected from trained animals. 
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responses of the rats. It is clear that there 
are no differences between the experimen- 
tal and control animals—neither responded 
to the click. 

Since it has been shown that uridine 
and cytidine are essential for the main- 
tenance of electrical activity in the per- 
fused cat brain(5), and acting on the 
possibility discussed earlier that the re- 
sponse observed by Babich and associates 
was attributable to an increase in the 
uridine and/or cytidine content of the 
RNA from the experimental group, each 
of nine untrained, 24-hour fasted animals 
was injected intraperitoneally with a mix- 
ture of cytidine and uridine (2 mg. each). 
A second group of nine animals (matched 
for activity with this first group) was 
injected with saline. The animals were 
tested four, six and eight hours after in- 
jection as described above for the RNA 
injected animals. As can be observed from 
Table 2, this mixture of nucleotides pro- 
duced no food cup approach response 
upon delivering a click nor did it modify 
the activity of the animals as- judged by 
counting the rectangles which the animals 
traversed in three minutes. 

It is concluded that the intraperitoneal 
injection of: 1) RNA isolated from the 
brain of trained rats by the method of 
Laskov and associates; 2) RNA isolated 
from the brain of untrained rats by 
the same procedure; and 3) synthetic 
uridine-cytidine mixtures dissolved in 
saline are not different in their influence 
on either directed behavior or random 
activity of rats. No evidence was uncov- 
ered to indicate that the amount or quality 
of the RNA from the brains of trained 
animals differed from that of untrained 
animals. 


SUMMARY 

RNA, extracted from the brain of rats 
trained to approach a food cup in response 
to a click, did not influence the behavior of 
untrained rats when injected intraperitone- 
ally. 
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INTEGRATION OF A DAY-CARE PROGRAM INTO A 
GENERAL PSYCHIATRIC HOSPITAL 


JACK A. MORGENSTERN, M.D. anv J. THOMAS UNGERLEIDER, M.D. 


_ INTRODUCTION 


The increasing awareness and concern by 
the general population for the care of the 
mentally ill person has made certain facts 
inescapable. There is not now, nor is it like- 


_ ly that there ever will be, an adequate num- 


ber of hospital beds to accommodate all of 


_ the mentally ill. However, it has become 


increasingly apparent that full-time hos- 
pitalization is required for only a small 
percentage of mentally ill persons. In this 
climate the concept of hospital day care, 
with the patient returning home to his fam- 
ily at night, has arisen. 

The day-care center has been utilized 
in various psychiatric treatment centers for 
some time. Day-care centers in Russia, West- 
ern Europe, England and the United 
States were operating in the 30's and 40's(1, 
3, 5). These centers were traditionally used 
as a transition to bridge the gap between 
full-time hospitalization and living in the 
outside world. More recently the emphasis 
has been on independent day-care centers 
existing separately from inpatient psychiat- 
ric facilities(2, 4, 6). 

The question has been raised as to wheth- 
er day-care patients can be successfully 
treated while directly integrated into a 
group of full-time hospital patients. We 
have been unable to find anything in the 
literature on this topic. Such integrated 
treatment involves utilizing the same wards 


Read at the 121st annual meeting of the Amer- 
ican Psychiatric Association, New York, N. Y., 
May 3-7, 1965. 
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areas, as well as sharing the same activities. 
Can day-care patients and full-time pa- 
tients mutually benefit from each other? 
If day patients and inpatients can share the 
same environment, then existing psychiatric 
facilities would no longer be limited by 
their bed capacities, and construction of 
separate day-care centers would not be re- 
quired, 

This paper concerns an embryonic at- 
tempt to study the coexistence of day-care 
and full-time psychiatric patients on the 
same wards in a psychiatric hospital. 


METHODOLOGY 


The first 40 psychiatric patients admitted 
to the newly organized day-care program 
at the Neuropsychiatric Institute, U.C.L.A. 
Medical Center, were studied. The day-care 
patients had been admitted over a period 
of a year and a half and assigned in rotation 
to one of four adult wards, These wards 
were voluntary, mixed, 24-bed, unlocked 
units. Both male and female patients were 
admitted without respect to diagnosis or 
severity of illness. The milieu program and 
therapeutic regimens for both the day- 
care and full-time group were identical on 
each ward and generally similar between 
the wards. All wards shared common oc- 
cupational, recreational and work therapy 
areas, 

Admission to the day-care program at the — 
Neuropsychiatric Institute is based on three 
criteria that are independent of diagnosis 
or severity of illness. These are: ease Ol 
transportation to the hospital, reasonable 
Seographic proximity of home to hospital 


and recreational and occupational therapy 
; 
i 
i 
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and an intact, stable, home situation. The 
day-care group entered the ward at 8:00 
a.m. daily and returned home at 5:00 p.m. 
Determination of the success or failure 
of the day-care group was made as follows : 
The percentage of the day-care group who 
left the hospital against medical advice, 
went absent without official leave or were 
converted to full-time patient status was 
determined. This was compared with the 
percentage of the day-care group which 
was discharged after the staff felt that max- 
imum hospital benefit had been obtained. 
The reasons for the conversion of those pa- 
tients to full-time status were then explored. 
These groupings were compared by diag- 
nosis, ward, age and sex to see if any spe- 
cific or general trends could be established. 
Staff attitudes toward the day-care pro- 
gram were then explored by questionnaire. 
Responses were broken down by ward and 
by occupation of respondents to see if any 
pertinent correlation could be made. 


RESULTS 


Twenty-one of the initial 40 day-care ad- 
missions (52.5 percent) did not remain on 
day-care status until maximum hospital 
benefit was received. Of this 52.5 percent, 
22.5 percent left the hospital against med- 
ical advice or were absent without official 
leave. (This is in contrast to 10 percent of 
the full-time hospital population who left 
the hospital in this manner during the same 
period. ) Also, 30 percent of the 52.5 percent 
were converted to full-time care. 

The most common reasons for conversion 
(75 percent of the converted group) were 
suicide threat, gesture or attempt. Failure 
to improve and/or increasing severity of 
symptomatology accounted for the conver- 
sion to full-time status of the remaining 
25 percent of the converted group. The 
conversion rate was not significantly differ- 
ent for psychiatric diagnosis or individual 
ward. 

There were 52 responses to the staff atti- 
tude questionnaire from the four wards. 
Thirty-two registered nurses, 17 psychiatric 
technicians, one student technician and two 
social workers responded. The responses 
were compared by ward and by psychiatric 
technician versus registered nurse group- 


ings. A surprising agreement was noted on 
almost all issues explored. 

Thirty-five percent of the staff felt that 
the day-care patients were less sick than 
the full-time patients, although this was de- 
cidedly not a criterion for inclusion in the 
day-care program. Twenty-eight percent 


felt that the day-care patients, as a rule, 


had not benefited from their hospital stay. 
Forty-seven percent felt that the day-care 
program, as it existed at the time of the 
questionnaire, was not an effective pro- 
gram. Fifty-six percent of the responders 
stated that they did not feel that the day- 
care patients had been accepted by the 
full-time group as truly belonging, and 40 
percent felt that the staff had not accepted 
the day patients. 

An overwhelming 70 percent felt that the 
day-care patients themselves did not feel _ 
that they belonged. Seventy-eight percent _ 
felt that the day patients might have done 
better had they utilized a ward entirely de- 
voted to the day-care program, while 85 
percent felt that some separate area of the ~ 
ward available for day-care patients alone 
might have been of benefit. É: 


DISCUSSION 
The ward structure at the Neuropsychiat- _ 3 


ric Institute is milieu-oriented. Patients 


form a self-governing group which has 
many responsibilities, including control of 
patient behavior, work assignments and 
inter-ward activities. This serves to height- — 
en the patients’ sense of identity as a group. 
The day-care patients did not seem to fit 
into this group, however, as reflected by 
our data. There is some evidence that the 
full-time patients, as well as the staff, re- 
jected these “intruders” as not being one of 
them and especially as being too normal. : 
For example, to quote a portion of a — 
letter written by one full-time patient after 
discharge : 4 


I have felt and noticed that if a patient comes 

in for other than full-time care, the staff 
not try to give their full efforts nor very much — 
attention. It seems that they think that a pa- 
tient who can go out when they first come into — 
the hospital is not sick enough to warrant — 
spending much time with them. To us, that ~ 
seems heartless because the patient is then hav- 


does 
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ing to cope with two varieties of situations in 

which he is not an integral part. 

The suicide gesture or attempt, the elope- 
ment or signing out against medical advice 
often come after unsuccessful requests by 

the day-care patient to his doctor to let 
him come into the hospital full-time. 

There are then, in our experience, definite 
difficulties in the successful assimilation of 
day-care patients into a full-time patient 
_ group. How much of the lack of acceptance 

_ of the day-care group can be attributed to 
_ the full-time patients, and how much to the 
= staff, is uncertain. After considering the less 
_. than favorable results with our first 40 day- 
_ care patients, there are several possibilities 
which we hope will facilitate assimilation 
of the day-care patients into the full-time 
milieu. 
_ The meaning of day care must frequently 
emphasized to staff and to the existing 
patient group, full-time and day-care alike. 
_ Emphasis on the lack of correlation between 
__ degree of illness and the plan of hospitaliza- 
tion must be stressed. 
The day-care patients seem to need an 
identity as members of a group. We feel 
$ that a physical locale, a place to “hang their 
hats,” would help give them this sense of 
identity. Each full-time patient has his own 
_ room or part of a room. He keeps his be- 
longings in this room, decorates it and 
_ rests there part of the day. The day-care pa- 

tients, however, have only the day room, a 

common sitting room which they share 

with the full-time group. Recently one of 

our wards created a “day-care center,” a 

separate room on the ward expressly for 

the day-care patients to call their own. Both 
staff and the day patients seem to feel more 
comfortable with this arrangement, 

It seems inevitable, however, that some 
degree of separation will remain between 
full-time and day-care patient groups. 
While all three shifts of nurses become 
closely acquainted with the full-time pa- 
tients, only the day staff really has contact 
with the day-care patients. The less struc- 
tured and more socialized periods of the 
24-hour day occur when patients get to 
know and feel more comfortable with each 
other. Group identification seems especially 
to solidify during the leisure (evening and 
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end) hours of hospitalization 
than during the weekday. This is the pe 
od of time, of course, when the day-care 
patients are at home and away from the 
group. 

Finally, we should emphasize that if day- 
care and full-time patients are to function 
together as part of an active milieu, the 
day-care patient must be made to realize 
that his day-care status does not allow him 
license for less active participation in hos- — 
pital activities during his scheduled time in © 
the hospital. In a ward environment, sepa- 
ration means alienation and rejection. 


SUMMARY 


An attempt to integrate day-care patients 
on the general psychiatric wards of our 
hospital has been unsatisfactory, as evi- 
denced by the fact that of the first 40 pa- 
tients admitted, 21 were unable to continue 
on day-care status to discharge. Reasons for 
this difficulty have been explored and sug- 
gestions for improvement are discussed. 
Further evaluation is being undertaken to 
see if changes such as those mentioned will 
help in the assimilation of the day-care 
patient. 


REFERENCES 


1. Bierer, J.: The Day Hospital: An Experi- 
ment in Social Psychiatry and Syntoanalyt- © 
ic Psychotherapy. London ; Lewis, 1951. 
2. Bierer, J.: Day Hospitals: Further De- 
velopments, Int. J. Soc. Psychiat. 7:1484 
151, 1961. 
3. Cameron, D. E. : The Day Hospital, Mod- 
Hosp. 69:60-62, 1947. h 
4. Carse, J.: The Worthing Experiment: A- 
Report on the First Two Years of the 
Worthing and District Mental Health Ser- ~ 
vice (from Graylingwell Hospital, Chiches- 
ter). London : Southwest Metropolitan Re- 
gional Hospital Board, 1958. 3 
5. Dzlagarov, M. A. : Experience in Organiz- 
ing a Day Hospital for Mental Patients, 
Neuropathologia i. Psikhiatria 6:137-147, 
1937. N 
6. Kramer, B. M. : Day Hospital: A Study of 
Partial Hospitalization in Psychiatry. New 
York : Grune and Stratton, 1962. 


DISCUSSION 


Harvey BLuesrone, M.D. (New Yo 
N. Y.).-In this study a small sample of 4 
patients indicates that integration of day- 


patients with full tine hospi il patients rea 


advisable and that day-care and inpatients do 
not benefit from each other. The paper sup- 
ports a common sense notion that a mildly ill 
mental patient cannot benefit from a more 
severely ill patient or from a structured en- 
vironment geared to the more severely ill. 

However, the material. presented can be 
approached from another point of view. A 
possible fallacy of environmental and group 
studies such as this one is that there is an often 
intentional tendency to disregard diagnosis and 
severity of illness in the comparison of out- 
comes of day-care and inpatient services. The 
diagnosis may be a more significant differen- 
tial determinant than treatment variables such 
as home vs. day care and night care vs. full- 
time hospitalization. This may, as a conse- 
quence, require a diagnostically selective en- 
vironmental approach. 

To mention a few of the more obvious ex- 
amples, the markedly depressed may suffer 
greatly from the daily changes of environment 
and transportation while in day care. The 
patient with a character disorder may tend to 
leave against medical advice or go AWOL 
because of lack of insight and cooperation, 
with no relation to treatment “success.” The 
neurotic may want to escape into the safety of 
full hospitalization as a move toward self-pres- 
ervation, with no relation to “failure.” 

The outcome for the psychotic may be 
strongly influenced by such factors as heredity, 
premorbid schizoid features, precipitating fac- 
tors, presence of confusion or acuteness of 
episodes, with lesser relation to full-time, 
part-time or no hospitalization in the recovery 
stages. The predictive importance of some of 
these and other factors in projective predic- 


PLAY PRODUCTION IN A MENTAL HOSPITAL SETTING 


RICHARD GREEN, 


On the stage, he was natural, simple, affecting 
‘Twas only when he was off, he was acting. 
—Oliver Goldsmith 
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tion of schizophrenic patients is discussed ina 
recent article by Vaillant (1). ber 

The fact that 21 percent of the patients eft 
the day-care hospital against medical advice 
went AWOL cannot be interpreted as “failure’ 
of treatment but rather as a result of the. differ- 
ence in “holding” structure between the day- - 
care and full-time hospital. 

According to this paper’s findings, many 
staff members did not feel that patients ben= 
efited from integration. More specifically, 70 
percent of staff members felt that the patients — 
did not feel themselves as “belonging ;” 78 
percent felt patients may have done better in 
entirely separate facilities; and 85 percen 
felt that a separate area may have been of ben: 
efit. The above views suggest that integration Ps 
is not feasible not only in regard to patients 
but also in view of staff resistance and atte A j 
tudes. The mere “education” of staff and _ 
tients as to the meaning of day care as teni 
tively proposed in this paper does not ap) 
promising in going to the deeply rooted cause 
of these findings. 

This study indicates that decisions as to- ‘dey 
care may need diagnostic differentiation, sug- 
gests that “success” as defined in this. pi 
may be unrelated to improvement or By 


in the condition of patients and leads i 


ety 


recommendation that a study of compal 
between integrated and nonintegrated 
care centers including diagnostic and pı 
bidity criteria may be needed in order to 
duce more evidence on what this papei 
cates. 
REFERENCE 
1. Vaillant, G. E.: Prospective Prediction c of 
Schizophrenic Remission, Arch. Gen. Psy- 
chiat. 3:509-518, 1964. 4 
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There have been sparingly few reports 
of theatrical expression within the mental 
hospital setting with the exception of those | i 
pertaining to psychodrama. 

Historically, the earliest recommendation 
for the use of drama as a psychotherapy 
was made by Reil in 1803(6). He wrote — 
that patients “should be urged to portray — 
scenes of their former life by narrative or by | h 
acting them out. ” Zilboorg(8) quotes 
Reilľ’s atpase as anting to have “a special — a 
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theater in a mental hospital in which em- 

ployees would play the roles of judges, pros- 
ecutors, angels . . . which in accordance 
with the needs of various patients should 
be, played to produce the illusion of utmost 
” verisimilitude.” 
More recently, in 1939 Reider and asso- 
ciates(5) described their use of amateur 
dramatics as a therapeutic experience in 
the psychiatric hospital. They were optimis- 
tic about the beneficial effects which could 
result from such experiences and described 
in some detail a play production performed 
_ at the Menninger Clinic. In 1943 Price and 
_ Nagle(4) reported on the therapeutic bene- 

fits of patients performing plays at the 
_ Sheppard and Enoch Pratt Hospital. In 
_ 1947 the Special Services Division of the 
_ Veterans Administration, assisted by the 
American Theatre Wing, sent trained per- 
sonnel from the ATW to many VA hospitals 
_ “for the purpose of demonstrating to the 
hospital staffs and specifically qualified 
volunteers techniques which could improve 
the quality and extend the variety of enter- 
tainment programs adopted for participa- 
‘tion on the part of mental patients.” 

The authors’ experiences with amateur 
_ dramatics in the psychiatric hospital are re- 
_ ported here with the hope of revitalizing 
interest in this mode of therapy for institu- 
tionalized patients. 

For the past four years at the Neuropsy- 
chiatric Institute of the University of Cali- 
fornia Center for the Health Sciences in 
Los Angeles, a theatrical production has 
been performed in its entirety by full-time 
inpatients. Sets, costuming, make-up and 
technical details have been entirely the re- 
sponsibility of patients; in one instance, 
some of the material was also written by 
patients. The sole “outsider” in this venture 
was a professional actress who, as a volun- 
teer worker, assumed responsibility for 
directing the production. 


PROBLEMS OF PLAY PRODUCTION 


Staff resistance. The introduction of any 
departure from conventional therapeutic 
approaches into a smoothly operating pro- 
gram creates a significant degree of unrest. 
Some of the resistances encountered and 
the major pitfalls experienced during the 
initial years will be highlighted here; pos- 


sibly, anticipation of and familiarity with 
these difficulties will facilitate the introduc- 
tion of amateur dramatics as a therapeutic 
experience into other therapy centers. 

The questions initially raised were: “Is 
this therapy ?” and “Is this harmful?” For 
some therapists any technique vaguely re- 
sembling psychodrama is deemed too un- 
structured and/or personally involving for 
the participating therapist. Likewise, for 
those staff members for whom the therapeu- 
tic process is limited to the classic, one-to- 
one patient exchange, even the acceptance 
of an organized occupational or recreational 
therapy program is a compromise. Thus, the 
introduction of an idea so deviant as stag- 
ing a play is naturally viewed both skep- 
tically and suspiciously, Even for those to 
whom this unorthodox technique may be 
acceptable, there are realistic, rational bases 
for concern inherent in such a program. For 
example, the stress imposed by such a ven- 
ture may be considered an unnecessary and 
potentially ill-advised hardship for some 
patients. Also, the program may be thought 
by some psychiatrists to infringe upon the 
plans which they have conceptualized for 
their patient. 

A coordinated project’ necessarily re- 
quires full cooperation from all hospital 
personnel, which is frequently more diffi- 
cult to obtain than is the enlistment of pa- 
tient cooperation. Where resentment exists, 
resistance may assume varied and subtle 
forms. For example, therapy sessions may 
be scheduled by the psychiatrist so as to 
coincide with a carefully coordinated re- 
hearsal schedule. Similarly, a feature per- 
former may be granted a pass to leave the 
hospital to search for employment or to go 
home on the day of an important rehearsal. 

In a multidisciplinary treatment program 
such as exists in the modern mental hos- 
pital, there are many vested interests so that 
Tesistances to play production come not 
only from the hospital physicians. Workers 
in various disciplines feel that their par- 
ticular discipline offers a form of “therapy” 
that is distinctive and should in no way be 
diluted and compromised. Occupational 
and recreational therapy, which have fought 
an uphill battle for adequate recognition 
and expression, may prove resistant, too, 
to the more tangential forms of “treatment.” 
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In a crowded, intensive hospital program 
the realistic limitation of 24 hours in a day 
results in competitive demands for the time 
of the patient and “scheduling conflicts” be- 
come a passive-aggressive resistance. 

The “volunteer” nonstaff status of the 
play therapist in the experiences reported 
here presents a unique difficulty. Since the 
volunteer director is an outsider with no 
administratively or professionally generated 
authority, minor technicalities can evolve 
into festering inconveniences, For example, 
consider the annoyance at having vaulted 
the hurdles of scheduling auditorium space, 
patient time and nursing patient supervision 
for an important rehearsal only to be denied 
a key to unlock a storeroom for props 
because “only staff can be given keys.” 
Hostility by tense, overworked staff, in our 
experience, is displaced to less armored per- 
sonnel such as telephone operators and 
busybody nonprofessionals “trying to do 
therapy.” Ultimately, these issues are re- 
solved with a change in attitudes as play 
production becomes more accepted. Until 
this takes place, however, and until en- 
thusiastically embraced, the volunteer play 
production therapist remains an outsider, at 
best an uninvited guest, who must step aside 
for other interests. The responsibility for the 
theatrical success or failure gets thrust upon 
this one individual with limited medical 
and administrative support or responsibility. 

Cast problems. Until now, much attention 
has been paid to the problems encountered 
with fellow staff members. The focus will 
now shift to problems with patients. 

The manner in which one relates to pa- 
tient performers can be a ticklish issue— 
where does the emphasis fall, on patient or 
performer ? Reality-oriented demands made 
upon patients were identical to those made 
on participants in a little theater community 
venture, Punctuality was demanded as was 
the learning of lines within a strictly de- 
limited interval. The guiding principle, so 
often utilized in other modes of therapy, 
ie., utilizing and harnessing the healthy 
components of personality, was adhered to 
and capitalized upon. 

Many difficulties are peculiar to working 
with hospitalized performers in play pro- 
duction. One active problem inherent in a 
voluntary hospital such as ours is that pa- 


tient-performers can leave at any time. The — 
professional production has a little better 
guarantee of opening with a full cast. The 
exercise of this prerogative can be viewed 
by the patient as an all-powerful fulcrum 
with which to control therapists and hos- ~ 
pital authority. 

In addition to the usual casting problems — 
of finding a performer suitable for portray- 
ing a particular role, the reciprocal concern — 
of the impact of the role on the performer — 
looms large. Some play production thera- — 
pists have made use of selective casting ~ 
within the dynamic and therapeutic needs 
of the patient—a technique that begins to 
move toward psychodrama. Florsheim(1) 
listed specific precepts regarding casting : 
the patient should be cast on the basis of 
the value of possible emotional identifica- 
tion with the role, on the basis of possible — 
narcissistic gratification, and with allowance — 
for the expression in socially acceptable 
form of unconscious repressed forces. A 
precluding criterion was included: no pa- _ 
tient should be cast whose feeling of in- 
adequacy would be intensified by failure to 
perform adequately. Others, in accordance 
with our policy, have made no specific — 
efforts in this direction but have held open — 
cast readings for the roles and based selec- 
tion chiefly on ability and interest of the 
individual patient. $ 

In spite of these technical differences in — 
doing plays with hospitalized performers, — 
the goals and expectations for play produc- 
tion are similar to those found in little — 
theater work and are clearly outlined to — 
the performers at the outset of production. 
It is boldly stated to the patient-cast: “Yes, 
we are presenting this play in the setting 
of a hospital. However, I will conduct these i 
rehearsals exactly as though this were a J 
little theater group anywhere. This is the 
Neuropsychiatric Institute Little Theater. 
Once you have accepted a role you assume 
a certain responsibility for the success of 
the production. I expect punctuality and 
that you learn your lines within a given 
period of time.” Korf(3) felt that the men 
tal patient definitely cannot learn lines with — 
the proficiency of a normal actor because 
of difficulty in concentrating. In general 
our experience has not supported this ob- 
servation. i 
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Audience problems. The psychologic 
composition of the audience is a factor not 
usually encountered in professional little 
theater production. In a mental hospital, 
however, this too must be considered, The 
subject matter, while meaningful to those in 
the cast, is equally significant dynamically 
to the patients constituting the audience. 
Significant benefit may be derived by audi- 
ence members who are not actively partici- 
pating in the venture. As Reider and asso- 


_ ciates(5) pointed out, the audience may 
profit from identifying with the characters 


of the play and with the actors in the play— 
their fellow patients—who make the con- 


_ tribution to hospital life. Freud wrote: “The 


sympathetic witnessing of a dramatic per- 
formance fulfills the same function for the 
adult as does play for the child, whose be- 
setting hope (is) of being able to do what 
the adult does . . .”(2). 

Reactions of the audience, in our exper- 
ience, have been entirely enthusiastic and 
orderly. A strategic sidelight stressed by 
Korf is the advantage of using a small 
theater so as to assure full seating which 


_ Serves as a morale booster for the players. 


Play selection. Play selection is a par- 
ticularly charged area. Our productions 
have been somewhat controversial and have 
included a farcical comedy about an un- 
married man and woman sharing the same 
living quarters and a satire, written by pa- 
tients, on mental hospital life. Both of these 
selections generated concern on the part 
of several staff members over a potentially 
antitherapeutic effect. It has been our ex- 
perience that the ability to handle the 
material presented in these productions 
has proved to be an effective bit of mastery 
for all involved, cast and audience alike. 

We agree with Reider and associates 
that no direct attempt should be made to 
select a play to suit the problems of a par- 
ticular patient (as is the case with psycho- 
drama ) and that any play centering around 
the problems and difficulties of interper- 
sonal relations provides adequate material 
for alert therapists to utilize. The play 
whose action focused on the two lovers 
provided material for mastery by offering a 

safe distance from the material in the role 
of either participant-performer or observer. 
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` The ability to safely satirize mental hospital 


life was similarly advantageous. 


Freud wrote : 


The spectator , . . wants .. . to be a hero. And 

the play-wright and actors make all this pos- 

sible for him by giving him the opportunity to 
identify himself with a hero. But they spare 

him also . . . it is another than himself who 

acts out and suffers upon the stage . . . he may 

give way unashamedly to suppressed im- y 
pulses... (2). 


To highlight the therapeutic force that 
can be generated by play production, a 
sampling of case history vignettes will be 
reviewed. Since play production is a reality 
expectation and experience, it has presented 
for some patients a major therapeutic in- 
strument. Consider a 20-year-old male, hos- 
pitalized and adhering to the belief that he 
was involved in a major abortion syndicate. 
Frightened, guilt-ridden and self-conscious, 
this youth, on the morning of the produc- 
tion, eloped from the hospital to surrender 
himself to the FBI. Returned by the au- 
thorities, he was able to assume his role that 
night, opening night, and performed su- 
perbly. This latter experience demonstrated 
how within a sea of delusional thought 
there remained islands of realistic ego- 
functioning capable of being set foot upon. 
Play production in this case was the vehicle 
that made the voyage possible. Play acting, 
while apparently an exercise in fantasy, 
actually served as a reality expectation and 
experience, 

The will to achieve can be a significant 
therapeutic counterforce against illness as 
can the expectancies of the group in a com- 
munity production. One patient-performer 
was a man who held an important execu- 
tive position but became terrified at the 
thought of addressing other executives at 
company meetings. In keeping with 
his dynamics, this man was extremely wary 
about his ability to learn his lines for the 
play. He was aware that his wife and chil- 
dren would be in the audience on opening 
night. That afternoon he ran away. After he 
was found, the meaning of his fears and 
flight was pointed out by his doctor. In 
addition, the director pointed out that the 
patient had already, in part, conquered 
what he feared (learning his lines) and that 
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all that remained for him was to prove it. 
The patient went on and gave a commenda- 
ble performance. Play production for this 
man was viewed by his psychiatrist as a 
most significant therapeutic experience. 

Other reports have also been encourag- 
ing. For example, Florsheim(1) reported 
on an aggressive antisocial girl who, after 
successfully playing an old-fashioned, de- 
mure, modest lady, changed radically to- 
ward being a socially acceptable feminine 
person. 


CONCLUSION 


Within the mental hospital setting it is 
frequently difficult to know what experience 
has been most influential toward a patient's 
recovery, The fact that different patients 
appear to respond to many diverse ap- 
proaches is an argument for inclusion in 
the well-balanced therapeutic miħeu of a 
wide range of potentially therapeutic 
agents. 

Responses to the limited number of 
theater projects in the past have been posi- 
tive. A VA pamphlet stated, “We wish to 
again emphasize . , . that (we) recognize 
this program as an outstanding contribution 
to the direct therapy of the patients at this 
hospital . . .”(3). 

By generating a strong interest in a goal- 
directed project which necessitates inter- 

` personal transactions and team cooperative 
efforts and by capitalizing on the need for 
role shifts, test identifications and adapta- 
tion to intense, varying relationships, play 
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production can serve as a catalytic thrust — 
toward more effective dealing with the 
issues of health, At present, play produc- 
tion remains a largely untapped resource, 
standing as an outsider, but deserving of — 
an invitation into the house of hospital psy- 
chiatry. 
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A CLINICAL TRIAL OF ALPHA-METHYLDOPA IN 
ELATED STATES 


LOREN R. MOSHER, M.D., GERALD L. KLERMAN, M.D. 
anp JOSEPH F. GREANEY, M.D. 


The catecholamine theory of affective 
disorders proposes that states of elation 
involve an excess of CNS catecholamines, 


At the time this paper was prepared, the authors 
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and that the converse occurs in depressive 
states. As an indirect test of this theory, 
the possible clinical efficacy of alpha-meth- 
yldopa (Aldomet), which in animal studies 


Pran, Yale University Medical School, New 
aven, ý 

Drs. Dale Friend and Milton Greenblatt 1 
in the research design of this work. Alpha- l- 
dopa (Aldomet) was supplied by Merck Sharp 
and Dohme. s 


a 


BRIEF COMMUNICATIONS 


[ April 


causes a reduction in CNS catechola- 
mines(1, 3), was studied in manic reactions. 
_ Two mechanisms have been invoked to ex- 
plain this reduction in CNS catecholamines. 

1. Alpha-methyldopa competitively in- 

_ hibits the decarboxylase system, a system 
_ which potentiates the conversion of DOPA 
_ (dihydroxyphenylalanine) to dopamine(3, 
_ 4). Thus, the drug interferes with the pro- 
duction of catecholamines through blockage 
of the crucial steps in their synthesis. This 
_ is an acute effect which has been shown 
to be reversed after about 48 hours. 

_ 2. A prolonged fall in CNS amines re- 
‘sults from a depletion of stored catechola- 
mines. This is accomplished by a mecha- 
nism which is not yet completely worked 
out, but hypothesized to involve ion ex- 
_ change with stored norepinephrine as fol- 
| lows: Catecholamines are held in ionic 
complex in chromaffin granules with ade- 
nine nucleotides, both of which are bound 
to protein. Alpha-methyldopa is metabol- 
ically converted to alpha-methyldopamine, 
which, by ion exchange principles, re- 
_ places the catecholamines, particularly nor- 
_ epinephrine, in the ionic complex. Thereby 
alpha-methyldopa depletes stores of nor- 
_ epinephrine by substituting its metabolite, 
alpha-methyldopamine, at the ionic bind- 
ing(5), 
In addition to the pharmacologic evi- 
dence cited, alpha-methyldopa has been 
_ shown clinically to act like reserpine in 
inhibiting the pressor response to DOPA, 
and in causing sedation and depression as 
complications of its use as an antihyper- 
tensive agent. 

A review of the literature of the use of 
alpha-methyldopa in psychiatric illness 
yielded one clinical trial of the drug. 
Lehmann and Bass gave one gram per day 
of alpha-methyldopa to ten schizophrenics 
and five chronic depressives for a period 
of several weeks. They reported a drop in 
blood pressure, less general psychopathol- 
ogy on the Verdun Target Symptom Scale 
and more marked depression on the Verdun 
Depression Scale(2). 


METHOD 
Any patient admitted to the Massachu- 
setts Mental Health Center or Boston State 


Hospital with the diagnosis of hypomania 
or mania whom the research psychiatrists 
felt was “manic” on separate evaluations 
and who had no physical illness which 
might contraindicate the use of a potentially 
hypotensive agent was eligible for the study. 
Pre-drug laboratory studies included : he- 
matocrit, WBC count, differential, blood 
urea nitrogen, urinalysis and liver battery. 
Two sets of lying and standing blood pres- 
sures and pulse rates were obtained as 
control values. Lying and standing blood 
pressures were obtained 30 minutes prior 
to the next scheduled dose of the drug, 
with the drug to be omitted if the blood 
pressure fell below 100 mm. Hg. systolic 
lying, or below 90 standing, or if there was 
a fall of more than 20 mm. Hg. in hyper- 
tensives or in those over the age of 45. 

The study was designed so that the drug 
was begun in the dose of 250 mgs. every 
six hours and increased by 250 mgs. per 
dose in each 24-hour period of time until 
a clinical response or a hypotensive effect 
was seen. As we gained experience with 
the drug we found we were able to initiate 
the dosage at 0.5 gm. per dose and were 
able to raise the level to 5 to 6 gms. per 
day within six to seven days, 

The patients were rated by both project 
psychiatrists in the control period, three 
days after initiation of drug treatment, 
seven days after initiation of drug treat- 
ment and weekly thereafter. Clinical assess- 
ments included: 1) a seven-point global 
rating of severity of illness, 2) a seven- 
point global degree of improvement rating 
and 3) a 25-item elation scale specially 
devised by the authors for the study. The 
elation scale was rated only on data ob- 
tained in 45-minute patient interviews, 
whereas the first two clinical assessments 
included nursing observations since the 
last rating. 


RESULTS 


The drug was tried with three patients 
in four separate drug trials. The patients 
were all males, all had had seven or more 
admissions to various Massachusetts mental 
hospitals, all were in their late 40s or early 
50s, all were unemployed and all had been 
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admitted to the hospital because of inap- 
propriate “manicky” behavior. 

Patient 1 received alpha-methyldopa for 
13 consecutive days, beginning at the level 
of 3 gms. per day, and for the last six 
days received 6 gms. per day. His control 
and termination ratings on the elation scale 
were essentially unchanged. There was also 
no significant improvement in his behavior 
disturbance as reflected in the global 
ratings or as reported by the ward staff. 
His blood pressure fell from the control 
readings of 130/75 to 110/50 by the end 
of the trial. 

Patient 2 received alpha-methyldopa for 
only two days, a total of 3.5 gms. During 
this period for the first time in his 11 
hospitalizations he became assaultive, broke 
a window, cutting himself and an OT 
worker. The drug was stopped immediately 
and he received 1200 mgs. of chlerproma- 
zine (Thorazine), with which he was con- 
trolled in eight hours. The global ratings 
reflected this behavior. No blood pressure 
changes were seen. 

Patient 3 received two courses of alpha- 
methyldopa. His first course was for a total 
of ten days, during which time he received 
l gm. per day for the first four days, 
gradually increasing thereafter so that he 
received 5 gms. per day for the last three 
days without effect on his behayior as 
judged clinically or as rated. On the tenth 
day his blood pressure fell to the range of 
80/40 and 80/60 from a control level of 
115/80, but his pulse remained slow and 
stable. The drug was stopped because of 
the hypotension and because of the devel- 
opment of a febrile illness, The blood 
pressure returned to normal in approximate- 
ly 36 hours. 

He received a second drug trial after 
treatment for his febrile illness. He was 
started immediately on 5 gms. per day 
of alpha-methyldopa without effect on his 
behavior or on his blood pressure. The dose 
was increased to 6 gms. per day after seven 
and the following day he again 
became hypotensive, with readings in the 
range of 80/60 without noticeable effect on 
his behavior clinically, or as reflected in the 
ratings. The drug was discontinued and his 


blood pressure returned to control levels 
within 48 hours. 


CONCLUSIONS 


Alpha-methyldopa appears to be quite 
well tolerated in doses up to 6 gms. per 
day. The blood pressure changes seen at 
that level were accompanied only by a 


feeling of weakness without syncope. No — 
other adverse side effects were noted, On — 
cessation of the drug, blood pressure grad- 


ually returns to normal over a 24-to-48- 
hour period of time. 

It is possible that the drug fails to cross 
the blood-brain barrier, thereby explaining 
the apparent absence of any central effect 
in this study. However, evidence from 
animal studies of alpha-metatyrosine and 


from the clinical literature on the use of | 
alpha-methyldopa as an antihypertensive — 


agent indicates it does cross the blood-brain 


barrier, resulting in a fall in brain norepi- ` 


hypertensives. i 
It should be noted that these male manics 
were extremely difficult management prob- 


lems from the outset, and it is felt by the | 
authors that their elations were among the ~ 


most severe they have seen. Because of its — 
theoretical interest further studies of this 


compound in psychiatric patients are indi- — 


cated before final conclusions can be made. 
However, on the basis of this preliminary 
clinical trial, alpha-methyldopa does not 


appear to have any clinical efficacy in 


elated states. 


SUMMARY 


A clinical trial of alpha-methyldopa (AL 
domet) in elated states is reported, Four ia 
drug trials were conducted in three “manic” i 
patients at dosage levels up to 6 gms. per 
day. No therapeutic effect was noted, al- 
though a pharmacologic effect as evidenced — 
by a fall in blood pressure in three of — 
four trials was noted. However, further ~ 


studies with this compound in psychiatric 
patients are indicated before final conclu- 
sions can be drawn. 
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MANIC-DEPRESSIVE PSYCHOSIS MANIFESTED AS RECIDIVISM 


THOMAS P. LOWRY, M.D. 


psychosis mention minor legal escapades, 
such as inflated business enterprises and 
_ poor legal judgment, as manifestations of 
_ the manic phases of this illness. However, 
_ there is little or no mention of serious or 
repetitive criminal behavior as an aspect 
of manic-depressive psychosis(1, 2). A pris- 
on psychiatrist with more than 30 years 
of experience has observed few, if any, 
cases where the criminality was noticed to 
the exclusion of the psychosis(3). The fol- 
lowing case illustrates a recurrent psychosis 
which first came to legal rather than medi- 
cal attention, and tended to stay in legal 
channels, 


A 65-year-old, 5-times-divorced ex-steamfitter 
was referred to the Psychiatric Department 
by custody officials because he was over- 
active, sleepless, threatening and grandiose. 
He washed his cell all night and was intending 
to sue for false arrest. 

The patient would give little detailed infor- 
mation about his past, but it is known that 
he was born in the Midwest and raised by 
his natural parents. There is no known family 
history of mental illness. He was 1 of 6 
siblings, but has not had any contact with 
them for over 20 years. Two of his 4 
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sisters completed college. He failed 2 years 
of school and quit at the age of 17. He 
worked as a bootlegger until the age of 24, 
when he was arrested and spent the next 
6 years in a state prison, charged with boot- 
legging and leaving the scene of an accident. 
The next 17 years were relatively quiet; he 
worked at several semi-skilled trades, and 
married several times. 

At the age of 47, he had an 8-month 
period of lethargy, social withdrawal, and se- 
vere constipation, which improved spontane- 
ously. Five years later he was arrested for 
passing bad checks; police officers described 
him as, “Acting very self-important, with no 
remorse’ for his forgery.” He spent two-and-a- 
half years in prison and was released at the 
age of 55. He then had a second period 
of severe social withdrawal which lasted 9 
months, and was followed by overactivity. 
He was arrested several times, was very rest- 
less, provoked the county jail attendants, and 
initiated lawsuits charging police brutality. 
At age 57, he was returned to the state prison 
for writing more bad checks. 

After his release 2 years later, he was well 
for 10 months, but experienced a third depres- 
sion, which lasted nearly a year. He then 
met a former girlfriend; he again became 
overactive, expansive, elated and grandiose. 
He went into debt, threatened to kill strangers, 
hit people without provocation, and was soon 
back in a county jail, After a month in jail, 
where he was kept in the “disciplinary tank” 
for uncooperative behavior, he received his 
first recorded psychiatric examination. The 
jails consulting psychiatrist described him as 
having “pressured rambling speech, filled with 
paranoid ideation,” and made a diagnosis of 
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hypomania. The patient was immediately re- psychiatrie consultation might have been — 

turned from parole to prison, where the able to interrupt this cycle, through early 

N previously noted behavior occasioned the pres- diagnosis and appropriate treatment. 

ent referral and the beginning of treatment. 


It appears that in the past 14 years he REFERENCES ; 
has had three manic-depressive cycles. 1. Arieti, S.: American Handbook of Psychi- 
With each depression he quit his job and atry. New York; Basic Books, 1959. 1 
seemed “lazy”; with each manic episode . Hoch, P. H., and Zubin, J.: Depression. ; 
he was “uncooperative” and was soon ar- New York: Grune and Stratton, 1954. 
rested. It would seem that increased use of 3. Schmidt, D. G. : Personal communication. 
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CONFIDENTIALITY AND THE SCHOOLS 
Editor, THE AMERICAN JOURNAL OF PsycHI- 
ATRY : 

Sm: For some time my attention has been 
called to a procedure now in much use in ques- 
tionnaires for applicants to secondary, college 
and graduate schools. One question particular- 
ly has disturbed them and me: “Have you had 
psychiatric treatment ?” Reactions have varied, 
but many tell me that they have regarded this 
as an intrusion into their privacy and have 
been evasive. Where the applicant has been 
rejected, an affirmative answer to this question 
has been, rightly or wrongly, regarded as a 
definite factor. . 

The repercussions have been severe upon 
the parents. In a period of great emphasis 
upon education, this adds another provocation 
to pressure. 

The practice of including such a question in 
applications and the way it is used are worthy 
of exploration and evaluation by all partici- 
pants in the behavioral sciences. Since I 
have been interested for many years in the 
field of education, it is particularly close to 
me. May I have your cooperation in calling 
this to the attention of the members of the 
American Psychiatric Association ? I ath sure 
this is not a local problem by any means. 

Epwarp Liss, M.D. 
New York, N. Y. 


CONFIDENTIALITY AND THE PEACE 
CORPS 
Editor, Tu AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sm: In the paper by Menninger and Eng- 
lish on “Confidentiality and the Request for 
Information,” which appeared in the, Decem- 
ber issue of the pres there are two refer- 
ences to the “tenuous” grounds of a physician 
(psychiatrist obviously) who refuses to release 
information to the Peace Corps. The opinion 
of Josephson, General Counsel of the Peace 
Corps, is quoted in part and states “. . . these 
legal rules relate . . . to a judicial or similar 
proceeding where persons with relevant infor- 


mation are under a legal obligation to testify. 
That is not the situation (with regard to a 
Peace Corps applicant).” 

He further states, “Whether or not a patient 
could sue to compel his psychiatrist to provide 
the information . . . is an interesting and prob- 
ably unprecedented question. . . . Our instinct 
is that . . . a psychiatrist is free to give or not 
to give a reference as his best judgment re- 
quires. . . .” I think the repeated “tenuous,” in 
view of the Counsel’s opinion, is tendentious. 

An additional point refers to how such in- 
formation is treated as confidential, with ac- 
cess limited to the professional personnel con- 
cerned, Is it certain that such information will 
not be accessible to the FBI, CIA and to con- 
gressional witch-hunters either directly or by 
subterfuge ? 

E. A. Gaw, M.D. 
Glen Ellen, Calif. 


POLICE TESTING 


Editor, THe AMERICAN JOURNAL OF PsyCHI- 
ATRY: S 
Sir: In the November 1965 issue of the 
Journal, Dr. Edward Dengrove of West Allen- 
hurst, New Jersey, inquires about the psychi- 
atrist’s function in testing police applicants. 

Shortly thereafter I had the opportunity to 
listen to a talk given by Joseph Matarazzo, 
Ph.D., Professor of Psychology at the Univer- 
sity of Oregon Medical School, dealing mainly 
with ethical problems (for instance, invasion 
of privacy) in the selection of applicants for 
the position of policeman in Portland, Ore- — 
gon. He came to a conclusion, based on his 
own study of successful vs. unsuccessful appli- 
cants, that psychological testing alone cannot 
discriminate between these two groups. 

Dr. Matarazzo’s paper, “Characteristics of 
Successful Policemen and Firemen Appli- 
cants,” was published in the Journal of Applied 
Psychology 48:123-133, 1964, where Dr. Den- 
grove could also find a list of references. a 

I. Persyxo, M.D. | 
Stockton, Calif. : 
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EMERGENCY PSYCHOTHERAPY AND BRIEF Psy- 
cnotueraPy. By Leopold Bellak, M.D. 
and Leonard Small, Ph. D. (New York: 
Grune and Stratton, 1965, pp. 253. $9.75.) 


This is a curiously uneven work. Although 
written primarily for the beginner, the book 
suggests some concern about the reaction of 
the seasoned professional who may be reading 
over his students’ shoulders. The authors 
acknowledge their debt to psychoanalytic 
psychology for providing a way of understand- 
ing how brief psychotherapy may work; yet 
they seem wary of any methods that are too 
widely divergent from psychoanalytic tech- 
niques. Insight and working-through, for in- 
stance, are propounded as basic to brief psy- 
chotherapy, even though a characteristic of 
several of the cases described is that the 
patient was guided away from awareness of 
what his therapist believed to be the core 
conflicts. 

The reader will often have the feeling that 
he is listening in on dialogues between a 
preceptor and the student who is about to be 
introduced to his first live patient. It comes as 
something of a surprise when this very general, 
once-over-lightly style is relinquished for a 
detour into detailed, concrete descriptions of 
specific techniques, or for a foray into learning 
theory or for the reproduction of a research 
protocol that includes five pages of rating 
scales. After defining psychotherapy as a learn- 
ing process, the enduring results of which 
depend more on insight than anything else, 
the authors refer to conditioning as a type of 
learning that depends upon periodic reinforce- 
ment. They then proceed to question the 
reductionism inherent in current personality 
theories—all the while implying, incorrectly, 
that psychoanalytic theory is not reductionistic 
—and end this section with two statements 
that seem to contradict everything that has 
gone before: “Perhaps the most pertinent 
clinical observation is the phenomenon of 
autonomous improvement in the absence of 
further reinforcement from psychotherapy. . . 
A single theory is not likely to explain all 
learned behavior. It is likely that there are sev- 
eral pathways to learning the same behavior, or 
that different behaviors may arise in the same 
way” (p. 34). The italics are the reviewer's. 

In a section on adjuncts to brief psycho- 
therapy, tranquilizers are mentioned in passing; 
but the use of barbiturates alone, or in com- 
bination with amphetamines, in order to facil- 
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itate communication and promote free associa- 
tion, is discussed in detail. The procedure 
advocated was described by the senior author 
in 1949, some time before tranquilizers were 
available. It is an unfortunate editorial over- 
sight that the method was not placed more 
clearly in chronological perspective, and that 
no mention was made of the well-recognized 
hazard of severe drug-dependency with use of 
such drugs. f 
The lack of any reference to behavior 
therapy, transactional therapy or interaction: 
al therapy is another regrettable hiatus. To 
sure, no one volume can yet hope to cover 
aspects of brief treatment techniques, but in 
work of this sort it might have been appropriat 
to give more space to clinical material and le: 
to research design and reliability coefficient 
The case material was well chosen, and 
verbatim transcription of the treatment of o 
patient in five sessions is included in t 
appendices, d 
RoserT J. CAMPBELL, M.D. ~ 

New York, N.Y: 


Roscoe Pounp anp Criminar Justice. Edit 
by Sheldon Glueck. (Dobbs Ferry, N. Y. 
Oceana Publications, 1965, pp. 262. $7.50.) 


There is a species of fungus called Ro 
copundia, named for the eminent jurist ani 
botanist, Roscoe Pound. In many respects, 
Roscoe Pound was a Renaissance Man—a 
satile intellectual as much at home in bota 
as he was in jurisprudence. He was best kno 
as the long-term dean of the Harvard Law 
School. A prolific writer, he had the literary 
style and grace of Lord Macaulay. More im: 
portant, he was an original thinker in law— 
discipline which he always saw as a kind 
social engineering, 

The first half of this book consists of essays 
about Roscoe Pound, and the second a series of 
essays hy him. Sheldon Glueck, himself an 
eminent jurist—and an Honorary Fellow of the 
American Psychiatric Association—is the editor 
of the volume and author of the memoirs in 
the first section. 

Roscoe Pound was a kind of turn-of-the- 
century Thomas Jefferson. At the age of 17 he 
had a bachelor’s degree from the University 0 
Nebraska, where he majored in the classics; at 
22 he was director of the Botanical Survey: 
and at 30 he was a judge of the Nebraska 
Supreme Court. j 

Pound had a far-seeing concept of the flex- 


ibility of law. Most attorneys see precedent 
as a rule to be strictly followed. Pound saw it 
as a mechanism for dealing with situations in 
the present, not by assuming the premises of 
the past, but by adding them to the needs of 
the present. He was one of the first jurists to 
recognize the importance of adapting law to 
the discoveries of the behavior sciences, and 
for that matter, of adapting the behavior sci- 
ences to the imperatives of the law. 

One of the behavior sciences that always 
commanded his respect was psychiatry. Exam- 
ples of the way in which Pound was able to 
contribute to the modernization of law, with- 
out departing from its basic mold, was his 
espousal of family courts, probation and ju- 
venile courts. He played an almost indispensa- 
ble role in the development of these three arms 
of jurisprudence. He insisted that the law 
could be kept in balance by combining the 
rehabilitation of the offender with protection 
of society. He was a pioneer in the individual- 
ization of justice, but he never forgot, that the 
law also had a community-protective role. In- 
deed, he had a talent for maintaining a balance 
between these two forces, which so often 
oppose each other. 

Pound liked to think of the law as a form of 
social engineering. He worked harmoniously 
with psychiatrists and social workers because 
he saw them as partners in this enterprise. 

From the rich collection of Roscoe Pound’s 
writings, Sheldon Glueck has selected 12 lec- 
tures and essays on the administration of crim- 
inal justice. The first is his now well-known 
1906 essay on “The Causes of Dissattsfaction 
with the Administration and Justice,” a trench- 
ant criticism of the then popular “sporting 
theory of justice.” Other essays emphasize his 
concern with the need for relating law to the 
other behavior sciences and for using law cre- 
atively, 

Pound's name is inextricably linked with the 
juvenile court and probation. Both are symbolic 
not only of the individualization of justice, 
but also of the way in which law can work 
closely with the behavior disciplines. , 

Pound was not content with the establishment 
of probation officers, He was also concerned 
with the training and recruitment of good 
personnel, Since probation officers are arms of 
the court, it was natural for most lawyers to 
think of probation officers as specialized types 
of policemen, It took the energy and status 
of someone like Pound to get not only law- 
yers, but the general public, to accept the 
idea that probation was something more con- 
structive than surveillance. 
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Pound was able to show non-lawyers that 
the criminal law was actually made up not 
only of restrictions on the conduct of in- — 
dividuals but also restrictions on the conduct a 
of officials. His essays remind us that criminal | 
law began with checks and limitations upon _ 
the magisterial treatment of offenders rather — 
than with the body of commands against citi- 
zens. It is interesting that several years after 
Pound’s death, our own Supreme Court is do- ~ 
ing much to draw lines around the activities of — 
police and prosecuting officials by reminding 
them of certain inherent rights of the accused 
and limitations on the authority of law enforce- — 
ment officials, 

Roscoe Pound's life coincided with the origin — 
and development of the many administrative 
tribunals which are now so much a part of the . 
American political and civic scene. Like most 
lawyers—and Pound was a superb lawyer—he — 
was uncomfortable at the possibility that ad- 
ministrative agencies might escape entirely 
from the framework of law. He reminded them 
that sometimes they became crusaders over- 
whelmed by a misguided zeal, which he feared 
might defeat the individualization of justice. — 
We in psychiatry are more accustomed to 
dealing with administrative agencies than we 
are with courts. Actually most of us think of 
an agency such as the juvenile court or proba- 
tion office as an administrative one, whereas — 
Pound insisted that these really were courts — 
and that they should not be seen as separate 
administrative tribunals. Pound would proba- 
bly have disapproved of the increasing tendency 
to take away from the courts matters concern: 
ing the commitment and release of mentally 
ill patients. Most psychiatrists work on the — 
theory that these are medical questions and 
that the judges and lawyers should stay awa: 
from them. Pound, however, would have in 
sisted that the law was part of a network of © 
behavioral science and that psychiatry was a 
component of this network. Law, he was sure, 
was the integrating force. He argued that law 
must have a role to play when it comes to 
restricting the liberties of citizens, As Dr. 
Szasz constantly reminds us, psychiatrists can. 
in effect, impose such limitations. i 

This book is a delight to browse through. — 
The long and interesting memoir by Sheldon ~ 
Glueck is well complemented by the carefully 
selected samples of the graceful and mea 
writings of Roscoe Pound. Pound, one sus- 
pects, would have agreed with Holmes thai 
law is the business of thinkers. % 

Henry A, Davison, M.D. | 
Cedar Grove, N. J. 
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PsycHoanaLyse uND ALLTAG. Edited by P. 
Federn and H. Meng. (Bem and Stutt- 
gart: Hans Huber, 1964, pp. 298.) 


This book is the second half of the 5th re- 
vised and enlarged edition of a famous work, 
Das psychoanalytische Volksbuch, which was 
published in the early 1920s by a group of 
Swiss and German psychoanalysts under the 
editorship of Federn and Meng. Contrary to 
a frequent assumption, the Volksbuch was 
not a “psychoanalytic book for the people ;” 
it was a rather high-level epitome of psycho- 
analysis and its relevance for the various fields 
of life and particularly for those of education, 
vocational choice, love and marriage. Some of 
the first collaborators on this book, who were 
among the early pioneers of psychoanalysis, 
wrote in a somewhat messianic spirit ; they ob- 
viously composed, ad maiorem Freudii gloriam, 
a kind of bible of psychoanalysis written in a 
manner that would at times seem naive today. 
It is certainly exaggerated to say that Freud 
was the first to show that the infant needs 
loving care from his mother, the first to rec- 
ommend sexual enlightenment for children 
and an education which takes into account 
the child’s emotional needs and respects him. 
Recommendations for education in the Volks- 
buch seem almost timid in comparison with the 
revolutionary views expounded by Ellen Key 
in The Century of the Child in 1899. 

Having stated the foregoing, we are pleased 
to say that the new edition of the Volksbuch 
contains many valuable points, The historical 
part presents interesting memories of Meng 
about Freud, his conversations and his way of 
writing. There is a particularly good chapter 
on sexual hygiene by Federn. The admirers 
of Aichhorn will be pleased to find an old 
contribution of his on the education of asocial 
children and adolescents, Erwin Stengel’s con- 
tribution on school examinations anxiety and 
neurosis will also be welcomed by many. 


Lack of space does not permit us to men- 
tion the names of all the contributors. Let us 
however mention, among the new contribu- 
tions, that by Anna Freud on problems of 
puberty, which is very well documented, and 
that by Hans Illing on psychoanalytic group 
therapy, which is excellent and original, 
Among the older articles, we wish to mention 
that of Oskar Pfister on the counselling of 
school children which stresses, among others, 
the necessity of absolute secrecy on the part 
of the counsellor about everything which the 
child confides to him. There is also the valu- 
able chapter which Karl Landauer devotes 
to stupidity as a neurosis ; this topic is hardly 


y 


ever treated anywhere and one regrets that the 
other writings of Landauer on the subject have 
neither been reprinted nor translated. 
In short, there is much to be gained from 
reading this work. 
H. F. ELLeNBERGER, M.D. 
Montreal, Canada 


EFFECTIVE PsycCHOTHERAPY: Tue Conrarsu- 
TION OF HeLLmurTa Kaiser. Edited by 
Louis B. Fierman, M.D. (New York: The 
Free Press, 1965, pp. 212, $6.95.) 


Together with an editorial foreword and a 
critical “afterword,” this book consists of one 
long and two short essays in which the non- 
medical therapist Hellmuth Kaiser sets forth 
his views on psychotherapy. What must have 
been the personal magnetism of this thought- 
ful, enterprising and beleagured man is con- 
veyed adequately and fairly directly in the 
editorial additions. Indirectly, it is conveyed 
by the veditors allusions to the obstacles 
encountered in the course toward publication 
of the book, which presumably were overcome 
by a spirit of dedication to and conviction 
about the value of Kaiser’s ideas. 

Whatever the facts were, Dr. Fierman is 
to be congratulated for two reasons. First, 
there are matters of value here worth publish- 
ing. Second, the aura of obstruction to Kaiser's 
ideas apparently surrounded much of his 
professional life and is, in at least one place, 
explicitly ascribed to “the psychoanalytic 
community.” This now open availability to 
scrutiny of his allegedly controversial views 
should help alleviate the concern of his 
students, It must be admitted, however, that 
it is difficult to grasp his ideas shorn of all 
contention, since they themselves contain some 
spirit of invective. 

Briefly and simply stated, the short first 
and third essays have to do with Kaiser's 
contention that the psychotherapeutic en- 
counter’s validity is greatest when there is 
honest directness of communication between 
patient and therapist. Allied to this is his 
Proposition that any effort to conceptualize 
psychotherapy in abstract terms interferes 
with the therapeutic process. Also related is 
his rejection of any imposition upon the pa- 
tient of the therapist’s idea of proper motiva- 
tion to treatment. These proffer sound advice 
to psychotherapists, 

The long second essay is written in quasi- 
fictional form with actual or semi-auto- 
biographical content. The central thread is 
the development of Kaiser’s ideas toward the 
triad of “universals ;” the manner of exposition 
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is strongly influenced by his education as a 
philosopher. It is partly the mode of presen- 
tation which makes the specifying of the 
theses difficult. 

Essentially, and with the editor’s assistance, 
they are: 1) universal psychopathology, 
which is the attempt to create the “illusion of 
fusion” in order to satisfy the basic need of 
contact with another, and which conflicts with 
the “aversion to awareness of separateness ;” 
2) the universal symptom of “duplicity,” 
which arises from the former and is found in 
the prevalence of “indirect communication” 
of patients in therapy; 3) universal therapy, 
which is the “communicative intimacy” of- 
fered by the therapists genuineness and 
which gradually extinguishes the patient’s 
attempt to form fusion relationships. The 
vitalizing of these abstractions is the work of 
the essay. 

Along the way, the reader will find an 
assortment of ideas of varying refinement and 
depth. Among them is a welcome attack on 
the bad therapist’s device of “obtaining more 
history” instead of trying to understand the 
person in front of him. Some of the thoughts 
about “duplicity” sound like dangerous in- 
vitations to moralistic judgment of the patient, 
denials to the contrary notwithstanding. This 
is especially so when we read how the 
therapist is to be guided by his own “subjec- 
tive discomfort” as a receptor of the patient's 
“ungenuine” communication. 

An explanation of Kaiser’s reportedly un- 
friendly reception by his colleagues would 
require a separate essay. Two points are worth 
noting, however. First, while the editor duly 
abjures us not to be thrown off by Kaiser's 
untraditional style, the fact remains that, at 
the least, it is unsystematic. Kaiser himself 
knew and somehow cherished this. In the 
words of one of his literary characters, he says 
of the doctor, representing himself: “. . . he’s 
a queer guy, with a very evasive way of talking. 
It’s hard to understand what he’s really talking 
about. . . . No, not confused. He is very bright 
and yet sort of unpredictable. . . .” Thus, the 
vexation of readers has to be expectéd. 

Second, from beginning to end, Kaiser never 
lets go of his conflictful connection with psy- 
choanalysis. The heat of this conflict is some- 
times abrasive. The book could be read as 
a critique of psychoanalysis, in which case 
it would have little solid value for numerous 
reasons. It can be read as a clinical treatise 
about problems in psychotherapy, in which 
case it has a store of rewards. 

Joun W. Hiccins, M.D. 
St. Louis, Mo. 


BEHAVIOR, AGING AND THE NERVOUS SYSTEM. 
By A. T. Welford and James E. Birren. 
(Springfield, Ill.: Charles C. Thomas, 1965, 
pp- 637. $22.50.) 


This hardback book is printed on high qual- 
ity glossy paper in easily readable type. The 
numerous tables and graphs are well done. 
The subtitle of this lengthy volume, “Biological 
Determinants of Speed and Behavior and Its 
Changes with Age,” reveals the common focus 
for most of the papers comprising the book. 
The editors’ purpose is to present research 
work explaining slowness of behavior associ- 
ated with advancing age and with certain 
types of brain damage and psychopathology. 

Contributors from several countries represent 
the disciplines of experimental psychology, 
physiology, anatomy and neurology. There are 
28 papers ranging in length from six to 50 
pages and varying in style and clarity. De- 
tailed description of method and data analysis 
has been generally provided. A number of 
the authors summarized their work so that the 
reader is left with a grasp of their most impor- 
tant findings. However, the editors have made 
no attempt to reconcile divergencies in points 
of view or method of approach to a problem. 
Therefore, one still has the task of correlating 
the studies so that important findings and 
implications are conceived. The book is a good 
reference source in that nearly all of the 
authors include extensive references to rele- 
vant research literature. 

In reviewing a book comprising diverse 
research approaches to a question, one is 
faced with presenting meaningful trends in a 
brief space so that, unfortunately, much im- 
portant work which could be profitably dis- 
cussed must be omitted. Several unresolved 
issues which are central to an understanding 
of the aging processes were studied. These 
include the significance of change in the level 
of autonomic “arousal” with aging in deter- 
mining performance efficiency. 

Another point considered by numerous 
authors is the extent to which slowness of 
aging is attributable to a single major factor or 
change in the functioning of the nervous system. 
Regarding the latter question, histological evi- — 
dence indicates that both diffuse and localized 
cell changes are associated with the process of 
aging in the central nervous system; and — 
psychophysiological studies implicate a variety 
of changes in the nervous system which may 
contribute to slowness in aging. Investigations — 
of reaction times of the aging person in well- 
controlled test situations produced results in 
accord with those just mentioned and sugges- 
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tive that central neural processes harbor the 
mechanisms which account for the decrement 
_ in performance with age. 

This series of papers adds significantly to 
_ the growing body of research concerning the 
_ nature of the neuroanatomical and physiologi- 
cal changes determining response and per- 
formance in the aged person. As a result of 
these studies the investigator in this field 
_ should find his task somewhat refined, with 
_ greater direction available for future research 
_ on the aging processes. Although the reader's 
_ endurance is taxed at times, this collection of 
_ research studies will undoubtedly be of interest 


_ to the researcher in this and related fields, as 


Y 


well as to the person who wishes to broaden 
his theoretical knowledge about decline in 
-performance with aging. 


Ewatp W. Busse, M.D. 
Durham, N.C. 


Mino anp Bopy ın EIGHTEENTH CENTURY 
Mepicine: A Srupy BAsED ON JEROME 
Gavs’s De Recmme Mentis. By L, J. 
Rather. (Berkeley : University of California 
Press, 1965, pp, xii + 275. $5.25.) 


Our inheritance of the effects of the revolu- 

tion in medicine brought about by the 18th 

century's discovery of pathological anatomy 
has left us immensely rewarded in knowledge, 
but we have had to pay the price of being 
frequently misguided as to the nature of medi- 
cine before that revolution began. The Italian 
pathologist Morgagni gave great impetus to a 
concept of medical inquiry we now take for 
granted by making important correlations 
between clinical manifestations and the pathol- 
ogy of various organs. The application of 
pathology and localization concepts led to the 
clinical techniques of percussion and ausculta- 
tion, thence to innumerable and profound 
advances in clinical understanding. 

With the subsequent rise of cellular studies, 
staining methods and the contributions of 
bacteriology, ‘medicine began to make such 
rapid strides that the millennium seemed almost 
at hand. In the chronicle of physiological 
successes an old abstraction called the mind 
appeared to have been largely lost. The 20th 
century dawned with a continuing and growing 
focus on the body; indeed nearly 30 years 
passed before the counterreaction we term 
psychosomatic medicine developed. Stressing 
the importance of “the whole man,” this “new” 
medical movement seemed to its acolytes to 
have discovered for the first time the impor- 
tance of emotion and attitudes in the disease 
process. That psychosomatics was not new but 
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only a new guise for something long neglected 
is well shown by L. J. Rather in his book, for 
physicians had for centuries viewed man from 
a unitary or comprehensive point of view. 

Rather’s book is the seventh in an important 
series of historical monographs published by 
the Wellcome Historical Medical Library. The 
core of this volume is the two essays by 
Jerome Gaub (1705-1780), who had studied 
medicine at Leiden under Boerhaave and 
who remained at that important medical school 
to become himself a leading figure. Although 
Gaub was best known to his contemporaries 
for his text on pathology, these two essays 
added to his fame at the time; they were 
largely lost to sight until this fortunate re- 
publishing. Both were originally published in 
Latin, and only the first of them was ever 
translated into English. 

The first essay (1747) deals essentially with 
the mind-body problem. The physician’s re- 
sponsibility to treat the whole man is discussed, 
as is his additional task of searching for 
means of treating the mind, particularly 
through drugs. This essay also presents Gaub’s 
ideas on the emotions, a topic which is 
developed further in the second essay (1763), 
in which their function in maintaining health 
and their use in therapy is discussed. 

Dr. Rather presents the material in his book 
by alternating segments of Gaub’s essays with 
sections of his own commentary. As the type 
face is the same for both, one tends to be 
misled (even though the text is slightly in- 
dented) until one gets used to the method. As 
Rather's commentary is full and excellently 
documented, this book will be widely used for 
reference purposes, A good index makes for 
easy access to the material. (Only “treatment” 
as a topic appears to have been neglected in 
the index.) 

The book is introduced by a brief biographi- 
cal sketch of Gaub and a somewhat longer 
discourse on the difficult question of the mind- 
body problem—the definitions of the problem 
and the approaches to its solution. Rather 
points out that physicians often avoided the 
paradoxes of their models of mind and body by 
simply emphasizing the physiological implica- 
tions and ignoring the philosophical ones. 
Although this technique may be immediately 
useful at the bedside, it does not lead either 
toward a solution of the mind-body problem 
or, if that is to be its destiny, to a dismissal of 
the question as an invalid or inappropriate one. 
I wish that Dr. Rather had developed this 
discussion even further. 

As can be seen from the contents, the title 
of this work is striking but somewhat mis- 
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leading. It contains three” distinct types of 
material: Gaub’s two essays, Rather’s introduc- 
tion and his notes on Gaub’s thought. The 
commentary on Gaub’s essays is given its 
broader context by the use of about a dozen 
writers of the 18th century. Several of these 
authors (such as Corp, Holland and Juncker) 
are interesting because they are relatively 
unknown, but whether they can safely be used 
as examples when many more important phy- 
sicians are ignored can be questioned. 
Although the contents obviously relate to 
the title, they do not entirely fulfill its promise 
in scope, and I only hope that this valuable 
and thoughtful study is a prelude for an 
extensive and cohesive review of the question 
of mind and body in 18th century medicine by 
Dr. Rather. 
Enic T. Carson, M.D. 
New York, N.Y. 


BRIEF REVIEWS 
By F.J.B. 


Psycuratry anp PasroraL Care. By Edgar 
Draper, M.D. (Englewood Cliffs, N. J.: 
Prentice-Hall, 1965, pp. 138. $2.95.) 

Volume is part of the Successful Pastoral 
Counseling Series said to be “the most com- 
prehensive publishing effort made in the field 
of pastoral care.” Under general editorship of 
Russel L. Dicks, Dr. Draper is a Methodist 
minister who finished medical school and psy- 
chiatric residency. A diplomate of American 
Board of Psychiatry and Neurology. A 

Book has several aims : first, to examine the 
problems in the relationship between pastor 
and other members of “care-taking profes- 
sions ;” second, to “offer in usable common- 
sense form the principles and practices of pas- 
toral diagnosis and care.” Discusses “Pastoral 
Diagnosis,” “Pastoral Treatment” and has an 
interesting chapter on “Religion as a Human 
Resource.” 

In view of present-day interest in pastoral 
counseling, which bids fair to grow as com- 
munity psychiatry takes hold, answers some 
pressing questions. “Should pastoral counseling 
be called and function as a specialty of the 
ministry P” “Where should a pastor counsel ?” 
“Under whose auspices ?” “What goals are to 
be accomplished with parishioners?” “Who 
supervises ?” 

The subject of transference in pastoral care 
is considered. Where does pastoral counseling 
leave off and psychotherapy begin? Author 
feels that a factor now missing in counseling 
by clergymen is a “supervisory system of 
Stature.” His conviction a single one. Pastors 
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require training which gives them sufficient 


knowledge and skill to do more good than 
harm. Discusses the problems of referral and 
consultation. Also comments upon referral be- 
tween clergy and psychiatrists as a one-way 
street. All in all an interesting work. Well 
written and timely. 


Depression AND Irs Treatment. By John 
Pollitt, M.D., M.R.C.P., D.P.M. (Spring- 
field, Ill.: Charles C. Thomas, 1965, pp. 
114. $5.00.) 


Author thinks it is probably true that to 
know depressive illness is to understand three- 
quarters of psychiatry: illness most common- 
ly seen by psychiatrists and occurs in all ages. 
Believes also much of current terminology out- 


dated: there is no satisfactory classification ` 


and existing theories do not cover the breadth 
of knowledge recently accumulated. 

Choice lay between brief review of hypoth- 
esis and use of accepted terminology in this 
volume or suggestions for a new physiological 


theory with concordant classifications. He 


chose the latter. 

Book is concerned with depression in all of 
its forms; presents physiological explanation 
for physical symptoms; possible mechanisms 
for the purely psychological features and a 
new classification. Second aim of the work is to 
give the principles and details of the tech- 
niques used in treatment. “There is no branch 
of clinical medicine in which depressive ill- 
ness does not play some part.” With this in 
mind author seeks to alert everyone in clinical 
practice to it. 

Author divides depressive illness into two 
main groups, psychological and physiological. 
The psychological (Type J—Justified) relates 
to feelings of sadness, etc., justified by ad- 
verse external circumstances. The physiologi- 
cal distinguished by symptoms and signs of 
bodily changes dependent on persisting altered 
function in the central nervous system. Fea- 
tures are somatic (Type S). The familiar 
bodily symptoms are listed under this heading. 
Both psychological and physiological types fur- 
ther divided and expanded upon in the body 
of the volume, 

Treatment of psychological depression ex- 
plained and principles and method of choice 
of antidepressants gone into in detail. The 
same with physiological depression, only here 
indications for leucotomy are given. Then fol- 
low prognosis and illustrative case histories. 
Interesting classifications of depressions given 
inside front cover and summary of antidepres- 
sant drugs listed on back cover. 
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Bram anp Mino. Edited by J. R. Smythies. 
(New York: Humanities Press, 1965, pp. 
272. $6.50.) 


Volume is part of International Library of 
Philosophy and Scientific Method, edited by 
A. J. Ayer. Concerned with the problem of 
the nature of the mind and its relationship to 
le brain ; hence, must appeal to various dis- 
iplines: philosophy, psychology, psychiatry, 
urology, etc, Also includes one “cyberneti- 
or, among the authors. The central thesis to 
all these essays is the nature of the mind. 
_ A really remarkable and interesting disquisi- 
i upon a problem vital to human interest, 
traditionally the theory derived from Chris- 
tian doctrine and stated in terms consonant 
with dualism of Descartes. In the last century 
the monistic theory has gradually gained as- 
cendancy, due to decay of religious beliefs. 


ciety for Psychical Research entitled “Survival 

and the Search for Another World.” This lec- 

‘ture reproduced here and should stir up a 
ively interest and debate. 

The debate moves quickly with Professor 
Fleur and Lord Brain expounding the monistic 
view. Professor Ducasse and Anthony Quinton, 

it is said, “sit on the sidelines as it were on 
_ both sides of the debate.” There is learned dis- 
cussion on the question, “If there be a next 
world, where is it?” As Price conceives it, this 
should not arise. He conceives of it as a dream 
world of mental images and mental images, 
including dream images, are in a space of 
their own. The essential hard-core distinctions 
_ postulated by non-Cartesian dualism are that 
mental things are in one space and that physi- 
cal things are in another. How these conclu- 
sions are arrived at is for the reader to study 
and see. Whether he will agree with the con- 
clusions is also for him to decide, but it all 
makes interesting reading, 


NEUROCUTANEOUS DISEASES, By John A. Aita, 
Ph.D., M.D. (Springfield, Il. : Charles C. 
Thomas, 1965, pp. 85. $4.75.) 


Forty-two neurocutaneous diseases outlined 
briefly—in fact in stacatto fashion, Age; sex 
incidence ; age of onset; dermatologic age of 
onset; neurologic, clinical, dermatologic and 
neurologic frequency ; EEG data ; neuropath- 
ology; other systems involvement and com- 
ment ; many illnesses the psychiatrist has never 
heard of. Over 450 references. Apparently a 
complete outline designed to stimulate other 
specialists to look beyond their own fields, 


“Author is Associate’ Professor of Neurology and ~ 
Psychiatry, University of Nebraska College of 7 
Medicine. 


MENTAL HEALTH IN A Cuancinc Wonrtp. Edit- 
ed by Kenneth Soddy and Robert H, 
Ahrenfeldt. (Philadelphia: J. B. Lippin- 
cott Co., 1965, pp. 192. $5.00.) 


This is Volume I of a Report of an Inter- 
national and Interprofessional Study Group 
convened by the World Federation for Mental 
Health in 1961. Two additional volumes will 
be published, one entitled Mental Health and 
Contemporary Thought and one entitled Men- — 
tal Health in the Service of the Community. 

Originally intended as a one-volume report, 
it was divided for the convenience of those 
especially interested in a particular segment of 
mental health. The study group came from 
different nations and different professions but 
had in fact achieved a degree of homogeneity 
of interest in the mental health field before it 
started its work. 

The report, as Rumke who wrote the preface 
said, “gives a number of perspectives over 
the whole of human life—throughout the Re- 
port the connecting factor is the human being 
—man as he is today in an ever-changing en- 
vironment.” Although much of the necessary 
scaffolding for building the entire report is in 
this volume, the reading of it will repay those 
interested in the field. 


Ctosinc THe Gar BETWEEN MEDICINE AND 
Psycuratry. By Wilfred Dorfman, M.D., 
F.À.C.P. (Springfield, 1l.: Charles C. 
Thomas, 1965, pp. 195. $8.50.) 


Though he recognizes and pays tribute to 
the increased complexity of the various medical 
specialties, the author believes that each phy- 
sician no matter what his professional label 
might be, must maintain his interest in the 
total person. “To fail to do this reduces the 
daily practice of medicine or surgery to as- 
sembly line automation.” The doctor must 
constantly remain aware of the obvious clin- 
ical fact that body and mind are so intertwined 
and enmeshed, that to ignore either one is 
contrary to the basic prerequisites for ade- 
quate management and care, 

_ After asking whether psychiatry and med- 
icine can be better integrated, the author dis- 
cusses the mind-body dilemma and moves into 
the well-known somatic ills thought to have 
emotional components. Part II of the work | 
considers some psychiatric considerations—the 
etiological factors and the types of psychiatric 
illness. Part IIT discusses “Some Principles in 
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day psychopharmacology, the challenge of the 
new drugs and their potentialities in “closing 
the gap.” 

The last chapter is concerned with that 
important present-day interest, “Psychiatric 
Training for The Non-Psychiatrist.” The work 
is compact and well written and the author is 
an authority in the field in which he writes. All 
of this adds up to an enlightened attempt to 
help with a worthwhile mission. 


Tue Executive Rore ConstTELLATION. By 
Richard C. Hodgson, Daniel J. Levinson 
and Abraham Zoleznik. (Boston : Harvard 
University, Division of Research, Graduate 
School of Business Administration, 1965, 
pp. 509. $8.00.) 


A fascinating study of the workings of the 
top executive echelon in a “highly innovative” 
mental hospital and an attempt to deyelop a 
comprehensive theoretical perspective for the 
analysis of executive groups generally. The 
three men studied were the Superintendent, 
the Assistant Superintendent and the Clinical 
Director. Three observers, two from the school 
of business administration and a third original- 
ly trained in psychology, cooperated in the 
search to develop “a dynamic social psychol- 
ogy, one that will have major relevance in the 
study of organizations and of occupational 
careers,” 

The mental hospital examined is unnamed ; 
the officers cooperated fully with the observers 
and gave them permission to observe each in- 
dividual in all aspects of his work except in 
private therapeutic hours with patients. As 
a result the personalities of each actor in 
the drama could be objectively assessed in 
different situations, as could the interaction of 
the three men among themselves. The observed 
were courageous in undergoing this close ob- 
servation, the observers were frank in report- 
ing their results. One instance gives an idea of 
the way the report was written. ea 

“Here again we see how Cadman’s (The 
Clinical Director) performance substantiated 
Suprin’s (The Superintendent) notion of his 
lacking initiative and independence. Cadman 
also held a certain conception of Suprin—he 
based his behavior on his conception of Suprin 
as a man needing to control others and needing 

_ to make decisions. Cadman thought of himself 
as a person who more than most could afford 
to let other people act out their needs in their 
behavior toward him. H nibblable. That 
is he could afford to let e nibble on his 
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rights, prerogatives, kindness, gullibility an 
so on.” 

The volume is eminently readable and is a 
definite contribution to the development of 
the social psychology of organizations and of 


individual careers. 


Mopern PsyCHOTHERAPEUTIC PRACTICE, In. 
NOVATIONS IN TECHNIQUE. Edited by Ar- 
thur Burton. (Palo Alto, Calif.: Science 
and Behavior Books, 1965, pp. 399. $8. 
Vinyl cover.) 


The editor gives two reasons for the pub 
lication of this work. The first is that psyc! 
therapy often assumes artistic forms “whi 


we must try to set into a scientific frame’ ork a, 


and this requires exposure, replication and 
generalization.” The second is that the book 
not representative of the current practice of 
psychoanalytic psychotherapy. Among other 
things it seeks newer conceptions for pa 
tients and therapists and “daringly searches 
for ways of abbreviating treatment.” a 
The editor has gone afield for contributions - 
and assembled a capable group of diverse” 
therapeutic approaches. The work is divided 
into considerations of schizophrenic reactio: 
depressive reactions, neurotic and charac 
disorders, and psychophysical reactions; un 
der the heading “Psychophysical Reactions, 
Harold Kelman discusses the therapy of essen- 
tial hypertension ; under homosexual reactions, 
Cornelia B. Wilbur presents the analysis of a 
female homosexual. y 
Victor Frankl, under the general caption | 
Existence Reactions, discusses “Fragments from 
the Logotherapeutic Treatment of Four Cases 
and Kaczanowski comments upon them. Th 
editor discusses The Psychotherapy of a Non 
diseased Person “only,” he says, “to illustrate 
the unity of the personalities of the psychi 
atrically diseased and nondiseased.” Beneat! 
the divergencies of psychotherapeutic theory 


lies the core concept of existence as creation — 


and re-creation in a complex and myriad of © 
forms. When this dynamic re-creation ceases— 
death or its symbolic equivalent—psychic ill- 
ness supervenes. Y 


BOOKS RECEIVED 


The following books have been recel 
the courtesy of the sender is acknowledges 
this listing. Books of particular interest to 
readers of this journal will be reviewe 
space permits. Readers desiring additio 
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T On CHARACTER [BII E 
Karl Abraham. New York: 


W 206. $1.65, paper. 


_ Alexander, M.D., Samuel Eisenstein, M.D., 
and Martin Grotjahn, M.D. New York: 
asic Books, 1966, pp. 616. $15.00. 


: International Universities 
Press, 1965, pp. 380. $7.50. 


XCITEMENT AND FASCINATION OF SCIENCE. 
By George H. Bishop, et al. Palo Alto, 

Calif.: Annual Reviews, 1965, pp. 566. 
$5.00, cloth. $1.95, paper. 


PECTS OF ANXIETY. With a preface by C. H. 
Hardin Branch, M.D. Philadelphia: J. B. 
Lippincott Co., 1965, pp. 80. $3.50. 


N SEARCH or PHILOSOPHIC UNDERSTANDING. 
By E. A. Burtt. New York: The New 
American Library, 1965, pp. 318. $5.75. 


WARD AN UNDERSTANDING OF HOMOSEXUAL- 
Ty. By Daniel Cappon, M.B., F.R.C.P. 
(Edin.), D.P.M. Englewood Cliffs, N. l 
Prentice-Hall, 1965, pp. 302. $6.95. 


Grove Vaturs Taroucu CHILDREN’S Draw- 
incs. By Wayne Dennis, Ph.D. New York : 
< = John Wiley and Sons, 1966, pp. 211. $6.95. 


fe Tae Psycuoanatytic STUDY or tHe Cum. 
. Vorume XX, Edited by Ruth S, Eissler, 
. Anna Freud, Heinz Hartmann, and Mari- 
anne Kris. New York: International Uni- 
versities Press, 1965, pp. 566. $10.00, 
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„ANNUAL REVIEW or Psxcuorocy, VoLume 17. 
Edited by P. R. Farnsworth., Palo Alto, 
Calif. : Annual Reviews, 1966, pp. 589. 
$8.50. 


Science anp Human Arrairs. Edited by Rich- 
ard Farson. Palo Alto, Calif.: Science and 
Behavior Books, 1966, pp. 214. $4.95, vinyl 
cover. 


KA ~Asrects oF ALCOHOLISM, VoLuME 2. With a 
preface by Ruth Fox, M.D. Philadelphia : 
J-B. Lippincott Co., 1966, pp. 80. $3.50. 


Jupaism in Sicmunp Frevup’s Worp. By Earl 
A. Grollman, New York: Appleton-Cen- 
tury-Crofts, 1966, pp: 174. $4.95. 


orton 
Library, W. W. Norton and Co., 1966, pp. 


“Psycuoanatyric Proneers. Edited by Franz 
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HOTHER FOR THE WHOLE Family, 
By Alfred A. Friedman, Ph.D., et al, New” 
York: Springer Publishing Co., 1965, Ppp. 
354. $7.50. ki; 


Community MENTAL HEALTH SERVICES IN 
NortaerRN Europe. By Sylvan S. Furman. 
Washington, D. C.: U. S. Government 
Printing Office, PHS Publication No. 1407, 
1965, pp. 215. $1.75. 


DEATH AND DYING: ÅTTITUDES OF PATIENT 
anp Docror. Symposium No. 11. Group 
for the Advancement of Psychiatry Sym- 
posium No. 11. New York: Group for the 
Advancement of Psychiatry, 1965, pp. 76. 
$1.50. 


Tue CAT : Facts Agout Fantasy. By Mary A. i 
Haworth, Ph.D. New York: Grune and 
Stratton, 1966, pp. 322. $9.75. 4 
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THE Sprrat ÅFTER-EFFECT (INTERNATIONAL 
SERIES oF MONOGRAPHS IN EXPERIMENTAL _ 
Psycuotocy, Votume 2). By Harry C. — 
Holland. Oxford, Eng.: Pergamon Press, 
1965, pp. 128. $6.00. 


Psycurataic Nursinc i A THERAPEUTIC f 
Community. By Marguerite J. Holmes, 
M.N., R.N. New York : The Macmillan Co., _ 
1966, pp. 162. $4.95. 


Tae FATHER IN Primitive Psycuoocy. By ng 
Bronislaw Malinowski. New York: The 
Norton Library, W. W. Norton and Co., 
1966, pp. 95. $1.25, paper. 


PATTERNS OF MEANING IN Psycmarric PA: | 
TIENTS. INSTITUTE OF PsycHIATRY MAUDS- ~ 
LEY Monocrapus 13. By I. M. Marks. Ox- 4 
ford, Eng. : Oxford University Press, 1965, | 
pp. 142. 55/s net. | 


Evursycu1an MANAGEMENT: A Journa. By 
Abraham H. Maslow. Homewood, Il. : 
Richard D. Irwin, 1965, pp. 277. $4.65, 7 
paper. 

Stanparp Acr FoR State CORRECTIONAL 
Services. National Council on Crime and 7 
Delinquency. New York : National Council 
on Crime and Delinquency, 1966, pp. 39: 
$1.00, paper. `: 


POSSESSION—DEMONIACAL AND Orner. By 
TK: Oesterreich, New Hyde Park, N. Y.: 

niversity Books, 1966, pp. 399. $10.00. 
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Seven Papers Related to 
CHILDREN AND ADOLESCENTS 


MODIFICATION OF AUTISTIC BEHAVIOR WITH LSD-25 


JAMES Q. SIMMONS III, M.D., STANLEY J. LEIKEN, M.D., 
O. IVAR LOVAAS, Pu.D., BENSON SCHAEFFER, M.A. 
AND BERNARD PERLOFF 


Effective modification of autistic be- 
havior presents the clinician with a for- 
midable challenge as evidenced by reports 
of treatment results and long-term follow- 
up in early infantile autism(7, 8) and in 
the more inclusive area of childhood 
schizophrenia(3, 4). Characteristically, the 
more regressed and retarded the autistic 
child, the more energetic and prolonged is 
the effort required to modify the behavior, 
and in extreme cases treatment efforts have 
been unsuccessful. 

The symptom picture in this more re- 
tarded group generally centers around : 
1) preoccupation with and stereotyped 
manipulation of objects (toys, etc.); 2) 
isolation of the self from contact with 
animate objects (including minimal eye 
contact); 3) failure to acquire general 
social behaviors (including speech); and 
4) bizarre rhythmic repetitive motor pat- 
terns( 10, 11). 

A wide range of approaches has been 
taken in an effort to alter the symptom 
picture of this disorder. The efforts have 
included insulin subcoma, drugs (stimu- 
lants and tranquilizers), electrie shock(2), 

Dr. Simmons is Assistant Professor of Psychiatry 
in residence at the University of California at Los 
Angeles and Chief, Children’s Inpatient Service, 
U.C.L.A. Neuropsychiatric Institute. Dr. Leiken 
was formerly Senior Fellow in Child Psychiatry, 
U.G.L.A., and is presently with the Air Force 
Medical Corps. Dr. Lovaas is Associate Professor, 
Department of Psychology, U.C.L.A. Benson 
Schaeffer and Bernard Perloff are graduate stu- 
dents in the Departments of Psychology at 
U.C.LA, and Stanford University, respectively. 


various psychotherapeutic approaches(3, 
4, 5, 7) and approaches based on learning 
theory using both positive and negative — 
reinforcement(13, 15, 17). In many in 
stances successful treatment has been large 
ly absent or limited to isolated behavio 
changes. S 

In reference to drugs, considerable receni 
interest has focused on the therapeuti 
use of LSD-25(6), even in severe childhood. 
disturbances. Bender(2) reported favorable 
results in a group of 14 schizophrenic chil: 
dren, ages six to ten, treated with LSD. In 
this first report she related that the childre; 
showed mood elevations, more spontaneou: 
play with adults and other children, mo 
positive contacts with adults, greater ré 
sponsiveness to fondling and affection a 
finally, a reduction in rhythmic and whirl 
ing behavior. These responses followed b; 
30 to 40 minutes the ingestion of 100 wg 
LSD-25 and lasted for two to three ho 
The drug was given one to three times per 
week through a six-week period of tim 
In Bender's second study(1) the numbe 
of patients and the duration of the stud! 
were increased. Results generally were thi 
same as reported in the initial study. 

These findings are quite thought-provok 


her methodology and data are 
sented. 


It appears logical that a first ste; 
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assessment of LSD would involve some 
attempt to more clearly delineate the 


_ nature and uniqueness of the behavior 


changes of autistic children subjected to 
the drug. Freedman(9), studying a group 
of 12 schizophrenic patients, ages 6 to 12, 
made some effort to more rigorously define 
the nature of the behavioral change in an 
acute single trial study. However, like 
Bender's studies, the data and technique of 
measurement are not presented and no 
effort was made to replicate the study. In 
addition, both Freedman’s and Bender's 
studies involved heterogeneous groups, 
making intragroup comparisons difficult. 
This study was designed to investigate 
in a single set of subjects, presenting a 
reasonably homogeneous symptom picture, 
the characteristics of LSD-induced changes. 
Methodologically we adhered to an intra- 
subject replication design, where LSD 
was repeatedly presented interspersed with 
control and placebo observations. At the 
same time an attempt was made to ob- 
jectively record behavior. 


METHOD 


Subjects. This experiment, comprised of 
two studies, was conducted at the Neuro- 
psychiatric Institute, U.C.L.A. Center for 
the Health Sciences, and involved a pair of 
identical male twins, At the time of Study 
I the Ss were aged four years nine months, 
and at the time of Study 2 they were 
aged five years two months. Both Ss (S: 
and Sz) were physically well-developed 
boys described as having shown difficul- 
ties within the first year of life. The initial 
problems centered around failure of eye 
contact with the parents, failure to make 
use of objects appropriately and subse- 
quent failure to develop speech. 

Sgs difficulties appeared earlier and 
were more obvious to the parents than 
those of S;. In both boys the second and 
third years were characterized by failure 
to develop the usual social behaviors of 
children that age and by the persistence of 
rhythmic repetitive motor patterns. Exten- 
sive physical and laboratory examination 
failed to reveal any physiological abnor- 

malities. 

Behaviorally, both Ss demonstrated the 


Y 


following characteristics: no response to 
people, no appropriate play behavior, no 
speech and considerable rocking behavior. 
Both had unique repetitive motor patterns. 
Sı showed a rhythmic, well-coordinated 
finger movement when touching objects or- 
his own body. Sə demonstrated repetitive 
inappropriate play consisting of spinning 
objects and flapping his arms at shoulder 
level while extending his face and gazing” 
toward the object. Temper outbursts and. 
crying episodes were frequent in S; but not 
often seen in S;. 

Procedure and apparatus. Study 1 was 
carried out in six daily sessions distributed 
over two weeks. Days 1 and 6 were control 
sessions while days 2, 3, 4 and 5 com- 
prised the experimental sessions. On days 
of the experimental sessions, Ss were either 
given an inert placebo or 50 ug. LSD-25— 
in pill form. Neither the adult interacting 
with the patient nor the recorder was 
informed of the drug schedule. The inter- 
val between LSD doses varied from three 
to four days. The medication was given by 
the same nurse 55 minutes prior to the 
first observation period. The total observa- 
tion period consisted of two successive 
20-minute test periods; the first was des- 
ignated Socialization Test and the second 
was Social Isolation Test. Three hours after 
the drug (or placebo) administration, 50 
mg. of chlorpromazine (Thorazine) was 
given orally to terminate the LSD effects. 

The Socialization Test consisted of four 
five-minute subtests: 1) the S sitting alone 
in the experimental room; 2) the experi- 
menter being present (sitting still) and 
not attending the S; 3) the experimenter 
talking to the S (calling his name, ete.), 
reaching his arms out to him and every 
30 seconds picking up the S and placing 
him on his lap (the S left the lap if he 
desired) ; and 4) replication of subtest 1. 

The Social Isolation Test consisted of a 
period of 20 minutes during which the S 
was alone in the experimental room but 
was provided with four toys: a ball, 
bucket, doll and sink stopper. 

During each session behavioral mea- l 
surements were taken by a recorder in an 
adjoining observation room connected to E 
the experimental room by one-way screens 
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and sound equipment, The recordings 
were made using a push-button console 
connected to a 12-pen Esterline Angus 
recorder. When activated, the pen record- 
ed appearance and duration of a given 
behavior. An adequate level of reliability 
among various recorders’ measurements 
was assessed in sessions conducted before, 
during and after the study. Further de- 
scription of the recording technique has 
been made by Lovaas( 12). 

Eight behaviors were recorded in the 
Socialization Test: 1) arranging objects 
in a stereotyped manner; 2) physical 
contact with the E; 3) social nonverbal 
behavior (behavior of child which re- 
quired cues from the adult for initiation 
or completion, such as playing with the 
E’s hand, coming to the E when called, 
etc.) ; 4) vocalizations; 5) self-stimulation 
(rocking, flapping arms, stereotyped finger 
movement, mouthing objects, hand touch- 
ing body repetitively, snout movement and 
staring at lights); 6) social nonverbal 
behavior initiated by the S; 7) destructive 
or screaming behavior ; and 8) laughter. 

During the Social Isolation Test the 
following behaviors were recorded: 1) 
vocalizations; 2) snout movements; 3) 
stereotyped finger movement; 4) hand 
touching body; 5) spinning objects with 
hands; 6) rocking; 7) jumping .up and 
down; 8) mouthing objects; 9) flapping 
arms; 10) staring at lights; 11) arranging 
objects in stereotyped manner; and 12) 
laughter and smiles. 

Study 2 consisted of a series of nine 
observation sessions carried out over a 
two-month period. The first five observa- 
tion sessions consisted of three drug ses- 
sions interspersed with two control ses- 
sions. They were carried out on different 
days, The last four observations Were made 
on two different days with a control and a 
drug session occurring on each of the two 
days. Only the data from the last four 
observations in Study 2 were plotted. 

During Study 2, 50 wg. of LSD was ad- 
ministered by mouth 60 minutes before 
the observation sessions. The LSD was 
given in liquid form and administered in 
juice or milk. When the control and drug 
sessions were carried out on the same day, 


the drug was administered immediately 
following the control session. One hour 
later the Ss were observed for the effect of 
the drug. Again the LSD experiences were 
terminated with chlorpromazine 50 mg. by 
mouth." 

Data were collected in the same manner 
described above. However, only three be- 
haviors were recorded: movement toward 
the E, movement away from the E and 
eye-to-face contact. Each session lasted for — 
20 minutes and was divided into five 
four-minute tests. During these five tests ` 
the Ss were presented with the following 
situations, designed to simulate the types ` 
of interactions which are part of the usual 
relationships between adults and small ` 
children. 

Test 1—Peek-a-boo. A four-minute period 
in which the E sat facing the S, who was — 
also seated in a chair. The E kept the $ 
between his knees. The E placed his face 
directly in front of the S after moving 
from behind a hand-held screen, at the 
same time saying, “peek-a-boo.” The face 
was presented for ten seconds and then — 
covered by the screen for five seconds. The 
procedure was repeated four times a 
minute for four minutes. 

Test 2—Pat-a-cake. The E and the S$ 
were sitting in the same position as out- 
lined above for Test 1. The E presented 
the rhyme “pat-a-cake . . . ,” with appro- 
priate gestures, for eight seconds while ~ 
looking directly at the S. When the rhyme 
was terminated, the E then averted h 
face for a period of seven seconds. This 
cycle was repeated four times a minute 
for four minutes. 

Test 3—Face-to-face. Again sitting as in ~ 
Test 1, the E leaned forward and attempted ~ 
to press his cheek to the S’s, as in a hug, — 
for a period of ten seconds, then E sat 
back in the chair with his gaze averted for 
five seconds. ug 


1QOn the second and third days of Study 2 
both the Ss began having episodes of pallor, 
profuse diaphoresis and hypotension after chlo: 
promazine. As a consequence chlorpromazine was 
discontinued and the LSD episode was allowed < 
to terminate without medication.. 
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lightly with no effort to impede the S’s 
withdrawal from the circle. This was re- 
_ peated four times a minute for ten min- 
_ utes. 
_ Test 5—Following. The E knelt in one 
~ of three three-foot diameter circles, called 
` the S by name and held his arms out- 
stretched toward the S. The E remained 
in the circle for 15 seconds, then rotated to 
_ one of the two remaining circles. The 

procedure was repeated four times a 
“minute for four minutes. 

Other than as noted in the description 
f the tests, no attempt was made to 
restrict the S’s behavior. 

The following recordings were made 
luring the Pat-a-cake and Peek-a-boo 
Tests: 1) movement toward the E, de- 
fined as the S moving his hands or body 
across the knees of and toward the E; 2) 
ovement away from E, defined as the S$ 
oving his body out of the chair or turning 
is back to the E; 3) eye-to-face contact, 
ecorded when the S looked at the face of 
e E; and 4) stimulus presentation; in 
at-a-cake the stimulus was recorded when 
the E began the rhyme and in Peek-a-boo 
when the E peeked from behind the screen, 

During the Face-to-face Test, these 
events were recorded: 1) movement 
toward the E, defined by the S main- 
taining face contact or reestablishing it 
when it was broken, but prior to the next 
stimulus presentation ; 2) movement away 
from the E, as in the first two tests; 3) 
fondling, the S touching face of the E 
with his hands; and 4) stimulus presenta- 
tion, when the E initiated face contact 
_ with the S. 

During Hand-holding the following were 
recorded: 1) movement toward the E 
when the S maintained hand-holding or 
reestablished it before the next stimulus 
presentation ; 2) inside circle, the S being 
inside the three-foot circle in which the E 
stood; and 3) stimulus presentation, when 
the E initiated hand-holding. 

During the Following Test, recordings 
were: 1) eye-to-face, as in other tests; 2) 
inside circle, the S in same circle as the 
E; and 3) stimulus presentation, when the 
E moved into a new circle and called the 


S’s name. > 
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In Study 2 the period of time between 
LSD doses varied from four to seven days. 
The five tests were presented in an un- 
systematic order over the various sessions 
in the two studies. 


RESULTS 


Study 1. Briefly, the Ss showed consistent 
changes of certain behavioral areas in both 
tests. In the Socialization Test the social 
behavior of “looking at the face” was 
almost uniformly increased by LSD over 
the control levels. On the Social Isolation 
Test the predominant modes of repetitive 
motor behavior were consistently depressed 
during the LSD sessions. Laughing be- 
havior was essentially absent during con- 
trol sessions but markedly increased in all 
LSD sessions. The other behaviors mea- 
sured in this study showed no consistent 
alteratiorf in one direction or another. 

The data recorded during the various 
tests were analyzed separately for each 
test in both studies. The various behaviors 
are presented as the percent of total time 
they occurred during each test. Only those 
behaviors which showed consistent modi- 
fication under LSD have been plotted. 

“Eye-to-face contact” (from the Sociali- 
zation Test) showed the most consistent 
change in both Ss. In all but one instance 
in 12 trials the percent time that the Ss 
looked at the E’s face was increased during 
LSD as compared to non-LSD sessions. 
Since the eye-to-face contact was the same 
whether the adult interacted or was only 
present, the average of the two situations 
has been plotted in Figure 1. 

Evaluation of the Social Isolation Test 
in Study 1 revealed a uniform reduction 
in self-stimulatory behavior in the LSD 
sessions over all six trials (Figure 2). The 
percentages plotted for self-stimulation 
Tepresent the average of the two major 
modes observed. In S, it is the average of 
rocking and a characteristic hand-to-body 
pattern (behaviors 6 and 4). In S it is the 
average of rocking and preoccupation with 
Spinning objects (behaviors 6 and 5). 

A second phenomenon was found con- 
sistently throughout all trials during the 
test of Social Isolation : a marked elevation 
of laughing and smiling behaviors (Figure 
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FIGURE 1 
Eye-to-Face Contact as Measured by the Socialization Test 
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2). This type of behavior generally did not 
appear on control days but rose to a high 
of 80 percent during LSD sessions. This 
same change (increase in smiling and 
laughter) was observed in the Socializa- 
tion Test but was not plotted since data 
for one LSD session in Sz were lost. 

Study 2. This study was designed in an 
attempt to obtain data on the Ss’ be- 
havior when presented with some specific 
type of human interaction. During the first 
five observations of Study 2, it was found 
that certain extraneous intercurrent vari- 
ables affected responsiveness to the drug, 
e.g., respiratory disorders ; therefore, the 
observations were repeated and both the 
control and the LSD sessions were re- 
corded on the same day in an attempt to 
reduce day-to-day variations in the Ss 


_ behaviors. 


In those experimental sessions in which 
control observations preceded drug obser- 
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vations by one hour, the results were quite 
consistent. First, the eye-to-face measure- 
ments in the Peek-a-boo, Pat-a-cake and 
Face-to-face Tests revealed that in all 
instances under LSD the percent time ap- 
pearance of the eye-to-face behavior ex- 
ceeded that of the control observati 

(Figure 3). f 

In examining very limited aspects 
interactional behavior vis-à-vis the E, 
data showed that in S; there was conside: 
able movement away from the E in conti 
sessions which was uniformly reduced 
the LSD sessions. Movement toward the 
showed no systematic relationship for 
(Figure 4). 

Sə showed a slightly different pattern 
that movement away from the E was no 
reliably related to LSD but movi 
toward the E was increased in all six L 
observations when compared to the 
control observations (Figure 5). 

Ms 
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a In all the tests in Study 2 there was no 
_ evidence of a reduction under LSD in the 
; number of- times the Ss responded to 
stimuli presented by the E. In addition, 
_ there was no noticeable change in the time 
characteristics of the Ss’ responses to 
_ stimuli presented by the E. 
In reviewing all the data from the sys- 
_ tematic observations where control, placebo 
_ and experimental sessions were varied, it 
_ did not appear that any simple adaptation 
_ existed to explain the changes obtained. 
_ General observations made in addition 
to the systematic recordings on each of the 
LSD days revealed the characteristic onset 
of a response approximately 30 to 45 
minutes after drug administration. The 
physical symptoms included dilation of 
pupils and flushing of the face. Blood 
pressure and pulse measurements showed 
no remarkable variation. Behaviorally there 
was an increase in laughter and general 
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FIGURE 2 
Results of the Social Isolation Test 
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activity level, The effect usually persisted 
for three hours and was at its peak between 
one and two hours. 


DISCUSSION 


This study has been undertaken to 
determine what value, if any, LSD may 
have as an adjunct to the therapy of 
autistic children. It was felt that in order 
to accomplish this an effort should be 
made to control as nearly as possible the 
circumstances under which the drug was 
given and to clearly define the dependent 
variables measured. On the basis of the 
results obtained in this study it seems 
likely, at least in the type of subject used, 
that LSD could be profitably used as a 
therapeutic adjunct to the various inter- 
actional therapies currently in vogue. 

The changes in behavior which suggest 
this are: 1) an increase in social be- 
haviors manifested by increased eye-to-face 
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Percent Time Appearance 
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j contact and increased responsiveness to 
adults; 2) an increase in smiling and 
laughing behavior, generally considered an 
indication of a pleasurable affective state ; 
and 3) a decrease in one form of non- 
adaptive behavior demonstrated by a re- 
duction in self-stimulation. 

Therapeutic intervention in severely re- 
tarded or regressed children utilizes to a 
great extent close physical interaction to 
which the child must respond. In the usual 
state it is often difficult to intrude upon the 
child because of a general lack of respon- 
siveness coupled with the random character 
of responses when they are obtained. The 
A barrier to external stimuli is further in- 

creased by self-stimulatory behavior with a 
high percent time appearance both in the 
resting state and when stimuli are presented 
from the external environment. The results of 
our experiments clearly demonstrate changes 
in exactly these areas with increased at- 


FIGURE 3 
Eye-to-Face Contact (Replication Study) 
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Day 
tendance to physical and face contact with ~ 
an attending adult and concomitant reduc- — 
tion of competing self-stimulatory behavior. — 

Additionally, the general response char- 
acteristics of the Ss during the LSD 
experience were the same as during the 
control period, i.e., the number and latency | 
of the responses to externally presented 
stimuli. With these factors operating con- 
currently, it is possible to conclude from a iY 
behavioral point of view that the Ss were 
aware of and increasingly attendant upon — 
external events, particularly as they related 
to the E. Thus, two possible criteria for a — 
successful intervention in autistic children 
are met : a diminution of competing events — 
(self-stimulation) and increased contact 
with the attending adult (object). 7 

A third item which must be considered 
is the increase in smiling and laughing 
behavior, which can be viewed from two — 
perspectives—first, the significance of the © 
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behavior in terms of internal events in the 
S and second, in terms of the response of 
the E to the subject’s behavior. It is pos- 
sible that the laughing and smiling be- 
havior is representative of a mood change 
in the individual where external and in- 
ternal stimuli are perceived as pleasurable. 
If this is so, another criterion for treatment 
may be achieved in that the external 
events manipulated by the E (the treat- 
ment) would be associated with or super- 
imposed upon a pleasurable state and 
attending adults may acquire properties 
symbolic of gratification. 

Also, one -must consider the rein- 
forcement provided the E on the basis of 
changes in the S. Characteristically it is 
very difficult to respond to the -autistic 
schizophrenic child because of the very 
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FIGURE 4 
Subject 1's Interactional Behavior with the Experimenter (Replication Study) 
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limited response hierarchy available to him. 
The behavioral changes obtained in the 
subjects of our studies are consistent with 
those considered desirable and necessary 
in child-adult interactions in order that 
adults receive some gratification for their 
efforts. These changes have been related 
to an alteration in the behavioral character- 
istics of the attending adult which has 
been noted anecdotally in the nonmeasured 
part of our experiments and in previous 
pilot studies on the use of LSD with this 
type of child. The interaction is more 
intense except when controlled by the 
experimental design. ; 

The results of this study are consistent 
with those of Bender and Freedman: 
However, our findings have been limited 
to a small sample with similar relatively 
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unchanging behavior patterns representing 
more or less a pure culture of the disease 
picture. ; 

There are some reservations to the 
application of these findings to the more 
genera] population of psychotic children 
because of the restricted sample. Experi- 
ments are currently being carried out at 
U.C.L.A. with a heterogeneous population 
of 18 psychotic children(16). Analysis of 
the data available shows a much wider 
variety of responses, with a tendency for 
children- similar to the subjects of this 
experiment (severely retarded patients) to 
respond in a like manner, while less re- 
tarded schizophrenic children showed evi- 
dence of social withdrawal and disorganiza- 
tion. 

The effects of LSD on the behaviors 
measured in this study are transient. Con- 


Subject 2's Interactional Behavior with the Experimenter (Replication Study) 
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sequently the drug may have to be used ~ 
on a schedule similar to that utilized by — 
Bender(1, 2) in her long-term experiments. — 
Here again, however, studies will have to ~ 
be undertaken to compare behavioral ` 
changes occasioned by the drug to clearly ~ 
established baseline behaviors in the. same 
subject. na 
Since psychotherapy can be considered 
a learning experience, experiments should ~ 
be attempted to determine if there is a 
transfer in learned behavior from LSD ~ 
days to non-LSD days and vice versa. Ing 
terms of this consideration, pilot studies — 
already carried out by the authors(15) ` 
demonstrated that LSD abolished behavior ~ 
maintained by weak symbolic rewards and ` 
had no effect on behavior reinforced by 
strong symbolic punishment. a ae 
Finally, one must question whether or a 
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not LSD is merely replacing self-induced 
stimuli with pharmacologically-produced 
stimuli which will tend to block interaction 
with the environment. The data presented 
here do not support that contention. 


SUMMARY AND CONCLUSIONS 


1. LSD-25 appears to offer a useful 
adjunct to the psychotherapy of autistic 
children because of its positive effect in 
areas which are closely related to the 
process of psychotherapy. 

2. A pair of identical male autistic twins 
was periodically administered 50 pg. of 
LSD-25 and observed for behavior changes. 

3. Control and drug observations were 
made while the Ss were placed in a series 
of standard test situations referred to as 
the Socialization Test, Social Isolation Test, 
Peek-a-boo, Pat-a-cake, Face-to-face, Hand- 
holding and Following Tests. 

4. Diverse behaviors were recorded in 
the areas of self-stimulatory behavior, social 


_ interaction and affect, 


5. Recordings were made using an Ester- 
line Angus Multiple pen recorder. All 
behaviors were measured in total time ap- 
pearance and plotted as percent time in 
appearance. 

6. Consistent behavioral changes re- 
sulted after LSD in that the Ss demon- 
strated an increase in eye-to-face contact 
with the E, an increase in laughter and 
smiling behavior and decrease in self- 
stimulatory behavior. There was an in- 
crease in S, in movement toward the E 
and a decrease in S; in movement away 
from the E. 

7. Further experiments are needed on 
the effects of LSD, utilizing a more diverse 
population, varying the drug dosage and 
observation times and analyzing the trans- 
fer of learning from drug to nondrug 
situations. 
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CHRONIC SCHOOL FAILURE IN BOYS: A SHORT-TERM 
GROUP THERAPY AND EDUCATIONAL APPROACH 


ARTHUR P. BURDON, M.D. anp JAMES H. NEELY, Ep.D. 


Failure in primary school is a family 
crisis; repeated or chronic school failure, 
as we choose to call it, is a major dilemma 
for the whole family(3). Considering that 
underachieving children represent be- 
tween about 15 and 30 percent «of all 
school children of normal intelligence, and 
five to seven percent fail repeatedly, there 
is a truly awesome number of children 
with serious problems at school. 

In the literature the terms secondary 
learning impotence(13), primary neurotic 
learning inhibition(4) and neurotic read- 
ing disability or secondary reading re- 
tardation(12) have been applied to the 
difficulties these children face. Since 1960 
the authors, representing respectively the 
disciplines of psychiatry and educational 
psychology, have collaborated. to organize 
an outpatient clinic-school as an approach 
to these problems. This is a five-year prog- 
ress report on our treatment program in- 
volving 55 boys and their families. A pre- 
liminary report has been published 
previously (1). 
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SELECTION OF FAMILIES FOR 
INCLUSION IN PROGRAM 


Specifically excluded from the study 
were children with discernible neurologi- 
cal deficit as determined by psychological 
tests as well as physical examination and 
children with obvious specific reading dis- 
ability or dyslexia, Evaluation procedures, 
including pediatric, neurological, psychiat- 
ric and psychological testing, preceded 
the admission of the family to the treat- 
ment program, 

Criteria for admission were established 
as follows: 1) the presence of repeated 
school failure in a physically healthy boy, 
aged seven to 12 years; 2) the absence of 
gross or minimal brain damage in the 
child; 3) the presence of a reliable in- 
telligence quotient of at least average 
range; 4) the absence of frank or subclin- 
ical psychosis in the child or his parents ; 
and 5) the presence of real concern and 
interest on the part of the parents, and a 
willingness and ability to participate in 
mandatory group therapy. 

The therapeutic program was of limited 
duration (3.5 to 5 months) with intensive 
involvement of each member : child, moth- 
er and father. Group psychotherapy ses- 
sions were held once a week for 90 min- 
utes, separately for the mothers and for 
the fathers. Participation of both parents 
was a requirement for admission and con- 
tinuation of the family in the program. 
Each child attended his regular public or 
parochial school during the morning and 
the clinic-school in the afternoon. 

Each child was assessed with regard to 
his specific educational defects and was 
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taught by a teacher working primarily 
with the most outstanding educational de- 
fects, commonly in reading and sometimes 
in mathematics. The teaching amounted 
to specific tutorial work designed for each 
child individually, but done in a classroom 
with five or six other boys. 

The general characteristics of the clinic- 
school students, including their psychiatric 
diagnoses, are tabulated in Tables 1 and 2. 
It is to be noted that most of these young 
boys have diagnoses preponderately in the 
area of reactive problems, with free-floating 
anxiety. Most of the children had rather 
minor psychiatric disorders not requiring 
individual psychiatric interviews; tran- 
quilizing medication was required in only 
a few cases. Most children received no 
specific individual psychiatric attention. 


TABLE 1 
Clinic-School Students (1961-62 ; 1962-63 ; 1963-64) 


Enrolled: 55 boys Impending Grade Failures : 55 
One or more previous grade failures: 45 
Others with social promotions : 4 

Age: Range—7 years, 2 months to 12 years, 2 months 
Mean—9 years, .06 month 

Wechsler Intelligence Scale for Children : 


Range Average 
Verbal Scale 82-116 96.42 
Performance 83-146 103.11 
Full Scale 82-133 99,85 


Grade Placement : 
Range—lIst to 6th grade 
Mean —3.44 grade 


` Wide Range Achievement Test : 


Grade Deficit : 
Range—1 to 3 years 
Mean —1.8 grade 
Length of Stay in Clinic-School = 
Range—.5 month to 6 months 
Mean —3.31 months 


Although no child was accepted in the 
program with a Full Scale 1.Q. of less 
than 85 on the Wechsler Intelligence Scale 
for Children, there was no upper limit of 
intelligence quotients. The Full Scale 1.Q. 
of the average child in the program was 
almost exactly 100. Bender-Gestalt exam- 
inations of 55 children revealed no evi- 
dence of brain damage; nor was there 
evidence of it in the Draw-A-Person Test 
done on 36 boys, the Thematic» Appercep- 

s 


TABLE 2 i 
Psychiatric Diagnoses of Clinic-Schoo! Students 
(1961-62; 1962-63; 1963-64) 


NUMBER OF 


MAJOR TREATMENT APA CODE * STUDENTS PERCENT 
Adjustment reaction 

to childhood 54.3 37 69 
Anxiety reactions 40.0 6 11 
Passive-aggressive 

personality 51.1 4 7 
Depressive reaction 40.5 2 4 
Special symptom 

reaction— 

somnambulism 53.3 2 4 
Personality pattern 

disturbance 50.4 2 4 
Antisocial reaction 52.0 1 2 
Schizophrenic reaction— 

unspecified 22.9 1 2 

Total 55 i 


* Coded according to APA Diagnostic Nomenclature. 
Qualifyirig diagnosis : 
Of the above group, 24 students (48.58 percent) were 
given a qualifying diagnosis in addition to the major 
diagnosis. 
1. Adjustment reaction to childhood group (Code 54.3) 
7 students (Code 53.0) learning disturbance 
5 students (Code 40.0) anxiety reactions 
1 student (Code 53.1) speed disturbance 
13 Total 
2. Anxiety reaction group (Code 40.0) 
4 students (53.0) learning disturbance 
1 student (40.5) depressive reaction 
3. Passive-aggressive personality group (Code 51.1) 
2 students (53.0) learning disturbance 
4. Learning disturbance group (Code 53.0) 
1 student (40.0) anxiety reaction 
1 student (53.2) enuresis 
5. Personality pattern disturbance group (Code 50.4) 
1 student (40.0) anxiety reaction 
6. Depressive reaction group (Code 40.5) 
1 student (53.0) learning disturbance 


tion Test done on 29 boys and the Ror- 
schach*Test done on 49 boys. 


SELECTED CHILDREN AND PARENTS 


The families studied were all Caucasian 
and culturally homogeneous, mostly being 
“blue collar” workers and office workers. 
Each family presented a typical picture 
which was similar in many respects. Im- 
mediate, severe academic trouble was the 
prominent problemin most of these chil- 
dren, and many referrals were made initial- 
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ly by the teachers when a crisis at school 
had developed. There was a history of re- 
peated school failure and also of “social 
promotion” for one or more years prior to 
their application to the clinic-school. 

The boys were acutely and chronically 
anxious to varying degrees, yet they were 
of normal intelligence and in good health. 
The mothers were noticeably anxious and 
sometimes desperate, full of guilt, and often 
projected their anxious hostility toward 
imagined or exaggerated inadequacies of the 
school, their spouses and their extended 
family. The fathers were truculent and an- 
gry, often ineffectively trying to ignore 
the problem and reacting with intense anxi- 
ety when confronted with it. Although often 
defended by a covering bravado or disdain, 
every child was also quite concerned and 
felt powerless to reverse a trend toward 
more and greater failure in coping with the 
demands of learning. With very few excep- 
tions, each family had sought help in other 
directions prior to the application to the 
clinic-school and had ineffective help from 
specialized agency approaches, either from 
the school, family service agencies, pedia- 
tricians or psychiatrists. 

Some children had difficulty integrating 
visual symbols in letters, words or sen- 
tences. There were reversals in some of the 
words, confusions of similarly-appearing or 
similarly-sounding letters and difficulties in 
spelling. Yet the common denominator of 
these children was not problems in symbol 
usage, but psychophysiological or psycho- 
logical immaturity. 

Further, there was a more important as- 
pect than the immaturity of the child: a 
generalized sense of failure in the family 
in regard to their children’s approach to 
learning. From a clinical point of view the 
key observation was that these” parents 
and children had exhausted themselves to 
the point of covert despair over the child’s 
failure in school. This climate of helpless- 
hess became the focus of our therapeutic 
strategy. Thus the authors chose to label 
these phenomena as chronic school failure. 


THERAPEUTIC PLAN: THE GROUP 
THERAPY PROGRAM 


The entire treatment program was or- 
ganized around the concept of family re- 


sponsibility and involvement. Each family 
member was made to feel committed to a 
joint endeavor seeking solutions for family 
emotional problems within a short period 
of time, while the child was in constant 
contact with his neighborhood, schoo] and 
friends. Lengthy parent interviews were 
conducted at the onset of the evaluation 
program, primarily to understand them 
and their involvement with their child. In 
this paper the emphasis is placed on the 
group psychotherapy program, some of the 
dynamics involved and its crucially im- 
portant function in helping the families 
cope more effectively with their problems. 

In times of severe emotional crisis psy- 
chotherapeutic measures of a forthright na- 
ture may tip the scales in the direction of 
healthier rearrangement of ego forces in 
the patient. This principle has specific ap- 
plication to group psychotherapy with 
the parents of children having chronic school 
failure. Their great concern and guilt was 
mobilized, challenged and discussed with 
force and direction from the very begin- 
ning and throughout the program. Active 
correcting of misperceptions, interpretations 
and even frank advice and cajoling on the 
part of the group leader is valuable( 2,7, 
8,10). 

Yet, there is not time for prolonged mull- 
ing over of major problems, but rather a 
need to focus on immediate discovery of 
fruitful directions for further corrective 
psychotherapy. “Homework” on the part 
of the group therapy member was a cru- 
cial aspect of his program. Sessions were 
clearly directed toward discovering the 
paratactic distortions of the parents regard- ` 
ing the children and finally accepting these 
without major defensiveness. Thereafter, 
there seemed to be a selective strengthen- 
ing of the parents’ identification with health- 
ier attitudes towards their children and 
their parenthood. A most important factor 
was the resultant freeing of dormant posi- 
tive feelings towards the children. 

Mothers’ groups. These guilty mothers 
were deeply involved and produced vigor- 
ous and dramatic turns of events in their 
group psychotherapy sessions. At the be- 
ginning of the -12 to 16 weekly 
meetings, each mother acted as if branded 
a failure ky inner conviction and she strug- 
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gled against and with this dread idea. 
The defensive maneuvers of the mothers 
changed during the sessions. At first 
the mothers often introjected a self- 
punitive rage at themselves and toward 
their “badness,” although a few of the moth- 
ers reversed this process and blamed the 
school, the husband or some other external 
reality, 

The majority of the mothers gradually 
felt a great sense of relief of their guilt and 
a tapering off of their masochistic self-pun- 
ishment, aided by the leader's benign ac- 
ceptance and uncritical attitude. During 
this phase of treatment, there was much 
“going around,” a great deal of emotional 
catharsis and a fearful sharing of the private 
dreads of most mothers with regard to 
their abilities to bear children and rear them 
correctly. 

As the mothers came out of their initial 
depressive trend, the group coalesced 
around feelings toward their parents, 

- about whom there was much unresolved 
dependence, hostility and aggression, It was 
the working with this “child in the mother” 
which proved the most beneficial in free- 

__ ing the mother from her own overly anxious 
and unrealistic expectations with regard to 
her son. Thus, often the most beneficial 
results in change of attitude on the part of 
the mother would occur concurrent with 
her decision to “stop calling my mother 
every day,” “learn to drive the car at last 
and do my own grocery shopping” or some 
other form of genuine declaration of true 
independence. 

In this context of the mother’s increased 
interest in her own freedom, concurrent self- 
reliant changes often occurred in the son. 
He might assume responsibility for his own 
homework for the first time in his life, 
Whereas previous open discussion of the 
pathological mother-child-homework-help- 
ing pattern had produced no change, the 
pattern changed without any direct dis- 
cussion when the mother was able to 
make steps toward maturity herself. 

Another phenomenon seemed to evolve 
in the group as the mothers’ gradual person- 
al emancipation became clear : that is, the 
growing awareness of hitherto well-dis- 
guised positive oedipal aspects of their 
relationship with their sons. This took the 


form of typical hysterical anxiety, ten- 
sion and shame over sexual preoccupa- 
tions. With the working through of these 
feelings, most mothers developed a strong 
yearning for a loving relationship with their 
sons and husbands. It was with great relief 
that many of these women began to enjoy 
their “bad boys,” whether husband or son, 
for the first time in their lives. They began 
to accept freely and with some inner joy 
the aggressive and independent thrusts of 
activity and intellectual curiosity which 
these boys would have, both at home and 
at school. 

A renewed attack on long-standing, un- 
faced marital problems was commonly con- 
templated in the latter phase of the group 
work by those mothers who were successful 
in self-emancipation. Of the 55 families 
studied, seven showed definite problems 
threaténing the marriage from the begin- 
ning of the program or had already termi- 
nated marriages (with only one member of 
the divorced couple in attendance at group 
psychotherapy sessions). Overt marital 
problems in stable unions were present in 
15 of the families. Thirty-one of the 55 
families showed no significant marital prob- 
lems upon intake. Yet, as we became ac- 
quainted with these couples not one family 
was without serious misunderstandings, lack 
of communication and mutual projections 
with regard to husband and wife concern- 
ing their child. 

Fathers’ groups. Fathers’ groups differed 
in important respects from mothers’ groups, 
as Marcus(9), Grunebaum(5) and others 
have observed. Most often the fathers in 
our group were puzzled by the require- 
ment to participate in the program. They 
were most often passive, apathetic and 
distant at the beginning. The initial thera- 
peutic task was to enforce attendance and 
then to require participation. Their com- 
monest defense was the claim that they 
had little time for their children and the 
wives knew much more about the children 
anyway. In addition, these fathers maxi- 
mized the amount of work they had to do 
to support the family and saw this treat- 
ment as an unnecessary imposition. i 

The father’s greatest desire was to mini- 
mize the seriousness of his child’s distur- 
bance and to express the belief that the 
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trouble would soon be outgrown. Other- 
wise, the child’s failure was often seen as 
willful or as “lazy” in contrast to the father’s 
own hard-driving sacrifice for the family. 
When there was something wrong with 
the child it was typically blamed on the 
mother’s mishandling. Sullen and with 
flashes of paranoid ideation, these men de- 
fended themselves against any personal 
insight into their own sense of failure as 
fathers to their sons. A frequent defense was 
an illusion of invincibility and invulner- 
ability. Fathers would insist that they were 
always right in relation to the child. They 
demanded perfection and obedience, even 
homage from the children. In this context, 
any criticisms of the fathers, however valid, 
were reacted to by great hostility. 

The group first coalesced around a theme 
of intense negative feelings toward the 
leader and the concept of the clinicschool. 
These formidable defenses, if left unchal- 
lenged, threatened the entire treatment 
program. However, if explicit and genuine 
appreciation of the fathers’ masculinity 
was coupled with accurate and vigorous 
confrontation, the fathers changed. There 
was the beginning of real warmth among 
these men. Through identification with the 
leader, they became a genuine therapy 
group. 

The involvement with their own sons 
seemed to have progressed first through a 
revival of preconscious and long-avoided 
intense affective attachments to the previ- 
ous generation. As the mothers “revisit- 
ed” the maternal home and problems, so 
the fathers spoke of their fathers, brothers 
and other relatives. When boyish long- 
ing and. expression of reawakened love 
could be felt for the fathers’ own fathers, 
the parent would often find himself able, 
for the first time, to openly loves his son. 
Thus, through an identification with their 
own son, these fathers seemed to re-experi- 
ence their own childhood and became aware 
of the corrective attitudes which they would 
have appreciated from their own parents 
and began to consciously give them to their 
children. The fathers found that tenderness 
toward their sons, first very difficult for 
them, became a matter of pleasure and 
inner gratification as time progressed. 

One noticeable change that occurred 


quite frequently was that the father took 
over supervision of the homework from 
the frantic and overly concerned mother. 
The father did so with a considerably great- 
er expectation of success from his son, 
who responded accordingly. The fathers 
seemed to discuss much of their sons’ needs 
for affectionate relationships with other 
boys and were particularly helpful in the 
sons’ development of useful expressions of 
themselves through sports, clubs, etc., which 
these boys generally avoided until directly 
sponsored by their fathers. 

The few fathers who did not profit from 
the group experience were those in whom 
the sense of failure as a father was also 
accompanied by a deeper feeling of in- 
adequacy as a breadwinner and as a hus- 
band. In some men, homosexual anxieties 
and fears of retaliatory aggression were 
manifest in the treatment program. These 
fathers often did not speak out or become 
aggressive in the group but became secretly 
sadistic toward their sons at home. This re- 
sulted in the child’s acting out in the clinic- 
school, forcing the mother or the school to 


request termination. In this fashion these ` 


seriously ill fathers were able to avoid 
further confrontation in the group and fur- 


ther responsibility for their pathological be- 


havior. 


RESULTS 


Of 55 families, one- and two-year follow- f 
up studies were done on 46 children and — 


their parents after completion of the clinic- 


school. Evaluation was by means of three — 


sets of structured questionnaires: the first 


set was sent to the children’s regular school — 
parochial — 
schools; the second set, to their parents; | 


teachers in their public or 


and the third set, to the boys themselves. 
Completed school records were available 


from the regular school teachers’ reports on — 


32 clinic-school graduates after 12 months 


and on 15 after two years (see Tables 3, — 


4 and 5). It is important to bear in mind 


that these questionnaires report observa- ` 
tions completely unconnected with the opin- 
ions of the clinical investigators. These 


protocols were mailed to unknown teachers 
and principals at public and parochial 
schools around the city, and were 
filled out upon request and returned to 
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TABLE 3 
Regular Schoo! Teachers’ Reports on Attendance for Clinic-School Students 
NUMBER OF ABSENCES 
CHILDREN 6-10 DAYS 12-20 DAYS 21 OR MORE DAY: 
37 Pre-clinic-school academic year 24 (65%) 10 (27%) 3 (8%) 
39 Clinic-school academic year 27 (69%) 6 (15%) 6 (15%) 
27 First academic year past clinic-school 21 (78%) 4 2 (7%) 
13 Second academic year past clinic-school 11 (85%) 2 0 
TABLE 4 
Regular School Teachers’ Reports on Achievement Grades for Clinic-School Students * 
NUMBER OF 
CHILOREN READING ARITHMETIC 
39 Pre-clinic-school academic year 17 92 
43 Clinic-school academic year 83 1,08 
32 First academic year past clinic-school 141 1.41 
13 Second academic year past clinic-school 1.38 1,54 
* Scored on the basis of grading of the children in school as follows : 
A—4 ` 
B—3 
c—2 
D—1 (Passing) 
F—0 (Failing) 
TABLE 5 
Regular School Reports on Promotion of Clinic-School Students 
NUMBER OF EARNED 
CHILDREN PASSED PROMOTION 
46 Pre-clinic-school academic year 5 0 
45 Clinic-school academic year 34( 76%) 21 (62%) 
32 First academic year past clinic-school 28( 88%) 22 (79%) 
15 Second academic year past clinic-school 15 (100%) 11 (73%) 
46 Total population of clinic-school graduates 45 ( 98%) 33 (73%) 


(for 1963-64 academic year) 


the research team. The data supplied are 
of a specific and easily determinable na- 
ture, such as the number of absences from 
school, the actual grades of the children 
in their courses and whether they were or 
were not promoted in school. A final sec- 
tion of the school teachers’ reports deals 
with general impressions of the children. 
This is made out at the time of the report 
by the school and teacher. 

The results of these regular school teach- 
ers’ reports strongly support the thesis that 
the clinic-school has been most helpful to 
these children. There was a great increase 
in the cooperativeness of the boys and a de- 
crease in the discipline required in the 
classroom. The children’s school attendance 


increased between ten and 15 percent 
their promotions increased from no earn 
promotions whatsoever at the start of 
clinic-school to a total of 73 percent earnet 
promotions and 98 percent passing. 
The «satisfactory promotional 
shows the child’s academic achievement 
be modest and steady. Clinic-scho 
graduates show a moderate surge fo 
in reading ability. They were within tl 
lower limits of passing levels in 
and in arithmetic and they maintained the: 
gains throughout the observation pel 
Conduct levels were passing and showed 
no significant change. Many child 
with academic deficits which could not | 
“caught up” in the few months of clini 
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school continued with private tutoring or 
remedial reading but were able to pass 
successfully to the next grade. 

The structured parent questionnaire re- 
vealed that 90 percent of the parents felt 
that the clinic-school was chiefly responsible 
for the improvement and helpful changes 
which had occurred in the family, while five 
percent of the parents felt that the experi- 
ence had hindered the child in his academic 
progress. Nearly half of the parents discov- 
ered that the clinic-school unveiled’ prob- 
lems in their son of which they had been 
unaware. Over two-thirds of the parents 
observed new problems within themselves 
as well. 

The parents noted that 32 percent of the 
children were doing very well and 64 per- 
cent were doing fairly well while only five 
percent were doing poorly. Eighty-six 
percent of the parents approved of tke new 
attitude of their son toward school. He 
seemed better motivated and happier, bet- 
ter adjusted with his peer groups, having 
joined a club in over 50 percent of the cases 
for the first time. The child was easier to 
discipline and found it more pleasant to do 
his homework, 

There was a striking change in the par- 
ental attitudes toward this evening home- 
work. Eighty-six. percent of the parents 
gave the child less assistance in the, eve- 
ning. Further, over one-third of the fathers 
gave more time to their sons than they had 
previously, Father and mother consulted 
each other 68 percent more frequently 
about the handling of their sons than they 
had previously, Both mother and father 
felt that persisting problems existed in over 
two-thirds of the cases at the time of the 
termination of the clinic-school. Additional 
help was sought by a number of families 
after graduation: nine percent of the fa- 
thers sought psychotherapy and 19 percent 
of the mothers entered into subsequent psy- 
chotherapy. 

Ninety-six percent of the mothers attend- 
ed over one-half the group therapy sessions. 
Ninety percent of the mothers felt they had 

en helped in their personal lives. Fa- 
thers had considerably less involvement al- 
though generally good results as well. Fa- 

_ thers attended over half the sessions in 77 


percent of the cases and had favorable re- 
sults in 73 percent of the cases. 

A structured child's questionnaire was 
administered to 23 of the boys who had 
completed the clinic-school experience. 
These youngsters identified their major dif- 
ficulties as learning problems, although 
behavior problems were cited in about one- 
third of the cases. The children initially 
felt that their parents had no problems at 
all and they did not understand the nature 
of their parents’ involvement with the 
clinic-school in over 77 percent of instances. 
This suggests that the children had no per- 
ception of the parents’ interest, responsi- 
bility or connection with the child’s school 
problems. 

Later, as a result of the clinic-school ex- 
perience, the children observed that their 
parents had personal problems and were 
responsibly involved in the child's difficul- 
ties in over 47 percent of the cases. The 
boys felt their parents had made progress 
toward resolving these family problems. 
Further, there was a marked improvement 
in the child’s subjective attitude toward 
school as a result of his clinic-school experi- 
ence. 


COMPLICATIONS IN THE PROGRAM 


Problems attendant upon the parents’ re- 
actions to intense emotional stress intro- 
duced some complications in the program. 
Some parents found themselves absolutely 
unwilling and unable to participate in the 
mandatory group therapy sessions. These 
families, although fully aware of their agree- 
ment to attend and of our intention to ter- 
minate their child from the program if 
they could not comply, were still unable to 
continue. Such parents used denial and 
projection as predominant mechanisms 
prior to their entry into the program and 
found themselves unable to gain insight 
into these defenses during the program, In 
the series of 46 families, there were three 
examples of this. 

A few parents developed psychiatric 
symptoms during the group therapy ses- 
sions. Two women and two men revealed 
previously latent psychotic reactions of 
moderate to severe intensity during the 
group treatment program. One mother de- 
veloped an, overt agitated depression with 
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paranoid features after an emotional bom- 
bardment by the group about her guilt and 
anxiety over her son. These adverse re- 
actions were self-limited and responded 
well to individual handling by the psy- 
chiatric staff. Only one parent had to ter- 
minate in the program as a result of a 
psychotic exacerbation. 

Five families were gravely distressed 
because of the exposure of marked in- 
compatibilities in previously unquestioned 
marital relationships. Many other serious 
problems were considered soberly for 
the first time by both mothers and fathers. 
Sixty-eight percent of the parents indicated 
that they left group therapy with continued 
problems, many of which they were un- 
aware upon entry into treatment. These 
problems were mostly in the marriage or 
in their own relationship with their parents. 
Many of them needed further professional 
help. 

In most of these families, however, the 
goal of the clinic-school was achieved if 
the mother and father could isolate or in- 
sulate their son from their previously un- 
challenged acting out. Being more stable 
parents, the mother and father could at- 
tempt other solutions for their recurrent 
marital and interpersonal problems. Thus, 
a major shift occurred in the family dynam- 
ics in cases in which treatment was suc- 
cessful, Sometimes this change was one 
which evoked latent psychopathology in 
other areas of the family’s total living pat- 
tern. 


DISCUSSION 


Psychiatrists have traditionally applied 
child guidance and psychotherapeutic meth- 
ods with children who fail in school and 
with their parents, while educators have 
been busy in reshaping classroom teach- 
ing methods, techniques and materials. 
These two disciplines (psychiatry and edu- 
cation) have rarely gotten together and co- 
ordinated their efforts(11, 14,15). One such 
study done by Haring and Phillips several 
years ago had salutory results(6). 

Our own preliminary work made ap- 
parent to us that the newer coordinated 
treatment programs, using the best of edu- 
cational techniques and efforts, and a goal- 
directed psychotherapeutic program hold 


promise of success. The special aim of these 
programs, beyond giving direct help to the . 
children, is to give insight to the parents 
into their specific responsibility for creating 
and maintaining a family climate in which 
learning in their children was severely hin- 
dered. 

A typical pretreatment pattern was that 
of an indulgent and inconsistent mother 
who alternately pampered and became ex- 
asperated with her son, but never could 
control him; the father was either indiffer- 
ent or ragefully coercive with his wayward 
and rebellious, anxious son. The initial prob- 
lem with the mother was her guilt and over- 
concern. The father was indifferent or 
righteously indignant at the boy or his 
mother. Through working with the emo- 
tional patterns in the mother and father, 
shifts occurred typically in the family in 
which: the mother was more consistent, 
firmer and more independent, while the 
father became tender and more helpful to- 
ward his son in other ways than merely 
being the giver of support and enforcer of 
rules in the boy’s life. 

The boy seemed to prosper under this 
change and developed a real interest in 
performing well for his mother and father, 
often progressing from apathy and fearful- 
ness toward an excitement in the mastery 
of academic tools. These boys were passing 
in their grades one and two years after the 
program even though they had averaged 
1.8 years in grade deficit and had had re- 
peated grade failures in the previous years: 


CONCLUSION 


Although this paper has purposely fo- 
cused on the intense interaction in the 
short-term psychotherapy of the parents, the 
authors want to enter a specific disclaimer 
of total.credit for the remarkable improve- 
ment of these children on the basis of the 
psychotherapy program. Remedial reading 
and special tutoring, the heart of the educa- 
tional program, has obviously had a con- 
siderable and beneficial effect. Yet, we do 
claim that the crucial effect of parenta 
group therapy was the mobilization 0 
new coping mechanisms to replace chron- 
ic failure as a family manifestation. | 

In a sophisticated, complex social end- 
product such as chronic school failure, an d 
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inclusive and intensive treatment program 
seems to be the most effective. In fact, all 
the aspects of the program, psychothera- 
peutic and educational, seem to have been 
more useful in combination than any of 
them alone. It is this emphasis on inclusive 
and intensive commitment of the family 
around the problem of experiencing failure 
of family ego which the authors feel dis- 
tinguishes this program from other efforts 
at working in this same area. 

The effectiveness of a time-limited pro- 
gram seems to be related to the heightened 
intensity of the pressure for change which 
is put upon the family. It seems to result 
in rather durable changes in the specific 
target symptoms. Cases must be selected 
with care to obviate unwelcome ego disin- 
tegrative reactions in family members. 

Perhaps this study might serve as a 
strategic model for the attack up6n other 
target symptoms of a socially important 
nature in community mental health. 
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There is widespread speculation regard- 
_ ing the relationships between the develop- 
mental disorders of schizophrenic children 
_and the children’s social experience. Yet 
pertinent systematic studies linking the 
_ aberrations of these children with their 
social environment are rare indeed. For 
= this reason we have been drawn to the 
_ investigation of family behavior which 
may contribute to the adaptive deficits of 
schizophrenic children. The particular facet 
of family response which we have con- 
_ sidered is the speech of the mother as it 
_ relates to that of her schizophrenic child.1 
Systematic studies of the speech of 
schizophrenic children have consistently 
demonstrated aberrations from normal(1, 
3). Indeed, since the absence of acceptable 
vocal patterns for the communication of 
_ thought and feeling is found without ex- 
ception among all schizophrenic children, 
it may be considered one of the very 
important and primary signs of childhood 
schizophrenia. The speech of the mothers 
of these children, on the other hand, has 
never received such serious scrutiny, and 
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its impact on the child, when it is con- 
sidered at all, remains theoretical. 

The purpose of this paper, therefore, is 
to describe a controlled investigation of 
certain aspects of the speech of mothers 
of schizophrenic children. Generally speak- 
ing, it is proposed that the speech of the 
mothers of schizophrenic children is in- 
ferior to that of mothers of normal children 
and that schizophrenic children therefore 
have poorer speech models to emulate than 
do normal children. f 

Aside from the general proposition that 
the mothers of schizophrenic children offer i 
a poor speech model to imitate, it is also 
postulated specifically that these mothers ~ 
are less competent than mothers of normal 
children in the communication of thought 
and feeling. Should our study confirm a 
serious impairment in communicative ca- 
pacity in the mothers of schizophrenic 
children, it would be reasonable to infer 
that these mothers lack the most important 
instrument for enhancing normal attach- 
ment response in their children, for ed- 
ucating and guiding the growth of their 
children and for assisting them to achieve 
order and clarity in reality. a 

Before discussing the study in detail, 
we will review some of the speech impair- | 
ments of schizophrenic children and con- 
sider the factors which may be influencing 
these speech impairments in order to set 
in proper perspective the rationale for the 
focus of this study. 


SPEECH IMPAIRMENTS OF 
SCHIZOPHRENIC CHILDREN 


Deviations in content of expression of 
schizophrenic children are immediately 
apparent. Although their aberrations in 
phonation, rhythm, intonation and articula- 
tion are more difficult to appraise, it is in 
these very aspects of speech—the “how 
of communication—that schizophrenic chil- 
dren may be most characteristically dif- 
ferentiated from normal children. Thus, 
schizophrenic children may show insuf- 
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ficient volume change required for stress 
differentiation within thought units. Or 
they may show changes in volume within 
the thought unit which are unrelated to 
the language content, although adequate 
in loudness. Rhythm often deviates from 
expected normal patterns. Changes in rate 
of speech from phrase to phrase are fre- 
quently inconsistent with the intended 
thought and emotion. The clear relation- 
ship between stressed and unstressed 
syllables and words in normal speech is 
absent in the speech of schizophrenic 
children so that meaningful words do not 
emerge in sharply distinguished fashion. 

Apart from insufficiency of stress, stress 
may be incorrect so that the wrong 
syllables, words and phrases are given 
prominence, The children may display ex- 
cessively high pitch or, more usually, pitch 
change insufficiency or pitch change un- 
related to meaning, so that intonation and 
inflection may be entirely incorrect. The 
absence of rise and fall produces the un- 
inflected monotone ofttimes noted in 
schizophrenic children. Articulation errors, 
especially omissions and indistinctness re- 
sulting from general oral laxness, are com- 
mon. Inadequate and idiosyncratic gestural 
reinforcements of language by face and 
body are typical among schizophrenic 
children, : 

It must be emphasized that there is no 
evidence of a specific pattern of defect 
common to all schizophrenic children. 
Rather, what is common to all such 
children is speech impairment—that is, in 
virtually every case there is an absence of 
culturally determined and standard pat- 
terns of yoice and speech. Such standard 
vocal forms, of course, are essential for 
assuring mutual understanding in com- 
munication. ie 

Further, although the deviations of the 
schizophrenic children from normals differ 
from child to child, they add up to an 
over-all impression of extreme “Hatness.” 
The normal listener experiences the 
schizophrenic child’s voice as dull, wooden 
and lifeless. “Flatness” is thus a term which 
describes the over-all impression of the 
normally conditioned listener rather than 
a specific vocal pattern, and it is experi- 
enced in the face of a variety of defects 


in patterns of phonation, rhythm, intona- f 
tion, articulation and facial and body 
gestural reinforcement. 


X 


FACTORS INFLUENCING SPEECH IMPAIRMENTS 


Speech serves the function of bridging 
the social distance among humans. It per- — 
forms this function by providing the com- 
municants a set of signals which are | 
mutually agreed upon. Speech is thus — 
unquestionably learned. In order to learn — 
the speech signals, the child must have — 
the intrinsic capacity for perception and | 
discrimination of sounds and sound con- 
figurations, for conceptualization and for | 
execution of the desired sound patterns. ~ 
It is just as necessary that he have a 
suitable example to imitate and an environ- 
ment which offers suitable learning con- 
tingencies. Any explanation of the speech 
deficits noted in schizophrenic children, 
therefore, must refer both to processes 
within the child himself and to processes 
in the child’s social environment. j) 

Within the child, both capacity and 
motivation need to be considered in the 
evaluation of receptive, integrative and 
executive functions. Aberrations in these 
three functions, which are aspects of adap 
tive response, have in fact already been — 
demonstrated in schizophrenic children(1) ~ 
and undoubtedly contribute to their atyp- 


tone thresholds, their speech reception” 
thresholds are higher than normal(5). 
The basis for this discrepancy in speech 


be influenced by impaired perceptual dis- 
crimination of sound patterns in spite of 
intact elemental acuity for pure sounds.” 
(Schizophrenic children also give abun- 


errors in which figure and ground are 
vaguely defined.) At times the children” 
seem to be avoiding the human voi 
which is experienced as threatening. OI 
they seem to be inattentive to sount 
sequences which do not emerge in’ clear] 
discernible configurational patterns, or, 
a different level, the sound sequences 
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Í 
j not possess conceptual significance for 
j them. 
; The motor disabilities of schizophrenic 
children understandably contribute to their 
q speech disabilities. They are more generally 
poorly coordinated in both gross and fine 
; movement. Specific laxity and uncoordina- 
tion of the oral and peri-oral structures 
_ have been noted in clinical examination 
and confirmed by simple controlled ex- 
periment(1). Although not studied sys- 
_ tematically, the frequent defect in the 
graceful integration of respiration and 
abdominal motion into the speech act has 
been noted clinically. 

Within the child, there is another factor 
of importance in his communicative dis- 
turbance. One of his more striking de- 
ficiencies is his inability to express affect. 

ffective speech includes the communica- 
tion of inner perceptions and fantasies. 
_ This is of particular significance in emo- 
tional communication by the child, for 
such communication requires clear aware- 
ness of pertinent inner states as well as 
precise signals to represent these states 
of inner consciousness. The schizophrenic 
child is often so deficient in such awareness 

of affect that the attainment of suitable 
vocal cues to represent affective reactions 
is an insurmountable task(2). The de- 
_ ficiency in self-awareness is illustrated in 
_ the child who asks “Am I miserable?” or 
` “Am I sad?” 
_ Several aspects of the child’s speech 
' environment have interested us. Thus, the 
child needs a suitable speech model to 
imitate. One may presume that a child’s 
speech will tend to be normal to the 
_ extent that he accurately imitates a good 
speech model—that is, speech which repre- 
sents the desirable in terms of community 
expectations. If he imitates a poor speech 
model, his speech will be deviant and 
unacceptable in terms of community ex- 
pectations. It may also be presumed that 
the adult speech model will be most suit- 
able as a teaching instrument for reinforce- 
ment of normal speech patterns if it is 
clearly discriminable acoustically and, in 
addition, communicates meaning and mood 
unequivocally and appropriately. , 


THE PRESENT STUDY 


It must be understood that the young 
schizophrenic children who are studied 
at the Ittleson Center typically have given 
evidence in their histories of deviant 
speech and voice from infancy. Since the 
mother is ordinarily the earliest and most 
important speech model whom the child 
has an opportunity to imitate, the speech 
and voice of mothers of schizophrenic 
children are important subjects for inves- 
tigation. In establishing our hypothesis re- 
garding the part that the mother’s speech 
patterns play in the speech disabilities of 
a schizophrenic child, we have made the 
following assumptions: 1) many of the 
schizophrenic children are intrinsically 
poor learners as a result, for example, of 
brain damage and dysfunction and 2) 
the mothers of schizophrenic children are 
poor teachers. 

We have suggested that in their general 
tesponses to the actions of the children 
the mothers weaken and diminish many 
of the children’s functions. We base the 
latter presumption on previous pertinent 
data which confirm that these mothers are 
deficient, relative to mothers of normal 
children, in ability to guide the children’s 
learning in an appropriate parental fashion, 
in structuring the environment and in 
evolving suitable, discriminable contingen- 
cies for learning (4, 6). 

Now we are more specifically postulat- 
ing that mothers of schizophrenic children 
are themselves deficient in communicative 
capacity. Presumptively, these mothers 
therefore offer a defective example of voice 
and speech to the maturing child. In ad- 
dition it is proposed that the mothers lack 
an effective instrument for facilitating the 
child’s growth in intellectual and affective 
discrimination as a consequence of impair- 
ment in ability to communicate meaning 
and mood. 

If we view the mother of the schizo- 
phrenic child as the first and most salient 
speech model he imitates and also as his 
earliest teacher, we can offer the following 
two propositions based on the quality of 
the mother’s speech: 


1. If the speech of mothers of schizo- 
phrenic children is inferior to the speech of 
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the mothers of normal children, then the 
aberrant voice and speech of the schizo- 
phrenic children could be influenced 
strongly by the low quality of their 
mothers’ speech or arise from poor imita- 
tion of their mothers’ speech, or from a 
combination of both poor speech of the 
mothers and poor imitation of the mothers’ 
speech by the children. 

2. If the speech of mothers of schizo- 
phrenic children is comparable in quality 
to that of mothers of normal children, it is 
suggested that the poor quality of the 
speech of the schizophrenic children is 
due largely to their poor ability to imitate 
and learn normal speech. 

In planning this study, we favored the 
first proposition since it was most in accord 
with previous clinical and psychiatric ex- 
perience with families of schizophrenic 
children. £ 

Although it is somewhat hazardous to 
make predictions based on a comparison 
of adults and children,? we did expect 
that a comparison of the speech of the 
four groups of subjects—mothers of 
schizophrenic children, mothers of normal 
children, schizophrenic children and nor- 
mal children—would show the following 
hierarchy of levels of speech quality: 

1l. The best speech would be that of 
the normal children and the mothers of 
normal children, and these two groups are 
not likely to be different in average speech 
level. y 
2. The speech standing of the mothers 
of the schizophrenic children would be 
below that of the mothers of the normal 
children and their normal children. 

3. The poorest level of speech would 
occur in the schizophrenic children. 

We expected the speech of thé schizo- 
phrenic children to be inferior to that of 
their mothers since the intrinsic learning 
limitations of the children are presump- 
tively added to the retarding effects of 
a poor speech model. 


CC 

2 The conditions for recording and material were 
the same for both groups of children; but they 
differed from the recording conditions and material 
which were common for the adult groups. 


PROCEDURE 


The speech of the children and the 
mothers was evaluated using a procedure 
deyeloped at the Ittleson Center for Child 
Research. This procedure utilizes the skills 


and highly trained ear of a speech pa-— 
thologist whose judgments of deviation are ~ 


made with regard to the presumptive 
norms for children and adults. The speech 
pathologist evaluates speech in the varying 
aspects of volume, pitch, voice quality, 
rate, phrasing, fluency, stress, intonation, 
articulation and finally communication of 
meaning and mood. In addition, a general 
judgment of over-all speech competence 
is made.? Ratings on each of these aspects 
of speech and language range between 


1) and 5) as follows: 1) very poor, 2) ` : 


poor, 3) fair, 4) good and 5) excellent. 
As a rating aid, the examiner also uses: 
a check sheet of clinical terms which he 


may underscore and to which he may add ~ 
his own impressions and other illustrative — 


material in order to describe the speech 
and language functioning of each subject. 


To evaluate the children, speech samples 


were obtained in a structured situation 


consisting of reading and/or naming pic- 
tures in a story and summarizing the story 


in the child’s own words. In the case of the 
adults, the speech sample represented the 
last five minutes of an open-ended inter- 
view with the mothers regarding their 
perception of the maternal role. This sec- 


tion of the interview dealt mainly with the . 
mothers’ understanding of their own role in © 


the sexual education of their children. All 


possible identifying references were metic- — 


ulously removed from the tapes so that the 
listener had no knowledge of whether the 


mothers were linked to the schizophrenic — 
or normal children. The tapes of both ~ 
groups of mothers were presented to the 


speech pathologist in randomized fashion. 


In addition, to maximize the indepen- ` 


dence and freedom from bias of the listener 
a highly skilled speech pathologist outside 


3 These ratings have all been found to be highly st 
reliable. In one study of reliability, correlation be- 


tween over-all estimates of speech competence by 
two observers was .96. Similarly, reliability of 
ratings for communication of meaning was .95 
and that fer communication of mood was .88(7). 
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our own immediate research group was 
asked to judge the speech samples. The 
judgments of the listener may safely be 
regarded as “blind.” 
i Four groups of subjects were evaluated 
in speech as follows : 


; 1. Twenty-three schizophrenic children, 
including 16 boys and seven girls, between 


six and 1l years of age (median age eight 
p years). All had been in residence at the 


Ittleson Center for Child Research. 

2. Twenty-three mothers of these schizo- 
phrenic children. 

3. Twenty-three normal public school 
children, individually matched in age with- 
in six months and in sex with the schizo- 

phrenic children. These children were in 
attendance in average classes at a public 
school which was selected because its 
population is culturally and economically 
comparable to that of the Ittleson Center 
population. The children were not evaluat- 
ed psychiatrically. None, however, had 
_ been treated for childhood psychosis, In 
_ public school terms, they were average in 
achievement and behavior. In the latter 
_ sense only do we characterize them as 
“normal,” Like the schizophrenic group, 
this group contained 16 boys and seven 
girls and its median age was eight years. 


4. Twenty-three mothers of these normal 
children, 


K 


RESULTS 


The primary comparison is that of the 
mothers of the schizophrenic children and 
the mothers of the normal children (see 
Table 1). The speech of the mothers of 


the normal children is clearly superior to 
the speech of the mothers of schizophrenic 
children. (With reference to the listener's 
general estimate of speech, the probability 
that the speech values of the mothers of 
normal children are not different from 
those of the mothers of schizophrenic 
children is less than .01, using a one-tail 
Mann-Whitney U Test.) Undoubtedly, the 
average mother of the schizophrenic child 
represents a poorer speech model for her 
child to imitate than does the mother of 
the normal child. 

Aside from general adequacy of speech, 
do the two groups of mothers differ in 
capacity to convey meaning and mood? 
(These two qualities are included with 
other qualities in arriving at the general 
estimate of speech to which we have pre- 
viously referred.) The ratings of the two 
groups>of mothers confirm that they are 
clearly different in these very important 
qualities which reflect their communicative 
effectiveness,* 


4The bases for these ratings may be found in 
part in the following portions of our check sheet 
which focus specifically on communication of 
meaning and mood : 
Is meaning expressed and comprehended ac- 
curately ? (limited expression ; limited compre- 
hension; confused expression; confused com- 
pr¢hension ; literal ; ungrammatical ; verbose; 
tangential; distorted; babbling; neologistic; 
miswording ; echolalic; perseverative ; exces- 
sive questioning ; irrelevant; other: ——— 


Are mood and mood communication appro- 
priate? (inappropriate to situation ; inappro- 
priate to content; otherwise inadequate : in- 
sufficient, “flat,” other : 


TABLE 1 


General Estimates of Speech and Language and Rati 
Mothers of Normal Children and Mothers of Schizophrenic Children 


ings of Communication of Meaning and Mood, 


GENERAL ESTIMATES 


QUALITY OF SPEECH AND COMMUNICATION COMMUNICATION 
Steed OF MEANING OF MOOD 
ats NUMBER OF MOTHERS NUMBER OF MOTHERS 
NORMALS SCHIZO, No! Faire 

TOTAL 23 23 maa scmzo. NonmaLs s 

Excellent 0 0 2 0 3 1 
Good 4 1 7 1 i 0 
Fair 13 5 9 6 ; 7 
Poor 4 9 4 14 7 7 
Very Poor 2 f: 8 1 2 a 3 
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Thus, the mothers of the normal children- 


are superior to the mothers of the schizo- 
phrenic children in ability to express mean- 
ing. (The probability that the two groups 
of mothers are not different in the capacity 
to express meaning is less than .01 using 
a one-tail Mann-Whitney U Test.) Similar- 
ly, the mothers of the normal children are 
superior to the mothers of the schizophren- 
ic children in ability to convey mood. 
(The probability that the two groups of 
mothers are not different in the capacity 
to express mood is less than .01 using 
a one-tail Mann-Whitney U Test.) 

Previous studies have already established 
the superiority of normal children over 
schizophrenic children in speech and voice. 
We have proposed a comparison of the 
four groups of subjects, that is, the mothers 
of schizophrenic children, the mothers of 
normal children, the schizophrenic chil- 
dren and the normal children. For pur- 
poses of this four-group comparison, we 
_may study Table 2, where we employ the 


TABLE 2 


General Estimates of Speech and Language of Mothers of Normal Children, Mothers of 
Schizophrenic Children, Normal Children and Schizophrenic Children 


of the mothers of schizophrenic children 
turned out to be so poor as not to be 
significantly differentiated on our scales 
from the speech of their children. (The — 
two-tailed Wilcoxon Matched Pairs Signed 
Ranks Test showed no significant difference 
at the .05 level.) It is most pertinent for 
us that mothers of schizophrenic children 
were more impaired in speech than we 
had anticipated. 

In short, our major finding is serious 
speech impairment in the mothers of 
schizophrenic children, and consequently 
only two broad levels of speech emerge 
in the four-group comparison: the normal 
children and their mothers at one level, 
and schizophrenic children and their 
mothers at a lower level (see Figures 1 
and 2). 


DISCUSSION 

Apart from the fact that these mothers 
of schizophrenic children are poor models — 
for their children to emulate, they are — 


QUALITY NUMBER OF MOTHERS OF 


NUMBER OF CHILDREN 


SCHIZOPHRENICS — 


NORMALS SCHIZOPHRENICS NORMALS 
TOTAL 23 23 23 
Excellent 0 j 0 2 0 
Good 4 1 biG 0 
Fair 13 5 8 IE 
Poor 4 gania 4 14 
Very Poor 2 8 2 8 


general estimate of speech. The highest 
ratings are obtained by the normal chil- 
dren and their mothers. These two normal 
groups are not differentiated in general 
estimate of speech, (The two-tailed Wil- 
coxon Matched Pairs Signed Ranks Test 
a no significant difference at the .05 
evel. ) 

As has already been stated, Table 2 
shows that mothers of the normal children 
are superior to the mothers of the schizo- 
phrenic children. But finally, in contradic- 
tion of our prediction that the speech of 
mothers of schizophrenic children would 
lie intermediately between their children 
and the two “normal” groups, the speech 


impaired in ability to communicate mean- — 
ing and mood. It may be inferred that — 
they are less capable of assisting their 
children to focus and refine their com- 
municative, and perhaps more general 
adaptive, strivings, inasmuch as their own 
meanings and affective cues are unclear 
and inadequate. These data do not touch 
on the possible contribution of the schizo- 
phrenic child’s intrinsic deficiencies in 
imitation and learning. oa) 

It is true that the investigations of the ~ 
broad field of communication in childhood 
schizophrenia, within which this study 
falls, touch on only one facet of the 
massive ¿phenomenology encompassed by 
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FIGURE 2 
| General Estimates of Speech and Language of Schizophrenic Children and Mothers of Schizophrenic Children 
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true that the study of the speech of the 
mothers of schizophrenic children casts 
light on only one factor in the development 
of the deviant speech of their children. 
Yet the communicative aberrations of 
schizophrenic children represent a central 
and pervasive disturbance, extremely del- 
eterious in its impact on the cognitive 
and affective responses of these children 
and on their human relationships. We 
may also assume that some of the influences 
of significance in the deficient speech de- 
velopment of schizophrenic children are 
akin to those affecting their deviant de- 
velopment in other adaptive functions. 

In the search for an etiologic explanation 
for childhood schizophrenia, a useful ap- 
proach is one which focuses on the factors 
affecting specifically defined and delineat- 
ed ego dysfunctions on whose existence 
in the children all observers would agree. 
Indeed, at the present time it would 
seem more productive to concentrate re- 
search efforts on the determinants of each 
of the easily definable and ostensive ego 
deficits in children diagnosed as schizo- 
phrenic than to look for the ultimate cause 
of that more doubtful entity known as 
childhood schizophrenia. In doing so, one 
must take into account the fluid responsive- 
ness of each adaptive function to a mul- 
tiplicity of historical and transactional 
processes, This is indisputably true in the 
case of speech, a learned function which 
requires that the child have an inherent 
capacity to imitate, that he be in the 
presence of adults whose speech is suit- 
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In 1919 a book by Rogers and Merrill(36) 
entitled Dwellers in the Vale of Siddem was 
published. It was one of the classical 
studies of socially and intellectually inade- 
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Tako “able for him to imitate and that the en- — 


vironment present him with an effective 
set of contingencies for reinforcing con- 
ventional speech patterns. ie 
“The present study supports the hypothe- 
sis that one factor affecting the aberrant: 
speech of schizophrenic children is the 
influence of poor speech and communica- — 
tive capacity in one of their earliest objects 
available for emulation and as a source 
of reinforcement, namely, their mothers. : 
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quate families which were so often quoted 
to document the familial, hereditary and 
hopeless aspects of mental retardation. How- 
ever, 40 years later a follow-up study on — 
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one of the Vale of Siddem families, namely 
_ the Glade family, was published by Reed 
and Phillips(32). All of the Glade family 
descendants were found and studied. Con- 
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Glade family had moved considerably 
toward the socioeconomic norm. Their in- 
 telligence levels and social adequacies had 
_ improved considerably. All of the Glade 
family had emancipated themselves from 
eir miserable habitat in a ravine, and 
ost of them had “made good” in society. 
_A high percentage of the descendants were 
‘intellectually normal. A few were bright, 
_and one girl whose father had an IQ of 77 
had an IQ of 160. 

This family study has been presented 
more for symbolic than for didactic reasons. 
The improvements perhaps were due par- 
tially to faulty original estimates and par- 
tially to mating with better genetic stock. 
That environment interacting with heredity 
contributes substantially to intellectual de- 
velopment is now beyond doubt. However, 
the changes would remain almost unex- 
plainable unless a great share of the Glade 
family underwent environmental changes 

and improved education. Thus we see that a 
_ deeper understanding of this interaction of 
_ environment and heredity is needed; we 
must attempt also to define the exact psy- 
_ chosocial mechanisms which may produce 
_ mental retardation, thereby distinguishing 
j “absolute” mental retardation from the 
“relative” and “apparent” forms of this 
| syndrome(24). 

We would like to review briefly some of 
= our experiences at the Mental Retardation 

Clinic of the Nebraska Psychiatric Institute 

with a relatively large group of children 
-who presented with clinical findings that 

turned out to be possible facades of mental 
retardation. This review of clinical findings 
will then be followed by a closer look at the 
emerging body of clinical and basic re- 
search findings to further elucidate the 
psychosocial mechanisms that may have 
been operative in our sample and hence 
productive of the facades of mental retarda- 
| tion. The associated challenges to the child 
psychiatrist will be emphasized. 4 


CLINICAL FINDINGS 


Since 1958, a Mental Retardation Clinical 
Evaluation Unit has been in operation at the 
Nebraska Psychiatric Institute. This unit 
was designed as a pilot screening project, 
with focus on children under eight years of 
age. Patients were referred by a variety of 
sources, but all children had one feature in 
common—a clinical suspicion of mental 
retardation. 

During a five-year period (1958-1963), 
a total of 616 children from age seven days 
to eight years were evaluated by a full 
clinical team consisting of a social worker, 
pediatrician, neurologist, psychiatrist, psy- 
chologist and speech therapist. Routine 
radiographic, electroencephalographic and 
blood and urine laboratory examinations 
were obtained. Special laboratory tests and 
consultations were obtained when clinical 
suspicion suggested their need (e.g., urinary 
amino acid analysis, cytogenetic survey, 
cardiological consultation, etc.). Individual 
psychiatric examination of each child 
focused on the quantity and quality of 
emotional interaction in the child and the 
parent(s)-child unit. During the last year of 
our study, segments of a standardized play 
room interview with each child were video- 
taped. 

The findings and impressions of the ex- 
aminers were fully reviewed at a case 
conference with all members of the clinical 
team present. Diagnostic and possible treat- 
ment recommendations were the focal 
points of the case conference on each child. 
Whenever a problem of diagnosis or 
treatment could not be resolved, a reeval- 
uation (after a period of time) or inpatient 
evaluation was recommended. Thus, the 
psychiatric problems presented by these 
children were seen as part of the total 
clinical picture that emerged from the 
evaluation considerations noted above. 

The etiological classification and defini- 
tion of mental retardation employed were 
those of the American Association on Men- 
tal Deficiency (AAMD) (19). The psychi- 
atric diagnostic entities are consistent with 
the nomenclature of the American Psy- 
chiatric Association(1). General character- 
istics of the entire group of children studied 
have been reported (26). : 
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It was the consensus of our clinical staff 
that 191 of the 616 children studied in 
this project displayed prominent psychiatric 
problems—with and without an associated 
finding of mental retardation. Analysis of 
this group of 191 children revealed two 
distinct groups: a) 40 children were con- 
sidered to have primary emotional distur- 
bances without mental retardation and b) 
151 were considered to be both emotionally 
disturbed and mentally retarded. 


PRIMARY EMOTIONAL DISTURBANCES 


Table 1 reviews the 40 children who were 
deemed to have primary emotional dis- 
turbances. This particular group of children 


TABLE 1 


Primary Emotional Disturbances without 
Mental Retardation in 40 Children. 


TYPE OF PSYCHIATRIC DISTURBANCE 


NUMBER 

Functional psychosis 3 
Psychoneurosis 1 
Personality disorder 2 
Special symptom reaction 8 
Adjustment reaction 25 
Psychiatric disorder, NFS 1 

Total 40 


gives clinical reality to the concept of 
pseudo-mental  retardation(12). Further 
psychiatric study and treatment of this 
group of children revealed four common 
mechanisms that were operative in the-pro- 
duction of their initial clinical facade of 
mental retardation: 1) the deleterious 
effects of chronic anxiety as an attention 
distracting device for ongoing learning pur- 
suits ; 2) suppression of curiosity associated 
with prolonged psychotoxie experiences of 
early childhood; 3) instances where the 
intellectual functions became invested with 
symbolic significance and then underwent 
conflict regression (e.g where only one 
parent was concerned with the child’s in- 
tellectual activities and the child associated 
Masculine or feminine attributes with learn- 
ing, with subsequent rejection of learning 
attributes); and 4) the presence of re- 
gressive (psychotic) emotional disturbances 
which drastically interfered with the assimi- 
lation of incoming information. 


This group of children illustrates one of ~ 
the very early trends in the differentiation of 
the psychosocial etiologies of mental retar- 
dation, which was the more intensive study 
of the relationship between emotional dis- 
turbance and mental retardation. This trend 
was epitomized by the saying, “Is he mad 
because he is retarded, or is he retarded 
because he is mad?”(13) Thus one of the 
initial uses of the term “facade” in regard to 
mental retardation was in relation to the 
concept of pseudo-mental retardation. 

Kanner’s classical delineation of the syn- 
drome of early infantile autism(23) pro- 
duced an increased psychiatric interest in 
the severe emotional relationships of chil- 
dren with mental retardation on a patholog- 
ical basis(2, 14, 35). Further contributions 
(3, 22) have delineated some of the rela- 
tionships between emotional disturbance 
and mental retardation, the role of special 
sensory dysfunctions, sociocultural varia- < 
tions and specific cerebral dysfunction syn- ~ 
dromes which may superficially resemble < 
clinical pictures of mental retardation, This | 


increased psychiatric interest has culmi- — 


nated in the present status of clinical < 
sophistication wherein the designation of 
“pseudo-mental retardation” , signifies a 
clinical caution as to misdiagnosis rather 
than a discrete entity. By 


THE EMOTIONALLY DISTURBED AND 
MENTALLY RETARDED CHILD 


Turning now to the 151 children in our 
sample who were noted to be both mentally 
retarded and emotionally disturbed, Tables 
2 and 3 review the spectrum of etiological 
and psychiatric diagnostic findings. After 
full clinical team evaluation, 117 of these — 
children were noted to have well-known — 
types of mental retardation. However, ref- 
erence to AAMD category 8 in Table 2 re- — 
veals that 34 children were classified there- 
in. This particular AAMD category has ` 
been spiritedly debated as to whether or — 
not it is a “wastebasket” category(10, 16). 
Further, there is serious question whether ~ 
the depressed level(s) of intellectual func- 
tioning noted are “fixed” or not (4, 29). $ 

Although both sociological and biological 
predisposing factors have been implicated 
in the occurrence of mental retardation in 
different sectors of the child population, 
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TABLE 2 


Etiological Diagnosis and Level(s) of Intelligence in 151 Emotionally Disturbed 
and Mentally Retarded Children 


g PRESENCE AND DEGREE OF MENTAL RETARDATION 


BORDER- 
AAMD CATEGORY SUBTOTAL LINE INDEFINITE MILO MOD. SEVERE 
|. Infection 8 1 0 2 4 1 
I. Intoxication 2 1 0 1 0 0 
Ill, Trauma or physical agents 17 6 0 6 3 2 
IV. Disorder of metabolism, growth or 
nutrition 0 0 0 0 0 0 
V. New growth 2 0 0 we! 1 0 
VI. Unknown prenatal influence 20 1 0 4 7 8 
VII. Unknown or uncertain cause with 
q structural reaction manifest 68 10 3 25 17 13 
VIII, Unknown or uncertain cause with 
4 functional reaction manifest 34 10 3 12 6 3 
’ Total 151 29 6 51 38 27 
M ———— — = 
TABLE 3 
Psychiatric Aspects of the Emotionally Disturbed and Montally Retarded Group (N — 151) 
F CBS WITH CBS WITH PSYCHIATRIC 
k ; BEHAVIORAL PSYCHOTIC FUNCTIONAL ADJUSTMENT DISORDER 
 AAMD CATEGORY REACTION REACTION PSYCHOSES REACTION NFS 
I. Infection 6 0 0 1 1 
IL. Intoxication 2 0 0 0 
III. Trauma or physical agents 14 1 0 3 1 
IV.. Disorder of metabolism, growth or 
+ nutrition 0 0 0 0 0 
V. New growth 2 0 0 0 0 
VI, Unknown prenatal influence 17 1 0 4 2 
y VII. Unknown or uncertain cause with yH 
structural reaction manifest 42 oll 3 13 6 
* VIN. Unknown or uncertain cause with 
functional reaction manifest 1 14 2 18 1 
7 Subtotal 84 27 5 39 11 | 


Total 167 ** > 


"A similar group of children (developmental delay, emotionally disturbed but without clinical Indices of physical or neuro- 

logical involvement) was studied and treated by Rank(31). Follow-up study of her sample(33) suggests a sizable portion 

who were not mentally retarded. This raises the associated problem of just what is a chronic brain syndrome (CBS) in 

< childhood(22),. 

** The “mixed” clinical pictures (e.g., a child with a chronic brain syndrome, with associated behavioral reaction and an 
adjustment reaction) eventuated in more final diagnoses (167) than the number of children (151). 


the children most commonly grouped in of the parents of these children are inter- 


-AAMD category 8 have an exceedingly 


high association of sociocultural-environ- 
mental factors which are commonly con- 


‘sidered to be inimical to normal intellectual 


development. In the 34 children we noted 
in AAMD category 8, there were certain 
known biases operative. For example, since 
the Nebraska Psychiatric Institute is a pub- 
lic facility, referrals from upper socioeco- 
nomic status groupings tend to be infre- 
quent. When the education and g¢cupation 


related in the Hollingshead Two-factor In- 
dex of Social Position(20), 70 percent fall 
into the two lowest status categories. 

That intellectually and culturally impov- 
erished home environments do not provide 
the child with adequate intellectual stimula- 
tion and models for learning is well known. 
A higher incidence of prematurity an 
other complications of pregnancy and de- 
livery in the lower socioeconomic groups 
has also been reported(28). In addition, 
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cerebral dysfunction syndromes have been 
noted to be inversely related to social class 
standing(27). Thus, socioeconomic class, 
with its numerous psychological and phys- 
ical aspects, would seem to emerge as an 
important factor in the causes of mental 
retardation in this particular AAMD cat- 
egory. The designation of “cultural familial” 
as an entity within this category has pro- 
duced further clinical confusion rather than 
any etiological or diagnostic clarity. Indeed, 
the vague concept of “cultural familial” 
mental retardation may truly justify the 
wastebasket criticism of this entire AAMD 
category(4). 

Interestingly, it is in these very cases of 
“cultural familial” mild mental retardation 
that the clinician experiences the “soft 
neurological signs” and a bewildering spec- 
trum of signs and symptoms. Distinct etio- 
logical considerations become ‘blurred. 
Rather than distinct neurological findings, 
we more often noted the symptomological 
spectrum of “minimal cerebral dysfunction” 
as manifested by subtle manifestations of 
sensory, language, motor or perceptual 
malfunctioning. The associated clinical and 
personal historical information had to be 
interpreted carefully so as to properly eval- 
uate these signs of mild dysfunction within 
the context of a given child's over-all 

` developmental course. We have also noted 
that the behavioral manifestations of brain- 
damaged children are more often depen- 
dent upon the social milieu and manage- 
ment abilities of the child’s caretakers— 
CE than on specific brain dysfunction 
5, 15). 

From the data presented, one wonders if 
the group of children with primary emotion- 
al disturbances, had they been initially 
examined at a later date, would not have 
closely resembled their counterparts in the 
emotionally disturbed and mentally retarded 
group (AAMD category 8). Indeed, only 
the clinical finding of mental retardation 
differentiated many of the members of 
these groups from one another. We may 
speculate that only the relativity of the 
dimension of time may have differentiated 
a fleeting facade of mental retardation in 
the first group from the “fixed” mental re- 
tardation in the second group. Since these 
two groups in our sample comprised 74 


children (or one of every nine children 
evaluated) they are frequent clinical oc- | 
currences, : 


BISCUSSION 


These considerations have eventuated 
in a renewed clinical interest in the deter- 
minants of mental retardation in the young 
child. Although it is presently almost im- 
possible to separate the intrinsic or con- 
stitutional parameters of early intellectual 
development from the experiential factors 
involved, it is time to further explore the 
nature of this interaction and attempt to 
define some of the exact psychosocial mech- 
anisms which may produce mental retarda- — 
tion. We would like to review some of the 
emerging clinical and basic research find- 
ings which may illuminate and hopefully — 
answer some of these questions. 

Over the last three decades we have — 
witnessed the emergence of markedly | 
changed professional views concerning the 
concepts of fixed intelligence, pred ae 
mined developmental schedules and models 
of brain functioning. Follow-up studies of Í 
large groups of young children have re- ` 
vealed distinct changes in intellectual abili- 
ties resulting from changes in the social, — 
educational and physical environment. | 
These findings have eventuated in the re- F 
evaluation of the operational concept of i 
intelligence(21). The marked interferences 
with the evolution of orderly develop- — 
mental milestones in the infant by adverse — 
emotional, social and physical environmen- 
tal factors have also been dramatically docu: 
mented (6, 25, 34, 39). Rene 

The current model of brain functior t 
has undergone quite a change from thè — 
previously held concept of static brain 
function modeled on the brain as a tele~ 
phone switchboard. Presently, the model of — 
brain functioning is exemplified by the 
electronic computer. The interrelationships 
between these recently reevaluated points 4 
of view has been summarized as follows: 
“Experience may be regarded as program- 
ming the intrinsic portions of the brain for 
learning and for problem solving, and thus — 
intellectual capacity at any given time may 
be conceived as a function of the nature — 
and quality of this programming” (21). ; 

The Hebbian theory(18), that the brain 


input in order to develop or even function 
properly, is also in keeping with this dy- 
namic model of intelligence as being cru- 
cially dependent upon psychosocial stimu- 
lation. It is interesting to note just how 
_ recently it was believed that early growth 
and development of the infant was a pre- 
_ determined process which automatically un- 
folded and indeed thrived best when social 
contact with the infant was held to a mini- 
mum(38). 
Closely related to these reconsiderations 
_ of intrinsic parameters are the theoretical 
and clinical reevaluations of the importance 
and role(s) of the basic drives. It is now 
generally agreed that curiosity is a basic 
innate drive in the infant. For example, 
_ Wertheimer(41) has shown that in the 
infant's first day of life, he will attempt to 
Visually locate the source of mild auditory 
stimuli. This suggests both unlearned cross- 
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‘easonable to assume that when this curios- 
__ ity drive is reinforced, learning is enhanced. 
_ If this curiosity is not reinforced, the curios- 
_ity drive may be dampened or even extin- 
guished, resulting in a relative indifference 
to new experiences with consequent mental 
_ retardation or other forms of atypical intel- 
lectual growth, 

Closely allied to the reevaluation of basic 
_ drives has been our changing concept of the 
_ role of motivation in personality develop- 
_ ment. The psychoanalytic school initially 
_extended the insight that early emotional 
experiences were extremely important and 
that early cognitive experiences were of 
only secondary importance, However, the 
numerous clinical contributions concern- 
ing the intellectually crippling effects of 
emotional and situational deprivation syn- 
dromes have repeatedly demonstrated the 
crucial importance of early perceptual and 
cognitive experiences in the elaboration and 
growth of intelligence(17), 

These considerations bring into focus the 
question of what experiential factors are or 
are not conducive to the growth of intelli- 
gence in a child. Exploration of the expec- 
tant mother’s fantasies of her unborn child, 
the crisis surrounding the birth process itself 
and the quality and quantity of mothering 


that a given child receives have all bee 
closely scrutinized. The total relationsh 
between the mother and the child has b 
doubly explored: 1) the emotional ri 
cussions of this relationship which may | 
to future psychiatric disturbance rang 
from mild neurotic features to severe aul 
and 2) the major importance of this p 
relationship as being perhaps the m 
crucial learning situation for the child. © 
This latter aspect of the proto-relationsh 
has not been emphasized as much ai 
should be in its relationship to initial 
future intellectual growth. If the child 
an unsatisfactory learning experience 
this proto-relationship, it may destroy th 
“learning to learn attitude,” and mei 
retardation or intellectual underac 
ment may eventuate. Bowlby(7), in 
viewing these factors, theorized that tht 
mother ïs initially the infant's ego 
superego; her withdrawal produces 
menting of the child’s personality. He al 
pointed out the major significance of 
child's need for identification with th 
mother as a teacher surrogate in order 
learn. If the mother is withdrawn or oth 
wise not available to the child, identifici 
tion and learning stop. ' " 
Recent contributions by child psych 
trists have increased our knowledge of 
psychosocial and organic factors whi 
may alter this proto-relationship. 
studies on primary reaction patterns 
children(40), the concept of crisis as 
appliés to altering the mothering patte 
toward the child(11) and the increasing 
terest in evaluating the role of mild ne 
logical handicaps as they alter the child’ 
response to mothering(5, 37), are all ci 
tinuing challenges in this clinical area. 
example, recent contributions concern 
the respéctive “matching” of the i 
basic behavioral patterns with the pers 
ity characteristics of the mother and 
resultant mothering situation have led 
dynamic intervention into some of the p 
viously noted psychosocial mechani: 
which can stifle the child’s intelle 
growth(8). These considerations can le: 
to support of the mothering relationship 
that the mother’s “incentive” toward mo 
ering her child is positively reinfor 
rather than running the risk of mother 


1966 | 


FRANK J. MENOLASCINO 


disengagement wherein she may start only 
to “care” for “it.” Here the challenge to the 
child psychiatrist is primary intervention 
into the mother-child crisis situation—rather 
than secondary or tertiary intervention 
with its possible adverse emotional and 
cognitive sequelae for the child, and unful- 
fillment and perplexity for the mother. 

As previously noted, socioeconomic class 
standing, with all of its psychological and 
physical ramifications, is also an important 
determinant in the psychosocial etiology of 
mild mental retardation. This facade of 
mental retardation was quite thoroughly 
elucidated in the President’s Panel on Men- 

_ tal Retardation(30). The associated concept 
of the culturally disadvantaged child also 
needs further study. 


CONCLUSION 


All of the foregoing psychosocial factors, 
which may be relevant to the etiology of 
mild mental retardation in a given child, 
suggest caution as to the interpretation of 
any given clinical signs in a child sus- 
pected of being mentally retarded. For 
example, the foregoing considerations make 
it equally probable that a given child’s hy- 
peractivity may be the motoric expression 
of anxiety, a manifestation of brain damage 
or both. Similarly, a short attention span 
may be the product of an inadequate 
mothering relationship in infaney—suggest- 
ing that the mother was unable to operate 
as a selective stimulation barrier for the 
child ; or it may be a symptom of defeetive 
midbrain screening of incoming stimuli. 
Thus the symptomatic nature of mental 
retardation, in association with possible 
multifactorial causes for any given behav- 
ioral manifestation, increases not only our 
vista of possible etiological causation but 
also the possibilities for more specific treat- 
ment. 

All of these considerations are pertinent 
to the growing clinical impression that the 
bulk of the children presently designated as 
mildly retarded” are not fixed at this level 
of intellectual functioning(9, 29). These 
clinical and theoretical contributions sug- 
Sest that a large proportion of the mild men- 
tally retarded group probably consists of 
two major clusters: a) children who were 
Subjected to severe and prolonged psy- 


chotoxic experiences in early childhood with 
resultant relative fixation of intellectual 
growth ; lacking definitive psychiatric care, 
the relative fixation may have become per- 
manent; and b) children who have min- 
imal cerebral dysfunction syndromes with- 
in the context of adverse sociocultural and 
economic factors; they probably could 
have profited from specific psychiatric and 
educational programs at the pre-kindergar- 
ten level, but without these therapeutic- 
educational interventions, the full repertoire 
of intellectual growth was not consummat- 
ed. Thus, in the near future, this large group 
of children who are presently categorized 
as “mild mentally retarded” may become 
amenable to treatment and educational 
approaches which can hopefully lead to 
programs of prevention. Because of its wide 
personal, social, educational and vocational 
repercussions, this facade of mental retarda- 
tion has priority in its continuing challenge 
to the child psychiatrist. E 
In closing, we have attempted to review 
some of the present clinical and theoretical | 
parameters of that general group of the child 
population which Kanner(24) referred 
to in 1948 as the “apparent” and “relative” 
forms of the syndrome of mental retarda- 
tion. We are continuing to explore the 
challenge to the child psychiatrist which he 
outlined at that time as follows: “This 
Journal issue (on mental retardation) is a 
logical outgrowth of a development which 
has tended to make the study of ‘feeble- 
mindedness’ and its ramifications an im- 
portant, instructive, and inseparable part of - 
the field of Child Psychiatry. Nothing has — 
contributed to this trend more potently than _ 
the work that has been done in the area, 
covered by the term and concept of ‘pseu- 
do-feeblemindedness’” (p. 363). i 
From the dire prognostic overtones of 
the initial study on the Dwellers in the — 
Vale of Siddem to Kanner’s more optimistic ~ 
“progress” note to the present sociocultural- 
economic experiment in Appalachia—we 
note continuing interest and empathy, both 
lay and professional, for those factors and 
conditions that may eventuate in a facade 
of mental retardation. The child psychia- 
trist is in an ideal position to employ the 
present clinical and theoretical bodies of 
knowledge concerning the psychosocial 
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factors that can produce mental retarda- 
tion, and formulate meaningful programs of 
treatment and prevention. 
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INTEGRATION OF A MENTAL RETARDATION PROGRAM 
INTO A SERVICE OF CHILD AND ADOLESCENT 
PSYCHIATRY IN A GENERAL HOSPITAL 


ROBERT EVANS, M.D. 


The literature abounds with promising 
studies in the conceptualization, etiology, 
social implications, clinical diagnosis, man- 
agement, therapy and prevention of men- 
tal retardation. Researches with genic, bio- 
chemical, chromosomal, neuropathological, 
neurophysiological, epidemiological, socio- 
cultural, familial and dynamic-intrapsychic 
emphases are in progress and have yield- 
ed valuable clues to the grasp of this mul- 
tidimensional problem, some of them 
amounting to major Each 
of references 2, 4, 5, 6, 7, 8, 9, 10, 12, 13, 14 
and 15 was chosen because it has a 
| “pon one or another of the considerations 
cited or because it includes an especially 
useful bibliography. 2 
: Gardner(5) emphasizes the vital impor- 
tance of including the study of mental re- 
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tardation in the training program in child 
psychiatry. Among a number of sound su 
gestions, he recommends that every child 
psychiatry clinic establish one section or — 
unit that will devote its entire time to 
questions of differential diagnosis and treat- 
ment of children who are mental retardates 
or who demonstrate marked educational 
disabilities even though their measured in- — 
ce falls within the normal range. 

Potter(12) also urges the inclusion of — 
mental retardation studies in the training 
program in child psychiatry, He sums up 
the efforts he has made over the years to 
direct attention to the stultifying effect 
upon workers in the field of the “defect” 
point of view, a conceptualization which 
has little relevance for the mildly retarded 
who form the vast majority of the retarded 
population. 

In a recent essay, Gardner(6) makes 
provocative suggestions of basic contribu- 
tions that can be made by the child psy- — 
chiatry clinic. His own studies in basic — 
word ambivalence(7) have important im- 
plications for the retarded child. Tarjan(14) _ 
also refers to the opportunity for research — 
in ego pfychology in a paper surveying ` 
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the entire field of research. More recent- 
ly he reviews the research approach to 
the problem from the point of view of 
the biological sciences(15). He also places 
stress upon the many practical applica- 
= tions of known concepts in management 
and prevention and points out that this 
application need not await the definitive 
completion of basic research(13), Adam- 
son(1) reviews the implications for ser- 
vice to the retarded in the child guidance 
clinic. 

These brief excerpts from a vast and 
growing literature are reflections of an in- 
formed and hopeful attitude that is replac- 
ing the pessimistic conceptualizations of 
the past based upon the “defect” point of 
= view. Philips, Jeffress, Koch and Boat- 
~ man(1l), in an encouraging article, de- 
= scribe the application of psychiatric ser- 
vices for the retarded at the Langley Porter 

Clinic. Yet the traditional approach of 

the child guidance clinic, and of psychiatric 

training programs in general, continues to 
neglect the opportunity and the responsibil- 
ity of working with retarded children and 
__ their families. Gardner(6) comments upon 
the paradox of the accumulation of sound 
= and usable knowledge with an undue delay 
in its application. 
Such an omission is especially significant 
in the community mental health center, 
_ where policies of exclusion surely have no 
„ place. A great deal of work is undoubtedly 
accomplished in centers where retarded 
children are not excluded but are not 
studied as a special category. Perhaps such 
an approach has merit in that it avoids 
` “labeling” and thereby the subtle rejection 
that can follow a child in spite of the best 
intentions. Nevertheless, the institution of 
a structured program has advantages from 
the points of view of management, of re- 
~search and of advancing the psychiatric 
contribution to the problem. It is the pur- 
pose of this paper to describe such a pro- 
gram. 


DESCRIPTION OF AN EXISTING PROGRAM 


The Section of Child and Adolescent 
Se at St. ya Hospital serves a 
population restricted to the geographic ar 
south of 42nd Street and ae “of Fifth 

’ Avenue in New York and addrėsses itself 


to all diagnostic categories with emphasis 
upon community mental health principles. 
Within this service, which employs the com- 
bined efforts of attending psychiatrist, resi- 
dent psychiatrist, pediatrician, psychologist 
and social worker, we are developing a 
program for mildly retarded children in 
conjunction with the Department of Spe- 
cial Education of the Archdiocese of New 
York. 

The program is evolving from the work 
of an evaluation clinic which was estab- 
lished some years ago to serve the special 
classes for “educable” retarded children in 
the parochial schools. Each of these classes, 
now 12 in number, provides special educa- 
tional techniques for 15 children. Children 
enter the special class as soon as the prob- 
lem is defined (usually at the age of sev- 
en) and are sent on to public school special 
classes"at the age of 14. 

Our program aims at more than a routine 
evaluation. It proceeds on the assumption 
that a profitable vantage point for studying 
this enigmatic majority of an enigmatic 
population might be a combined medical- 
social-educational one. We have therefore 
placed great emphasis upon the cooperative 
follow-up of each child by educational and 
clinical staffs, 

The clinic staff for the retardation pro- 
gram is made up of a senior psychiatrist, 
eight psychiatric residents (part-time), a 
pediatrician, a psychologist and two social 
workers. Each case is managed by the resi- 
dent who coordinates and summarizes the 
findings of the other disciplines under the 
Supervision of the senior psychiatrist. These 
findings are discussed by the staffs of the 
clinic and of the Department of Special 
Education at a diagnostic and planning 
conference, where a therapeutic-education- 
al plarr is formulated, based upon the 
working diagnosis. The initial evaluation 
is brought to a close by a conference with 
the family at which an attempt is made to 
convey an assessment of the child with 
realistic emphasis upon his strengths, his 
weaknesses and his prospects for the future. 

The essence of the program lies in the 
Cooperative follow-up by educational and 
clinical staffs. All diagnoses are considered 
tentative, and the resident and social work- 
er remain in close contact with the teacher, 
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who is encouraged to report troublesome 
class problems, including indications for 
psychotherapy and pharmacotherapy. Pe- 
riodic visits to the classes by the clinic 
staff provide an invaluable glimpse of the 
child in the process of attempting that adap- 
tation to educational demands which is, 
after all, the primary reason for his coming 
to our attention in the vast majority of in- 
stances. Finally, a staff conference is pro- 
vided annually at which each teacher and 
the clinic staff discuss the status and the 
current needs of each child. 

A program of this magnitude can rapid- 
ly outstrip the facilities of a clinic and, in 
any case, requires great adaptability of tech- 
niques. For example, the resident usually 
performs the entire social study (in con- 
sultation with the social worker) so that the 
social worker can devote more time to in- 
tensive counseling of the more seridusly dis- 
turbed families. In a similar adaptation, 
much of the ongoing counseling of the 
families is performed by the teacher. We 
are at present in process of adding a public 
health nurse to. our staff and we have been 
careful to avoid a rigid definition of her 
` duties at this point in our planning in order 
to allow the necessary freedom for her to 
explore the contribution that can be made 
through exploitation of home visits within 
her frame of reference. The use of, group 
techniques for both parents and children 
has not as yet been attempted, but is high 
on our list of priorities. 


TRAINING OPPORTUNITIES 


From the point of view of training, we 
have been delighted by the possibilities in- 
herent in the program. The resident finds 
himself at the center of a complex process 
requiring orientation in sociological, edu- 
cational, psychological, psychiatrie, neuro- 
logical and pediatric points of view. No 
differential diagnosis demands a broader 
outlook. 

A program such as ours entails certain 
considerations which ought to be weighed 
carefully in planning its development. 
Since it is conceived as an integral part of 
a psychiatric service for children and ado- 
lescents, care must be exercised to avoid 
that dilution of professional skills which is 
always a hazard in overlapping multidis- 


‘continue long to struggle with the assess- ~ 


ciplinary efforts. Benton(3) referred to this 
problem in his presidential address to the 
American Orthopsychiatric Association in 
March 1965, pointing out the danger that 
the energy and talents of scientific person- 
nel in the field might be diverted to ac- 
tivities for which they are not well suited 
in a drive for “visible” types of activity. It 
is especially easy for the psychiatrist-in- 
training to become so involved in inter- 
disciplinary communication as to lose his — 
own perspective and thereby to attenuate © 
his major contribution to the problem — 
which, in clinical practice at least, amounts 
essentially to emphasis upon intrapsychic — 
determinants of conflict. 

Yet it seems to us that this dilution ofi 
skills is not inherent in the program itself 
but rather has to do with the approach of 
the clinic staff, Certainly in the initial stages 
of its development a large program creates 
such demands for service that the meaning — 
of the psychiatric contribution can indeed — 
become obscure. The evolution of the pro- — 
gram, however, permits a careful differen- — 
tiation of the special skills of each contribu- 
tor. bie 
Translation of findings into understa 
able terms does not of itself preclude the 
individual adherence of each discipline ` 
to its own tenets and its own methodology. — 
Inviting and absorbing the influence of 
educational findings does not make an ed- © 
ucator of the psychiatrist, the psychologist — 
or the social worker; nor can a clinician 
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ment of the retarded child without facing 
up to problems the emphasis of which is 
distinctively psychiatric. To cite but two ` 
examples, one need only refer to the com- W 
plex issues involved in the concept of psy- 
chosis in childhood and its relationship to 
retarded functioning(2) or the psychiatric 5 
implications of brain damage(4). ; 
We are not unmindful of the opinion, 
frequently expressed, that the problem of 
retardation should be exclusively the re- ~ 
sponsibility of the pediatrician. Perhaps ; 
this has some merit in those severely re- ~ 
tarded children described by Tarjan as be- 
longing in the “pathological” group, but we if 
have only to consider the vast array of the — 
milder adaptive difficulties which involve 
major pr&blems in learning to conclude 
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that psychiatric clinics ROE avoid the 
problem even if they would. In any case, 
we feel that such a narrowing of perspec- 
tive would adversely affect vital insights into 
this complex problem. 
It seems to us most important, at this 
stage of knowledge, to retain great flexibil- 
ity and to encourage the establishment of 
E types of services with varying points 

| view, Among many possible approaches, 
a valuable contribution can be made by 

i€ psychiatric service of the general hos- 
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DISCUSSION 


Grorce Tarjan, M.D. (Los Angeles, 
Calif.) .—Primarily, Dr. Evans has described 
the operational and managerial aspects of 
developing a mental retardation unit within 
a child psychiatric clinic. His patient material 
was restricted in some respects. It included 
only mildly retarded, educable children be- 
tween the ages of seven and 14 who lived 
at home and attended special classes in a 
parochial school. On the other hand, since 
evaluation by his clinic was a part of assign- 
ment to the special classroom, he had an 
opportunity to study the total group of children 
within the above limits. 

Child psychiatric involvement in mental re- 
tardation is a very timely subject. The organi- 
zationad pattern presented by Dr. Evans can 
only serve as a limited model but as such 
should be utilized to the greatest extent. Dur- 
ing the coming decade, an increasing propor- 
tion of retarded children will remain in the 
communities. Their health, including mental 
health, educational, welfare and other needs 
will be served by a variety of agencies, Effi- 
ciency and economy of professional time will 
demand that each unit of service utilize the 
capabilities of the others to the maximal ex- 
tent; that duplication be avoided and coopera- 
tion and goordination be emphasized. The col- 
laborative relationship developed between a 
school and a child psychiatric clinic, as pre- 
sented by Dr. Evans, exemplifies possibilities 
open for psychiatry. 

It would have been very desirable, however, 
had Dr. Evans given us more details on the 
benefits accrued to the children, their parents 
or the school by having every child evaluated 
in a psychiatric clinic. Could the transition 
from regular classes to special classes have 
been accomplished with no greater difficulties 
in most instances without the diagnostic work- 
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up? Would it have been more economical 
to select for intensive study only those chil- 
dren who, in addition to learning difficulties, 
presented special problems in behavioral or 
emotional adjustment? If so, what type of 
altering symptoms would have called for diag- 
nostic or treatment interventions ? 

The interagency relationship issues will be- 
come magnified as a consequence of developing 
within communities a separate mental health 
center vis-à-vis a mental retardation center. 
Unless the cooperation, the exchange of in- 
formation and personnel between these two 
centers will be full and complete, schools will 
be confronted with the difficult decision when 
to refer a child, to which of the two establish- 
ments. Dr. Evans’ experience might well give 
us the first clues on the benefits that schools 
can obtain from the child psychiatric unit of a 
community mental health center. 

I can only hope that Dr. Evans’ statement 
that “ . . . policies of exclusion surely have 
no place” in a community mental health center 
will turn out to be prophetic. It is important 
to advocate the incorporation of the care of 
the retarded into generic programs. This ap- 
proach would eliminate the dangers described 
by Dr. Evans under the term “labeling.” This 
goal can, however, only be accomplished when 
professional persons, working in any communi- 
ty service, will have acquired the necessary 
specialized skills in retardation. Until then, 
special units for retardation may well be 
required. 

Even then the definition of a generic service 
will not be solved. Are mental health centers 
generic when compared with general health 
centers ? Are child psychiatric services gener- 
ic when compared with general psychiatric 
services ? Are mental retardation centers gener- 
ic when compared either with those centers 
which are concerned with all mental disorders 
or with those which care for all children ? 
Only time will give us the answers but it 
seems certain that in our planning we should 
avoid fragmentation whenever possible. We 
psychiatrists must assume considerable leader- 
ship in this respect. 

Dr. Evans described the integration of a 
retardation unit into a general child psychiatric 
clinic. I wish he had given us more details 
concerning the stresses and problems this pro- 
cess posed to the staff, the techniques used 
for their resolution and the outcome. It would 


have been also illuminating to learn what the 

impact was on school personnel when teachers 

were consistently exposed to a new group of 

professional people—the staff of a psychiatric 

clinic. Dr. Evans described, as a basic opera- 

tional philosophy of the clinic, the nonstruc- 

tured approach concerning the roles of the 

various professional disciplines involved in. 
clinic work. I would have liked to hear more 

about the difficulties which may have arisen — 
in role identity, in interprofessional relation- 
ships and communications. 

The unusual opportunity presented in his 
clinic could also have been utilized to experi- 
ment with techniques of agency consultation” 
as contrasted with case consultation. I would 
have further enjoyed having a little more 
information about the demographic character- 
istics and the diagnostic classification of his 
patients, about the treatment that was used 
and the benefits obtained. Did the initial medi- 
cal, psychiatric, social and educational evalua- a 


tions and their follow-up improve the general- 
adjustment, the behavior or the academic 
performance of the children? Did the sup- 
portive role of the clinic enhance intrafamily — 
adjustment, particularly during the sas: i 
phase of school entrance ? i 

The patients came to the clinic during a ~ 
period of childhood stress, i. e., entrance into nA 
school. This stress is usually exaggerated in 
retarded children. The patients, who are in 
their latent years at the time of coming to the 
clinic, remain under observation through an- 
other significant stress phase of their life, ie., 
puberty. This situation affords Dr, Evansi. an 
opportunity to make observations about ‘the - 
personality development of the mildly retarded ` 
child and the impact of stress upon this 
development. 

I am sure that Dr. Evans is as deeply — 
concerned with these questions as I am ; how- 
ever, at this time he limited his description E 
to one general aspect of his program. I want 
to thank him for bringing his information ti 
us and would like to encourage him and others = 
in similar situations to continue the observa- — 
tions and to report the findirigs. The role of ; 
child psychiatry in retardation will depend | 
upon the contributions we make. Our poten- 
tials will increase through intensification of 
our research efforts and communication of our. | 
findings. | ae 


__ The psychiatrist evaluating a symptomat- 
ic adolescent faces the problem of differ- 
ntiating between the clinical manifesta- 
ions of psychiatric illness which requires 
tment and of adolescent turmoil which 
ay subside with growth. This presents a 
nical dilemma, the horns of which are 
| further sharpened by both psychoanalytic 
‘theory and the APA diagnostic manual(13). 
Psychoanalytic theory(1, 2, 4, 5, 6, 9) 
ggests that the growth process at this 
developmental stage causes such emotional 
noil that adolescence may not be nor- 
al without symptoms. The APA manual 
reflects this view in its category “adjust- 
ent reaction of adolescence,” which em- 
braces those patients whose symptoms are 
acute, transient, related to growth, regard- 
` less of type, i.e., neurotic or psychotic. 
If psychiatric symptoms are common in 
; most adolescents, how can a given clinical 
picture be evaluated? To put the matter 
a practical test, we compared 101 ado- 
cent patients with 101 matched controls 
who had never seen a psychiatrist, We 
found, as described in another paper(10), 
that though psychiatric symptoms are com- 
= mon in control adolescents, they tend to 
be those of anxiety, depression and im- 
- maturity and not the psychiatrically more 
serious symptoms of schizophrenia or per- 
sonality disorder, 
Since there were a number in the control 
group who were psychiatrically ill, and 
so a number in the patient group who 
were not psychiatrically ill, we decided to 
~ focus more sharply on the issue of turmoil 
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versus illness by comparing the relatively 
healthy with those psychiatrically ill. 

We posed several questions. First, could 
a psychiatrist, using the traditional psy- 
chiatric concept of illness, select a group of 
healthy and a group of ill adolescents from 
these two initial groups? Second, if he 
could, would the differences between 
healthy and ill be greater than those al- 
ready found between patients and con- 
trols? Finally, what bearing would these 
findings have on current concepts of the 
relationship between adolescent turmoil 
and psychiatric illness ? 

This paper, one of a series reporting on 
a longitudinal study of adolescent patients 
and controls, details our method of select- 
ing a group of relatively healthy adoles- 
cents, describes their characteristics and 
shows how they differ from those adoles- 
cents who are psychiatrically ill. 


METHOD 


We selected the psychiatrically ill (P.1.) 
from a group of 101 admissions to the ado- 
lescent outpatient clinic and the relatively 
healthy (R.H.) from a matched group of 
adolescents from the community. The clin- 
ic admissions consisted of 68 boys and 33 
girls; ages 12-18. The community adoles- 
cents were matched to this group for age, 
Sex, race, religion and grade and were 
selected by random sampling from the ros- 
ters of the same schools. Techniques of 
examination, organization and analysis of 
the data and some of the results in these 
two groups have been reported(11). 

e interviewing was conducted by four 
Psychiatrists who had standardized their 
observations through a preliminary series 
of interviews. Every patient was seen by 
two psychiatrists for an hour each; the 
mother was seen by one psychiatrist. Every 
control was similarly seen by two psy- 
chiatrists, but the mother was seen by a 
social worker. The control interviews also 

ered in that one of the psychiatrists 
administered a questionnaire designed to 
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cover the entire spectrum of psychopathol- 
ogy. The information obtained was organ- 
ized into categories, coded and punched 
on IBM cards for analysis. 

We then reviewed all 202 cases clinically 
to select two groups: one that we could 
say with greatest confidence was relatively 
healthy and one that we could say with 
greatest confidence was ill. Using the tradi- 
tional psychiatric criteria of symptoms and 
impairment of functioning, we defined the 
relatively healthy, as recently described 
by Offer(12), to be those adolescents who 
did not show significant symptomatology 
or impairment of functioning, i.e., a rea- 
sonable rather than an optimal state of 
functioning; and we defined as relatively 
ill those adolescents who had clear evi- 
dence of symptomatology and impairment 
of functioning. We classified each case as 
either healthy or ill, reserving a category 
of doubtful for those of whose status we 
were not confident. 

We found a relatively healthy group of 
41 and a psychiatrically ill group of 93. 
Having used clinical judgment applied to 
all the material available in the chart to 
select the two groups, we then used stan- 
dardized categories to compare them in sys- 
tematic detail. The results of the clinical 
review will be discussed first. 


RESULTS 


Psychiatrically ill (P.I.). In order to 
have this group approximate as closely as 
possible a clinical population, we lintited 
its membership to those who had come to 
the clinic for consultation. On clinical re- 
view of the 101, we eliminated eight. In 
three we felt doubtful of the psychiatric 
status, and in five the consultation seemed 
to be a result of family conflict. The latter 
five all showed, as prominent features, con- 
flict with a pressuring mother, a chief 
presenting symptom of anxiety and some 
difficulty in school. This left 93 whom we 
confidently considered psychiatrically ill, 
an impression which was confirmed through 
follow-up five years later in 81 of the 93. 
We were unable to maintain contact with 
the remaining 12. 

Relatively healthy (R.H.). The control 
adolescents, coming from a community 
population, had never seen a psychiatrist. 


On clinical review of the 101, we found 41 
healthy and 27 ill. We considered 33 
doubtful ; in 24 the doubt was whether or 
not they were healthy and in nine whether 
or not they were ill. The doubtful and ill 
cases are being reported elsewhere. To il- 
lustrate what comprises the R.H., we pre- 
sent herewith their present and past symp- 
tomatology as noted on clinical review 
along with a case illustration. 

Present symptoms, listed below, tended 
to be single rather than multiple, of mild 
intensity and episodic in duration : a) anx- 
iety, b) depression, c) compulsive traits 
(hand washing, avoiding cracks in the 
pavement, grouping letters into threes, 
bathing twice daily, hand clenching), d)» 
phobic traits (fear of heights, being alone, 
spiders, being hit by cars), e) somatic 
complaints (headaches, backaches, GI up- 
sets, dysmenorrhea), f) character traits 
(overly sensitive, detached in relationships, 
rigid intellectualization, perfectionistic). 

The evidence of past symptomatology, 
listed below, is less adequate than that for 
the present, since parents were occasional- 


ly uncooperative in the interview, showed < 


denial themselves or had poor memory: 
a) separation anxiety 6 (one kept the bot- 
tle until three, another got up nightly until 
age six to see if mother was there, a third 
was afraid to stay alone, two had anxiety 


in going to kindergarten and had to leave, — 


another had difficulty in giving up the 


blanket and bottle), b) somatic complaints F 


(episodic histories of abdominal pain with- 


out vomiting 4, headaches 3, dysmenor- P 


rhea 1), c) psychoneurotic symptoms 
(teeth grinding 1, fear of needles 1), d) 


other symptoms (allergies 2, poor eaters 


3, enuresis 3—one to age four, one to. 
11 and one to age five, stuttering 3—one fe 
a few months, one to age nine, obesity 2. 


speech difficulty 1, over-compliance 2, 


poor social life 2). 


Case 1 (Example of R.H.). A.C., the second 
of three children, is an attractive, brown-eyed — 


16-year-old girl, in her junior year in high 
school. Intelligent, outgoing and popular, she 
is an A student, is interested in music, playing 
both the piano and violin, is active in sports 
and involved in a plethora of social activities. 
She dates about once a week, has never gone 
steady an& wonders’ about meeting the right 
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man and getting married. While she plans to 
attend college, she is uncertain about the 
choice of a career, considering both social 
work and biology. She is aware of emancipa- 
tion conflicts with her parents, “I want? to 
get out, yet I depend on them more than 
ever, yet I want to do things for myself and 
think on my own,” She complains of nervous- 
= ness before tests, mild anxiety in the dark 
and occasional GI upsets. She may be some- 
what overconcerned about her health, going 
o see the doctor when she has GI upsets. On 
examination she relates well, there is no affect 
thinking disorder ; abstractions, memory 
ad concentration are good. Little evidence 
of anxiety and no evidence of depression. 
Birth and early development were normal. 
She had a skin rash from birth to age 
ur, several episodes of stepping on cracks 
the pavement as a child. Adjustment at 

hool and socially was always good. She had 
poor appetite until age 13 and frequent colds 
until age ten, She was 
adolescence. Menarche occurred at age 14, 


other is 49, a housewife, an in- 
going person, proud of her 
children, her husband and their life together. 
Ann describes her mother as wonderful, mar- 
ous, a person whom she can talk to easily. 
Father is 51, successful business man, is tense, 
irritable, has an ulcer, tends to be somewhat 
rigid and restrictive. Ann feels that he is in- 
erested in her, but that he is stubborn. She 
argues with him, preferring to bring her prob- 
lems to her mother. The mother, having been 
raised strictly, has always given Ann a good 
_ deal of freedom which at times has created 
“conflicts with the father whose attitude was 
more restrictive. She has a brother, 26, who is 
married and out of the home and a brother 
ine, who lives at home: with both she has a 
good relationship. 
À ine below symptomatology, 
ing, demographic factors and fam- 
ationship in the two groups. 
MS 


tive level, Certainly in view of current 
theory, we could have anticipated that 
the RH. might have considerable symp- 
f tomatalogy without actually boing psy- 
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chiatrically ill. For example, an adolescent 
could have a psychoneurotic symptom 


without being psychoneurotic, or a 
schizophrenic symptom without being 
schizophrenic. Our scheme for coding 


symptomatology,’ described in detail else- 
where(11), was designed to pick up these 
symptoms, since it was descriptive, based 
on review of the presenting symptomatol- 
ogy only. The symptom patterns, similar 
to those in the APA manual(3) were 
broadly defined, each containing a num- 
ber of symptoms characteristic of that pat- 
tern. For example, symptoms in the acting- 
out pattern ranged from temper tantrums 
and rebellious behavior at school to gen- 
eral negativism, antisocial behavior and 
delinquency. An adolescent was consid- 
ered to have a particular symptom pattern 
if he had one or more symptoms within 
that pattern. 

Table 1 compares the percentage dis- 
tribution of symptom patterns in the con- 
trol, the R.H. and the P.I. groups. 


TABLE 1 
Symptom Patterns in Control, R.H. and 

P.I. Groups 

CONTROL R.H. P.I. 

(N=101)  (N=41)  (N=93) 
SYMPTOM PATTERN PERCENT PERCENT PERCENT 
Schizophrenic 5.9 0 24 
Conversion 0 0 10 
Hypochrondriacal 3.0 0 15 
Hysterical P.D, 0 0 11 
Psychôphysiologic 1.0 0 8 
Immature 14.8 0 19 
Organic 0 0 1 
Acting-out 18.8 49 50 
Sexual difficulty 10.9 49 31 
Anxiety 64,3 39.0 74 
Depression 40.6 12.2 37 
Phobic ‘é 10.9 7.3 8 
Compulsive P.D, 8.9 49 3 
Obsessive- 

compulsive 18.8 14.6 5 


If we first compare the control (column 
1) with the R.H. (column 2), we notice 


1 The reliability of coding for symptom patterns 
was tested by determining the i of agree- 
ment of two coders independently coding 33 cases, 
The range of agreement was 48-100 percent, 
with a median of 97 percent. 
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that the clinical selection of a relatively 
healthy group has eliminated four symp- 
tom patterns (schizophrenic, hypochondri- 
acal, psychophysiological and immature), 
markedly reduced two (acting-out, sexual 
difficulty), and substantially reduced two 
others (anxiety and depression). The dif- 
ferences between the control and the P.L., 
referred to earlier, have been presented in 
detail in another paper. 

If we now turn to compare the R.H. 
with the P.I., we notice that the R.H. con- 
tains no cases with the first seven patterns, 
1) schizophrenic, 2) conversion,» 3) hy- 
pochrondriacal, 4) hysterical personality 
disorder,’ 5) psychophysiologic,* 6) im- 
mature,’ 7) organic. 

The next symptom pattern, acting-out, 
referred to in more detail later, showed 
large differences between the two groups. 
The R.H. had several adolescents with 
temper tantrums, one who wanted to run 
away from home, but none with general 
negativism, rebellious behavior at school, 
overt hostility to parents or siblings, sex- 
ual acting-out or delinquency. 

The next symptom pattern, sexual diffi- 
culty, showed large differences. Though 
there were two in the R.H. with sexual 
preoccupations, there were many more, al- 
_most a third of the P.I., with actual sex- 
ual difficulties including sexual acting-out. 

The next two symptom patterns, anxiety 
and depression, although they showed 
smaller differences between the two 
groups, were still two to three times more 
common among the P.I. than among the 
R.H. Depression differed also in intensity, 
a datum not reflected in the table. In the 
R.H. it was a mild, episodic affect, often 
expressed as feelings of inadequacy, while 
in the P.I. it was more intense, more per- 
sistent and often involved suicidal preoc- 


2The conversion symptom pattern comprised 
such symptoms as anesthesias, paralysis, dyskinesis 
or automatic behavior. 

8 Hysterical personality disorder referred pri- 
marily to findings on examination such as erotic, 
overdramatic, dramatic attention-seeking, overcon- 
scious of sex or histrionic behavior. 

4Psychophysiologic included asthma, migraine 
and colitis. 

5 Immature comprised such symptoms as enu- 
resis, thumb sucking or clinging dependent be- 
havior. 


` cupation and/or attempt. Although the 


anxiety symptom pattern was quite com- 
mon in the R.H., one of its characteristic 
symptoms, i.e., autonomic symptoms of 
anxiety such as dizziness, palpitations, ur- 
gency, frequency, was much less common 
in the R.H. than in the P.I. (R.H. = four 
percent, P.I. = 14 percent). 

The next two symptom patterns, phobic 
and compulsive personality disorder, are 
equally common, whereas the last, obses- ` 
sive-compulsive, is greater in the R.H. 
than in the P.I. À 

As explained before, the examination of 
the R.H. differed from the P.I. in that 
they were given a questionnaire covering 
the entire spectrum of symptomatology. 
On checking the coding we found that un- 
like the rest of the symptom patterns, 
these last three were coded from the ques- 
tionnaire rather than the clinical examina- _ 
tion. We felt that the questionnaire in- 
creased the number of patterns detected | 
and that these three symptom patterns — 
may have been more common in the P.I. 
and may not have been detected because a 
questionnaire was not used. Again, how- 
ever, these symptom patterns differed in 
intensity: in the R.H. they were mild 
while in the P.I. they were severe. i 


IMPAIRMENT OF FUNCTIONING s 


We compared functioning in two areas, 
school and social. We rated school impair- — 
ment? by current scholastic achievement. 
Social impairment’ was rated in five areas 
number of friends, sex of friends, age of 


®It was defined as follows: minimal = passing 
work ; mild = barely passing, passing subjects on 
a reduced schedule, failing an occasional subject > 
moderate = multiple failures without bein} 
back ; severe = being left back, unable 
school. The percentage of agreement of two i 
independently coding 33 cases was 82 

7A patient was rated as having no social i 
pairment if he had two or more friends, had some 
socialization with adolescents of the opposite i 
had at least one close friend, engaged in ac- 
tivities outside the home that involved gro 
participation. He was also rated: as having n 
impairment if he received a negative in only « 
of these five areas; two negatives rated as mild ~ 
impairment, three as moderate impairment and 
four or more as severe impairment. The percent- 
age of agreement of two coders independently 
coding sog‘al impairment was 85 percent, a 
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activities, 3 : 
Table 2 compares the impairment of 


friends, intimacy of friends and outside 
f functioning of the three 


groups : control, 


pig 


had recently moved (one to a new neigh- 
borhood, another to a new college) so 
that they had few friends and no outside 
activities or close friends. Two others were 


R.H. and P.I. young adolescents, girls, whose parents 
TABLE 2 
Impairment of Functioning in Control, R.H. and P.I. Groups 5 

SCHOOL SOCIAL ms 
RH. Pi. CONTROL RH. Pil. 

Meee N= 41 N= 93 = 101 N= 41 N= 93 

PERCENT PERCENT PERCENT PERCENT PERCENT PERCENT 
Minimal 52.5 73.2 31.2 66.3 78.0 45.2 
Mild | 27.7 17.1 26.9 14.9 9.8 18.3 
-Moderate 19.8 9.7 161 11.9 9.8 12.9 
‘Severe 0 0 25.8 5.9 0 15,0 
~ Nonclassified 0 0 0 0 24 7.5 
Unknown 0 0 0 1.0 0 1.1 
Average * 67 37 14 i 57 EN { 10 


and getting an average for each group. 


Observing first the average school im- 
_ pairment, we notice that the R.H. is one- 
_ half as impaired as the control and one- 
~ fourth as impaired in school as the P.I. 
Turning to the distribution, we notice that 
ten percent of the R.H. and 42 percent of 
the P.I. show an impairment of moderate 
or more, Clinically reviewing the four in 
_ the’ RH. who are moderately impaired, 
We note that three of them are in early 
‘adolescence and are failing two mid- 
terms, with occasional records of failure 
in the past. The other is a 16-year-old 
high school junior, failing four subjects at 
midterm, with a past history of episodic 
failures in school although being promoted, 
The findings show that although school 
difficulty does occur in the R.H., it is more 
cor more severe in the P.I, 


i 


nt 


common and 


hree groups are less impaired in social 
than in school functioning, and again the 
social impairment of the R.H, is about 
‘one-half that of the control and one-quar- 
ter that of the P.I, We notice again in the 
distribution that there are many more who 
are moderately and severely impaired in 
the P.I. (42 percent) than in the R.H. (ten 
percent). Clinically reviewing the four 
_ rated as moderately impaired in the R.H, 
_ group, we find two 17-year-old Boys who 


i 
3 


* The average was determined by weighting the impairments as follows: minimal = 0, mild 


= 1, moderate = 2, severe = 3 


2. 


were quite restrictive about their social 
activities, 


DEMOGRAPHIC FACTORS AND 
FAMILY RELATIONSHIPS 


We compared the two groups for a num- 
ber of factors which will be presented in 
detail in another paper. We will describe 
here the principal trends that emerged 
from these comparisons. Although the di- 
vision of the two larger groups by health 
and illness could have altered the match- 
ing characteristics, we found they re- 
mained the same with regard to age, sex, 
grade distribution, number of children in 
the family or position of the adolescent in 
the family. 

The two groups however, like the parent 
groups from which they came, differ some- 
what in socioeconomic status (SES). Us- 
ing income’ as a guide, approximately half 
of both groups come from the middle SES, 
but 40 percent of the patients and only 
10 percent of the controls come from the 
these figures being reversed 
for upper SES. We attempted to control 
for SES by selecting the control adoles- 
cent from the same school as the patient. 
We found many more subjects in the con- 
trol group with fathers present in the home 
aan ary 

SES level was determined by income as fol- 


lows : low SES = less than $4,000 a year ; middle 
= $4,000-$7,999 ; upper = over $8,000 a year. 
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and also many more from homes in which 
both parents worked, which may help ex- 
plain the differences in SES. 

When we studied family relationships it 
became clear that these are two singularly 
different groups. The R.H. come from a 
benign atmosphere. For the most part both 
parents are present and, although they 
may have considerable psychopathology 
themselves, they tend uniformly to have 
accepting and constructive attitudes to- 
wards their adolescents. Similarly, the ado- 
lescents are quite accepting of both parents 
and siblings. Conflicts, when they do arise, 
relate to the adolescent's increasing need 
for emancipation, i.e., more freedom with 
regard to dress, hours, allowance, dating. 

For the P.I. the converse of the above 
description holds. Family relationships 
can be characterized as poor. There are 
fewer intact homes and a higher proportion 
of absent fathers. Psychopathology of the 
parent often manifests itself in his relation- 
ship with the adolescent through domi- 
neering, rejecting or over-solicitous atti- 
tudes. The adolescent is in marked and 
“chronic” conflict with the parent, the 
conflict relating to long-standing psycho- 
pathology on the part of both parent and 
adolescent rather than to current practical 
matters such as dress or dating. In addition, 
the patient adolescent is considerably more 
rejecting of his siblings. 


DISCUSSION 


In this study, although we had» some 
difficulty as indicated by the 33 controls 
classified as doubtful when using tradi- 
tional psychiatric criteria of illness, we 
were able to clinically select approximately 
half of a control group as being relatively 
healthy. Although they may have mild 
character disorder traits or psychoneurotic 
symptoms, these latter tend to be single 
rather than multiple, of mild intensity, epi- 
sodic rather than persistent and not to im- 
pair functioning. Diagnostically they range 
from symptom-free to mild psychoneuroses 
or personality disorders. 

These findings, suggesting somewhat 
more symptomatology than found by Of- 
fer(12) in his study of normal adolescents, 
agree essentially with those of Grinker(8) 
and Golden(7) in the sense that there was 


not an absence of psychopathology but little 
evidence of crippling or disabling illness. Al- 
though the adolescents may have sacrificed 
optimal dynamic integration for their ad- 
justment, they function well scholastically 
and socially, with many interests and ac- 
tivities, they come from intact homes and 
have positive relationships with parents 
and siblings. 

While considering this group healthy, 
we had several reservations as to whether — 
or not they would also meet the psycho- 
analytic definition of normality described _ 
by Offer as utopian, i.e., harmonious blend- — 
ing of the diverse elements of the mental 
apparatus that leads to optimal function- ~ 
ing or self-actualization. Our information, 
based on one interview and without the 
aid of psychological testing, although ade- 
quate for a psychiatric definition of health, 
lacks sufficient depth to meet psychoanalyt- 
ic criteria. In addition, many of the con- 
trols have just begun to deal with essential 
growth tasks of adolescence, i.e., emanci- 
pation and assumption of a heterosexual 
role, and may later develop more serious 
symptomatology when resolving these — 
tasks, Although their final status, to be pur- — 
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sued through follow-up, will have to re- 
main in doubt until their developmental 
pattern has been completed, at this point 
they would have to be considered psychiat- 
rically healthy. 

When we compared the R.H. with the 
P.I., they showed differences greater than 
those already shown between the controls 
and patients. For example, the differences 
in acting-out are striking. Our finding of 
five percent of the R.H. with acting aul 
is much less than that found by Offer (25 
percent with delinquent acts) and Grinket 
(12 percent with delinquent acts). In our 
group there were no delinquent acts. How- 
ever, our findings do agree essentially wit 
both Offers and Grinker’s final conclu- 
sions that there is very little rebellion in 
these adolescents, In summary, then, we — 
do not see a picture of adolescent turmoil 
simulating psychiatric illness. i 

These findings, together with those of f 
Grinker(8) and Offer(13), if supported by — 
other work, suggest that serious modifica- 
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tions of current theories, derived from the 
study of patients alone, of adolescent tur- 
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_ moil and its relationship to psychiatric ill- 
ness must be made. Again to use acting- 
out as an example, the marked differences 
| between the two groups suggests that cur- 
Tent theories about the significance of this 
symptom pattern in adolescence, derived 
from the study of patients alone, may have 
-distorted its actual significance among 
healthy adolescents. Certainly in this latter 
‘group we find acting-out playing a minor 
role, and, to reiterate, without the occur- 
rence of delinquent acts, 
Finally, the findings give rise to some 
nical implications which, although spec- 
tive in nature, are worthy of note. The 
t the R.H., although they may be in 
rmoil, differ quite distinguishably from 
ts with psychiatric illness sug- 
that the psychiatrist in his clinical 


cli 


ment reaction of adolescence, 
as a refuge or wastebasket, should be 


ised with great care and a far more pre- 
se definition, 


SUMMARY 

This paper details a method of selecting 
a group of relatively healthy adolescents, 
describes their characteristics and com- 
pares them with adolescents who are 
Using 
of health, 


concept 
from significant 
functionin 


een the two 


fungtioning, 
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demographic factors and family relation- 
ships. 

The relatively healthy adolescents, al- 
though they may be in turmoil, did not 
show symptoms that simulate a psychiatric 
illness and differed quite distinguishably 
from those with a psychiatric illness, This 
suggests that adolescent symptomatology 
may not be as confusing as theory implies 
and that it may be more possible than 
previously thought to identify psychiatric 
illness in adolescence. 
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DISCUSSION 


DANELL Orrer, M.D. (Chicago, I. ).—I 
would like to thank the authors for the op- 
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portunity to discuss an excellent paper. The 
symptomatic adolescent who is brought to 
our consultation rooms frequently presents us 
with a psychiatric dilemma. We are reminded 
of the often-quoted statement of Anna Freud 
that “the upholding of a steady equilibrium 
during the adolescent process is in itself ab- 
normal.” Is it normal then to be in constant 
turmoil ? And if the answer to our question is 
yes, then how can we distinguish between 
a patient (defined here as someone who can 
benefit from psychiatric treatment) and a 
nonpatient ? 

It may not be important whether we can 
diagnose an adolescent patient according to 
the American Psychiatric Association diagnos- 
tic manual, but we must have some yardstick 
which will enable us to distinguish between 
psychiatrically disturbed and nondisturbed 
adolescents. 

It seems to us that the authors have helped 
broaden our understanding of adolescent psy- 
chiatry in two specific areas. First, they stud- 
ied a group of psychiatrically ill adolescents 
diagnostically and over a period of five years 
repeated the diagnostic studies twice. Thus 
we learned what happens to a specific group 
of adolescents over time and whether the 
original diagnoses remained unchanged five 
years later. Second, with a true scientific curi- 
osity, they were eager to check their results 
with a matched group of nondisturbed adoles- 
cents randomly selected from the public high 
schools of the City of New York. 

Let us examine their findings in some de- 
tail, We have all often wondered whether we 
can predict with a reasonable amount of cer- 
tainty the outcome of our adolescent patients 
after the high school years. We often hear 
that during adolescence the teen-ager «has a 
“second chance” to overcome some of his basic 
psychological difficulties, and if the clinical 
picture is very confusing it is due to “adoles- 
cent turmoil.” The last phrase, used by all of 
us, seems to imply that there is hope for a 
cure and that psychopathology should not be 
taken too seriously—this, in spite of the fact 
that we have often observed the* teen-ager 
diagnosed as “adolescent turmoil” turn into a 
severe character disorder or schizophrenia in 
young adulthood. 

Dr. Masterson’s and Miss Washburne’s 
study clearly indicates that we should rely 
more on our clinical knowledge and realize 
that an adolescent in severe turmoil is dis- 
turbed and will most probably continue to be 
disturbed later in life unless he is treated 
psychotherapeutically. True, our diagnostic 
acumen is not as reliable as we would want 


it to be, but studies like the one we heard 
today clearly demonstrate that during adoles- 
cence we can differentiate between two dis- 
tinct groups—the psychiatrically ill and those 
who are relatively healthy. 

“In other words, although adolescents may 
have similar, if not identical, universal un- 
conscious conflicts, the symptomatology and 
behavior of different groups of adolescents is 
so different that it requires an alternate psy- — 
chodynamic hypothesis. It is here that ego 
psychology can make a unique contribution 
by concentrating on the coping devices util- 
ized by the adolescents rather than on un- 
conscious conflicts. (See, for example, Silber 
and associates [4] and Grinker[1].) 

The authors clearly show that although the 
relatively healthy adolescent has fewer symp- 
toms than has the adolescent patient, we do 
see a variety of symptoms among the former. 
Depression and compulsions are relatively fre- 
quent, as is anxiety. It is of interest to note 
that the relatively healthy group come from 
intact homes, a finding which has often been 
stressed. Since we do not have a five-year 
follow-up on the relatively healthy group we < 
can only say that it would be most interesting 
to find out whether the findings are corroborat 
ed for this group also. It will be our prediction 
that they would be. A 

There are certain questions that one could 
raise concerning the study. Can one get a re- 
liable and valid diagnostic impression fron 
two interviews ? Can one generalize from the 
specific sample of adolescents discussed today — 
to a larger adolescent group seen throughout ~ 
the country ? Might not a deeper understand- 
ing of the psychodynamics of these teen-agers — 
alter the diagnostic picture and the symptoms 
observed ? We believe that it is important to ` 
understand the methodological limitations of — 
this or any study and keep them in min 
when we make a final evaluation of the result 

The question that perplexed us more than 
any other was the fact that 33 subjects ou! 
of the random sample of 101 were classified 
as “doubtful” and were not discussed in this” 
paper. We were not concerned with the 27 
subjects who were found to be ill. But th 
fact that the authors were uncertain about 
their diagnosis in one-third of the nonpatient ` 
population may mean that the nonpatient — 
adolescent was very often not healthy. And 
why were the authors “doubtful” concerning — 
their diagnoses? If one-third of a random 
population is difficult to diagnose psychiatri 
cally, then the authors may have to modify 
their conclusion that there was “marked dif- 
ference between the two groups,” since add: 
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ing 33 “doubtful” subjects to the total picture 
may throw a different light on the final evalua- 
tion of the results. We did believe, there- 
fore, that only after the authors analyze the 
data of their “doubtful” subjects can we be 
certain of our ability to differentiate between 
= a patient population and a relatively healthy 
group of adolescents. 

In our study of the model adolescent (2, 3), 
we cally avoided choosing a random 
population and selected the study population 
on the basis of certain psychological char- 
acteristics. It seems to us that the authors 
have done a similar thing in their paper, They 
initially selected a random sample based on 
six independent variables and now present a 
select group of their random sample, namely 
the “relatively healthy” adolescent. We hope 
‘that the above criticism has helped in clarify- 
ing the nature of the sample that Dr, Master- 
son and Miss Washburne have studied. We 
want to thank them again for a stimulating 
ind enriching experience. 


REFERENCES 


l. Grinker, R, R., Sr.: “Mentally Healthy” 
Young Males (Homoclites), Arch. Gen. 
Psychiat. 6:405-453, 1962. 

2. Offer, D., and Sabshin, M. : The Psychia- 
f trist and the Normal Adolescent, Arch, 
Gen. Psychiat. 9:427-432, 1963, 


This preliminary paper is a departure 
in the sense that it deals exclusively with 
the conscious deliberations of the adoles- 
cents and the process by which they are 


Based on a paper read at the 121st annual 
meeting of the American Psychiatri ci 

New York, N. Y., May 3-7, 1965, ociation, 

Dr. Teicher is Professor of Child 
University of Southern California School of Medr 
cine, 1934 Hospital Place, Los Angeles ; Director, 
Children’s and Adolescents’ Psychiatric Services 
Los Angeles County General Hospital ; and Project 
Director, Adolescent Attempted Suicide Study 


9 


3. Offer, D., Sabshin, M., and Marcus, D.: 
Clinical Evaluation of Normal Adolescents, 
Amer. J. Psychiat, 121:864-872, 1965. 

4. Silber, E., et al.: Adaptive Behavior in 
Component Adolescents Coping with the 
Anticipation of College, Arch. Gen. Psy- 
chiat. 6:405-453, 1962. 


THE AUTHORS’ REPLY 


We found Dr. Offer’s discussion helpful in 
that it underlined well some of the paper's 
points and also indicated its limitations. We 
would like to reply to his question about the 
33 controls classified as doubtful, because it 
may be misleading. The doubtful category 
arose because we wanted a rigorous defini- 
tion for the R.H. group. We felt that the 
doubtful, once separated, were not relevant to 
the differences between the R.H. and P.I, 
adolescents, for the existence of the doubtful 
group does not alter the fact that the R.H. 
and the P.I. differ markedly. 

In other words, when the clinical picture 
is clearly defined, as was the case in 68 sub- 
jects, we find marked differences between 
healthy and sick. The 33 doubtful are, on the 
other hand, relevant to a second issue, i.e., 
the difficulty in determining the presence of 
illness in those adolescents whose clinical 
picture is not clearly defined either as healthy 
or sick. We plan to present a detailed re- 
view of this group in a separate paper. 


ADOLESCENTS WHO ATTEMPT SUICIDE z 
PRELIMINARY FINDINGS 


JOSEPH D. TEICHER, M.D. anp JERRY JACOBS, M.A. 


led to conclude that death is the only pos- 
sible solution to life’s problems, Such a 
perspective is not intended to exclude the 
unconscious psychodynamic factors of the 
attempt which are presently being evaluat- 
ed in our. ongoing study.! 


THE PROBLEM 


Adolescent suicides and suicidal at- 
tempts are a social and medical problem of 
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significant proportions, Of the total num- 
ber of reported suicides in the U. S. in 
1962, 659 individuals were less than 20 
years old. Suicide ranks fourth as a cause of 
death in the 15 to 19 age group, surpassed 
only by accidents, neoplasms and homi- 
cides. Estimates of the ratio of attempted 
suicides to actual suicides range from 5:1 
to 50:1. A review of the vital statistics of 
1959 for the U. S. indicates that successful 
suicide was infrequent under ten years of 
age, more frequent in the 10- to 14-year- 
old group, and distinctly increased in the 
15- to 19-year-old group. 

The trend in death rates by reason of 
suicide has remained relatively stable since 
1950 for females, but rates for males have 
increased with considerable regularity from 
the rate of 3.49 deaths per 100,000 in 
1950. In the U. S. suicides accounted for 
2.5 percent of all deaths in the age group 
15 to 19 in 1950, but for 4.3 percent of all 
deaths in 1962. 

According to Louis Dublin(1, p. 3), non- 
fatal suicide attempts occur seven to eight 
times more frequently than fatal ones. Data 
are probably inaccurate, for many cases 
are concealed by parents and physicians 
as accidents. In contrast to the higher in- 
cidence of suicide among adolescent males, 
there is apparently a higher incidence of 
suicidal attempts among adolescent fe- 
males. 7 

In 1960, almost ten percent of the admis- 
sions to the children’s and adolescents’ ser- 
vices at Belleyue Hospital, New York, City, 
were for suicide attempts or threats. At 
Kings County Hospital, Brooklyn, a rate of 
13 per 100 admissions was reported for a 
two-year period. At the Los Angeles Coun- 
ty General Hospital, one of the largest in 
the world and serving a population of over 
five million people, there are abgut seven 
adolescents between the ages of 14 and 18 
admitted each month for an unmistakable 
suicide attempt. 

In the authors’ opinion, it is not enough 
to dismiss a suicide attempt as: 1) an “im- 
pulsive act;” 2) a crisis situation resulting 
from a “temporary upset,” where each sui- 
cidal episode is considered as an inde- 
pendent event; 3) an insincere gesture, i.e., 
death is not intended(3, p. 104) ; or 4) an 
act for which the individual is not re- 


sponsible or he would not have elected to 


do as he did(2, p. 69); 5) nor need the ij 


suicide attempt result from a restricted view 
of alternatives stemming from a depression 
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(2, p. 74). Indeed, an analysis of the data — 


thus far collected in this study through 
interviews with the adolescent who has at- 
tempted suicide and his parent, an analysis 
of therapy session tape recordings, suicide 
notes, unsolicited letters received from the 
parent following the interview and at- 
titudinal data from questionnaires gravely 
question these views, so prevalent in much 
of the literature. i 

It is our finding that in the great major- 
ity of cases the suicide attempt is considered 
in advance and, from the perspective of 
the one who attempts suicide, is weighed 
rationally against other alternatives and is 
selected over them after more “convention- 
al” techniques at solving a progressively 


serious series of problems have failed, e.g, ` 


rebelling, withdrawal, running away from — 


home, physical violence, psychosomatic 
complaints, etc. At this point, suicide (where 
death is intended in the attempt but does 
not result) or the suicide attempt (where 
only an “attention-getting device” is intend- 
ed) is perceived by the adolescent as the 
only possible solution to his problems, 

It is not surprising to find that a high per- 


centage of suicides have “previously threat- — 


ened or attempted to take their own i 


lives” (5, p. 9). More often than not adoles- 
cents who adopt the drastic measure of an 
attempt as an attention-getting device find 


that this too fails to open an avenue to a 
possible solution to their problems. In fact, — 


it generally works to make matters worse. 


The adolescent is then convinced, or soon 


becomes convinced, that death is the only ` 


solution to what appears to him as the 
chronic problem of living. 


THE SAMPLE 


The sample of adolescents studied con- 


sists of those between the ages of 14 and © 


18 who were treated at the Los Angeles — 


County General Hospital for an attempted 
suicide, and who were single, not “visibly 
pregnant” or mentally retarded. The last 
two measures were taken since the men- 
tally retarded could not successfully com- 
plete the questionnaires and interviews, 
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and those “visibly pregnant” were excluded 
by regulation from the adolescent ward 
bok the LACGH Psychiatric Unit. Records 
were kept on all teen-age suicide attempt 
patients, but since participation in the study 
‘was on a voluntary basis, not everyone 
_ treated took part in the study. 
_ From January 1964 through December 
1964, 68 adolescents who had attempted 
suicide were seen by the Adolescent At- 
empted Suicide Project staff. All inter- 
views with parents of these adolescents 
vere conducted at the hospital as well. 
‘orty-eight of these, seen from January 
through August, are not considered in the 
following statistical description of the 
sample. The insight and data gained from 
terviewing these adolescents and their 
parents were useful in deciding the final 
“theoretical perspective to be adopted in 
the study. This pilot group also provided 
invaluable aid in designing and pretesting 
‘the instruments for data collection. 
Thus, the data in this paper are based on 
the 20 cases in the research series which 
_ were studied between September 1964 and 
mid-January 1965. Three-fourths of these 
_ patients were female and the average age 
was 16 years. Sixty-two percent were 
~ white, 21 percent Negro and 17 percent 
_ Mexican-American, Thirty percent of these 
_ adolescents come from families in the socio- 
economic poverty category, i.e., less than 
$2700 annual family income. 

It is noteworthy that if the other 48 cases 
had been included, judging from the inter- 
views and case records, the basic statistical 
= data would not have been appreciably al- 

tered. All 68 cases were exceedingly homo- 
geneous from the standpoint of having ex- 
_ cessive family conflict, broken homes, lack 
_ of meaningful social relationships, a history 
} of serious troubles, previous suicide at- 
tempts and some insurmountable problem 
_ at the time of the attempt. They all experi- 
_ enced the feeling that this last “insurmount- 
able problem,” i.e., the “precipitating event,” 
_ caused the disintegration of any remaining 

meaningful social relationships. 


PROCEDURE 


The study is multidisciplinary ; psychia- 
try, sociology, psychology and medicine are 
i represented. The methodological techniques 


used by the staff were varied and designed 
to discern the perspectives of the adoles- 
cent and his parent with respect to five 
major areas of interest: the suicide at- 
tempt, family relations, peer group relations, 
attitudes toward and performance in school 
and career aspirations. 

The total study sample consisted of 50 
adolescents. Depth interviews with adoles- 
cents and parents (usually mothers), atti- 
tudinal questionnaires, a battery of psycho- 
logical tests and evaluations of the medical 
status of the adolescent were used to in- 
vestigate these five major areas. The inter- 
views and questionnaire each required 
about one and one-half hours to complete. 
The parental interview included questions 
on the developmental history of the child. 
Both parent and adolescent were asked 
identical questions in the areas of “behav- 
ioral problems” and “disciplinary tech 
niques” to detect discrepancies in percep- 
tion. 

On the basis of these structured inter- 
views, case histories were constructed ac- 
cording to a standard format covering the 
five areas listed above. These formed, es- 
sentially, two separate stories: the adoles- 
cent’s biography as told by the parent and 
the adolescent's autobiography. An attempt 
was thus made to place the data in the 
context of the adolescent’s total biography 
where particular attention could then be 
directed not only to the events, but, more 
significantly, to their sequential ordering. 
Information received from suicide notes, un- 
solicited letters received from parents after 
the interview which related to the home 
life and the adolescent, an analysis of 
therapy session tape recordings and out- 
side information from official sources or 
from significant others were also used when 
available, 

The study design includes, as well, a con- 
trol group of 50 nonsuicidal adolescents 
to be matched as closely as possible on the 
following independent variables : age, race, 
Sex and socioeconomic status. This group of 
adolescents and their parents will com- 
plete the same questionnaires and inter- 
Views as did the experimental group, minus 
the section on the suicide attempt. A com- 
plete evaluation of this aspect of the study 
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will be included later in the final data anal- 
ysis. à 


DISCUSSION AND ANALYSIS OF THE 
PRELIMINARY DATA 


The time, place and circumstance of any 
particular suicide attempt may, in some 
cases, be considered “spontaneous,” i.e., it 
occurred to the adolescent at that instant 
to attempt suicide. But in a larger view, one 
must place the notion of spontaneity or an 
impulsive act from the forefront to the 
background as a description of the indi- 
vidual’s. will, or lack of it, at the time of the 
attempt. Two-thirds of all attempted sui- 
cides studied thus far have a history of 
previous suicide attempts; all of them at 
the time of the attempt or at some previous 
time seriously considered suicide as a so- 
lution to their problems; 44 percent have 
had a relative or close friend who attempt- 
ed suicide or committed suicide; and in 
one-fourth of these cases a suicide has been 
attempted by the mother or father. 

Relatively few persons attempt suicide in 
times of crisis, even though it is not surpris- 
ing to find that many consider suicide un- 
der such conditions. In a pretest of the sui- 
cide section of the questionnaire given to 
68 freshmen in ‘a Southern California col- 
lege where the average age was 174, 25 
percent of this class agreed or strongly 
agreed with the statement: “I have from 
time to time seriously considered death 
as a reasonable solution for some of the 
problems I have had; for example, ‘as a 
way to get even with someone, make them 
feel sorry, leave my worries behind, show 
them how much I really love them, or to 
make life easier for someone else.” 

It is not uncommon to find in the litera- 
ture that persons attempting suicide are 
thought to act irrationally(2, p? 69; 7, 
p. 23). The authors feel this view is un- 
warranted and that those attempting suicide 
do not necessarily lack the usual or normal 
mental clarity or coherence. If one excludes 
previous suicide attempts, the large majority 
of adolescents seen by our staff have no 
previous history of “irrational acts,” and 
have been viewed by parents, siblings, 
peers, teachers, etc. as functioning in a 
“rational” manner. To regard these “ration- 
al” youths as suddenly irrational exclusively 


on the basis of the suicide attempt is not, 
in the authors’ opinion, merited. 

However, the suicide attempt functions to 
produce exactly this effect on the parents, 
significant others, peers and general pub- 
lic—in fact, on almost everyone except the 
adolescents themselves. This is not surpris- 
ing because persons who dont attempt 
suicide have seen no adequate reason to 
do so. What is left unsaid, of course, is 
that they see no adequate reason to do so 
because they do not share the “definition 
of the situation” (6, pp. 1847-1849) held by 
the suicidal person. The reason for this lack 
of “reciprocity of standpoints and rele- 
vances” (4, p. 11) is the difference between 
past and present sets of experiences for 
the two groups. 

The pessimistic world view of the ado- 
lescent who attempts suicide is primarily a _ 
result of a life characterized by a series of © 
serious problems which erupt unpredicta- — 
bly. These problems, in turn, cause unex- — 
pected conflicts which by their very nature — 
are not given to any resolution known to — 
or tried by the adolescent. Reading an en- — 
tire case history or, in some instances, an — 
autobiographical suicide note helps one — 
understand the adolescent’s perspective and — 
how he came to embrace a view of the — 
future characterized by the expression “no — 
chance.” 

Part of a suicide note which follows — 
(the entire letter was too lengthy to in 
clude) illustrates some of the problems 
faced by the adolescent, how he attempted 
to cope with them and how he failed, and 
finally, how the prospect of suicide emerges ~ 
as the “only solution.” The letter was writ- 
ten by a 17-year-old Negro male patient to 
his father the evening before a second sui- 
cide attempt was made. 


Dear Father, i 
I am addressing you these few lines to let 
you know that I am fine and everyone else — 
is and hope you are the same. Daddy I 
understand I let you down and I let mother — 
down in the same way when I did that lil ole © 
thing (the suicide attempt) that Wednesday 
night. Daddy I am sorry if I really upset you, — 
but Daddy after I got back I realized how sad — 
and bad you felt when I came back to Califor- : 
nia, but Daddy I am not happy out here and — 
I'm not happy down there. I just didn’t know 
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what to do. I had lost my best girl a week 
before I did that. I had a fight because some 
dude tried to take advantage of her when I 
split to the store so I came back and I heard 
a lot of noise like bumping so I goes on în 
and there he is trying to rape my girl and 
my best one too. So we had a little hassel and 
he came back with some of his friends you 
_ know to get me. So I called up some of my 
friends and they got to fighting and pretty 
soon it just tuned into a slaughter and so 
a few days later I lost my girl. Her best 
girlfriend wanted me but I didn’t want her 
so she told Diane a whole bunch of lies and 
so the broad wanted to believe her so we 
had a little argument. So I just decided that 
I would put all of my troubles in one big 
boat and let it sink but I was found just 
before I died and another thing Daddy that 
bothered me a lot was Lou Ann, and I knew 
_ just how much I love her and I knew just 
how much you love me and how it hurted 
to see me go but Daddy I felt the same thing 
all the way out here and I still think the same 
thing. Daddy you don’t know just how much I 
_ really wanted to stay with you but something 
somewhere kept telling me to go back to your 
mother, Then I would say I know my father 
and mother both love me so I just hate to 
break peoples hearts so I said to myself I 
hope my Daddy please understand I still love 
him even though I was going to come back 
home, But, Daddy even though mother raised 
all of your kids there is no reason for me to 
say I don’t want to stay with you but Daddy 
_ I understand what it means to you to have 
had me stay with you Daddy. 

Oh yes, Daddy, Mother said answer her let- 
ter, and Dad, forgive me for the thing that 
I did but Daddy you just don’t know just how 
~ much I bare (emphasis added). I am not 
trying to say that mother is not trying to help 
me but Daddy that little old woman can’t 
take too much more of this so Daddy would 
you please come out this year and try to help 
us get back on our feet again and I am 
talking about all of us when I came home 
and did the wrong thing look like the world 
stopped with me. So Daddy I am back at home 
now I have been here for about a week now 
and I have started to school. 

But Daddy I still haven't gotten ev 

I need so Daddy could yea pleas iiy = 
some money this week. 

But the reason I hadn't wrote you when 
first got here, Daddy I had a little esi 
to see about and I was kind of shook up for 
a while I was accused of having bren respon- 
sible for having some three girls Knocked up 


and they were suppose to all be mine but 
Daddy I proved it wasn’t my fault that they 
were pregnant because I hadn't touched but 
one and she helped me beat that by saying 
that it wasn’t mine. Daddy I don’t want you to 
think that is the only reason I came up here 
tho, and the only reason I wouldn't stay is 
because I wanted to come back and start 
that same old dope drag over . . . see Daddy 
just before I came out I had started to try 
and be a pimp and when I came back here I 
tried once more and I fail but not bad because 
I live on my name alone. So I decided to 
come home before I get in some kind of 
trouble up here and take or ruin my home 
up here but Daddy I just couldn't get used 
to your city. 
P.S. Daddy do you really think Mt. Adams 
has more to offer than L.A. ? L.A. IS WHERE 
I STAY BYE FOR NOW ANSWER SOON 
LOVE, Ray 

Daddy I tried as hard I could to make it 
cheerful”but it does get sad. Daddy I am 
up by myself. I been up all night trying to 
write you something to cheer you up because 
I could see your heart breaking when you 
first asked Sam’s wife if they would have 
room and that Sunday Dad it hard but I 
fought the tears that burned my eyes as we 
drove off and Daddy part of my sickness 
when I had taken an overdose I did just want 
to sleep myself away because I missed you 
Dad. You made me feel like I just found where 
I belong just like a lost piece of puzzle. 

But when I left I felt like I had killed 
something inside of you and I knew you hated 
to see me go and I hated to go to but 
Daddy well I kind of missed mother and after 
I had seen her I miss you and remembered 
what you said I settle down but Daddy I 
tried hard so I went and bought some sleeping 
pills and took so both of you could feel the 
same thing, 


LONG-STANDING HISTORY OF PROBLEMS 


A consideration of the “long-standing” 
nature of the adolescent’s problems is a 
necessary prerequisite to understanding 
why the explanation of a suicide attempt 
in terms of “precipitating causes” is not 
sufficient, Such precipitating causes do not 
serve per se to precipitate the suicide at- 
tempt. It is only in the context of the adoles- 
cent's total biography that such events have 
any significance. 

Granted, the “long-standing problems” 
may vary with social class, ethnicity, fam- 
ily structure, etc. ; but no matter what form 
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they take, their existence is seen in general 
to be a necessary condition for the suicide 
attempt. Many of the characteristics found 
in the suicide note above are common to 
a great majority of the case histories stud- 
ied thus far, i.e., broken homes, problems 
developing from love affairs, rejection by 
the parents, financial problems, rural to ur- 
ban shifts, placement or threatened place- 
ment in foster homes or Juvenile Hall, con- 
flicts between parent and adolescent over 
“behavioral problems” (see Table 1) and 


TABLE 1 
“Behavioral Problems” Seen as “Adaptive 
Techniques” in Adolescents Who 
Have Attempted Suicide 


PERCENT PROBLEMS 


1) gloominess 2) won't talk 3) withdrawn 

65 Exhibited one or more of these | behavioral 
problems and believe them to have originated 
within the last five years. 

21 Exhibited one or more of these behavioral 
problems “all my life.” 

14 Claim none of these behavioral problems. 

1) sassiness 2) defiance 3) rebelliousness 

85 Exhibited one or more of these behavioral 
problems and believe them to have originated 
within the last five years. 

28 Exhibited one or more of these behavioral 
problems “all my life.” 

14 Claim none of these behavioral problems. 

70 Have run away from home one or more times 
in the last five years. 

25 Have engaged in physical violence against 
parent(s) or other relatives and/or “temper 
tantrums” which began in the last few years. 

86 Have “functional physical complaints not given 
to specific diagnosis.” 

50 Have illnesses which are clearly psychosomatic 
in nature. 


“disciplinary techniques,” etc. It is impor- 
tant to bear in mind that these problems are 
numerous and serious and serve to pro- 
gressively isolate the adolescent from mean- 
ingful social relationships (see Table 2). 
This isolation, in turn, constitutes “the prob- 
lem” and at the same time serves to isolate 
the adolescent from any possible sources 
for the solution of it. 


THE “ESCALATION” STAGE 
Following a “long-standing history of 
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TABLE 2 
Long-Standing History of Problems Among 
Adolescents Who Have Attempted Suicide 


DESCRIPTION OF PROBLEM 


PERCENT 


88 Families have one or both natural parents 
missing. 

31 Families consist of only one parent. 

42 All adolescents had step-parents. 

100 Adolescents with step-parents experienced a 
great many problems because of this situation. 
All step-parents were “unwanted” step-parents. 

13 Adolescents lived with neither natural nor step- < 
parents, i.e., lived in foster homes or with ` 
other relatives. i 

70 Parents had been married more than once. 

37 Families experience alcoholism in mother or 
father as a serious problem. 

65 Families have subjected the adolescent to an 
extreme number of environmental changes 
(residential moves, school changes, family struc- 
ture changes, etc.) 

85 Adolescents view their total family conflict as 
extreme. 

30 Families are in the “poverty” income category, 
i.e. $2700 or less annual income. 


problems,” there is an intermediate stage — 
characterized by an “escalation” of prob- ` 
lems within the last five years. 
In our society adolescence is a particu- — 
larly stressful time of life for the teen-ager 
and his parents. An inquiry into the con- ` 
flict stemming from adolescent “behavior- — 
al problems” and parental “disciplinary ~ 
techniques” designed to cope with them — 
reveals an interesting aspect of the “es- — 
calation” stage within the family setting. — 
The paucity of solutions to these problems — 
does not usually stem from any initial lack — 
of effort by the adolescent and/or parent ~ 
to resolve them. Paradoxically, the greater 
the parental effort to resolve the total fam- 
ily conflict stemming from adolescent “be- 
havioral problems,” the greater was the re- 
sulting family conflict. The dynamics of 
this seeming paradox is made understand- 
able within the following conceptual frame- ` 
work, 3 
Preliminary findings indicate that 69 
percent of all “behavioral problems” in — 
which the adolescent who has attempted 
suicide reports he has engaged, according ~ 
to his own account, began within the past 
five years. Other than the suicide attempt. — 
there are‘essentially five ways in which the 
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adolescent can attempt to cope with his 
problems: physical aggression, rebellion, 
withdrawal (a distinct lack of affect), 
physical separation from the problem (go- 
ing to one’s room, running away from 
home) or by internalizing the problem 
_ where it manifests itself in the form of 
_ psychosomatic illness (see Table 1). 
_ When a high percentage of the total 
‘family conflict which has escalated within 
the last year or two to an intolerable level 
_ isa result of the parents’ attempt to resolve 
_ their adolescent’s behavioral problems, it 
is not surprising that their efforts have 
proven eminently unsuccessful. Whereas 
the average percent of difference in per- 
ception between the adolescent and the 
parent with respect to the average number 
_ of his “behavioral problems” is only two 
‘percent (ie, the parent and adolescent 
"both feel that the adolescent has an average 
of eight behavioral problems), the average 
percent of difference in perception be- 
_ tween the adolescent and the parent with 
" respect to which behavioral problems the 
_ adolescent engages in is 35 percent. 
~ The implications of these findings are 
_ clear. The adolescent feels that approxi- 
mately one-third of the behavioral prob- 
lems which the parent attributes to him 
_ do not exist. Or by the same token, he may 
_ feel that the parent is either unaware of 
or indifferent to approximately one-third of 
_ the behavioral problems he does have. Any 
initial optimism that the parent or teen-ager 
might entertain, by way of converting the 
other to a position of “right thinking,” will 
decrease at about the same rate that the 
frustration level increases, The result is a 
double bind. 
_ On the one hand, the parents’ efforts at 
_ reforming the adolescent often seem inap- 
_ propriate to the adolescent and are con- 
sidered “nagging’—the form of discipline 
our study thus far reveals to be most 
noxious to the adolescent. On the other 
hand, the parents’ failure to influence the 
adolescent to cease in behavior that the 
adolescent feels is bad, and which he could 
_ and would gladly forego with parental aid. 
is taken by him as a sign of rejection, i 
= The net result from the perspective of 
the parent is “getting nowhere in a hurry” 
and increased frustration whic in turn 
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leads to the vicious cycle of trying to re- 
duce the dilemma by trying harder. This 
appears to the adolescent in the form of 
either increased nagging and rejection or 
the inappropriate use by the parents of 
even more severe disciplinary procedures, 
e.g., withholding privileges. (“Withholding 
privileges” is the discipline “most often” 
used by the parent for the “most serious” 
problems.) ` : 

Both the parent and the adolescent, once 
captives of this squirrel-cage predicament, 
are likely to fail in their efforts to resolve 
their differences and reduce the total 
family conflict to a tolerable level. The 
above conditions lead to a worsening of 
the relationship until it is eclipsed in a 
mutual feeling of frustration which in turn 
leads to an uneasy resignation and both 
“stop trying.” This is accompanied by the 
usual cessation of communication, verbal 
and otherwise, i.e., lack of affect, going to 
one’s room, Tunning away from home and 
seeking to confide in persons other than 
parents. 

This process is important not only in 
helping to explain part of the high level of 
conflict within the families of adolescents 
who attempt suicide, but serves the further 
purpose of providing a perspective for 
the more general problem of intergenera- 
tional differences. The above account does 
not explain the very important question of 
how these differences in perception arose 
in the first place or how they were main- 
tained over time, notwithstanding the in- 
itial conscious efforts of both parties to 
resolve them, 

What is at least partially responsible for 
the reluctance of the adolescent and parents 
to “give up” is the presumption on the 
part of both that they are rational. “You can 
tell me, FII understand,” “I was young once 
too,” or for the adolescent, “I’m older than 
you think,” are all expressions which indi- 
cate not only a willingness to listen but 
imply a reciprocal ability to understand 
and empathize. To deny the existence of 
this condition would be to admit that the 
parent and adolescent were incapable of 
understanding each other and that all at- 
tempts at a meaningful exchange of ideas 
and any possible resolution of problems 
by way of this would be futile. Thus far, 
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all the adolescents who have attempted 
suicide have characterized the relationship 
with their parents as a breakdown in com- 
munication and as a general feeling of “If 
they don’t care, I don’t either.” 

It is not only in the area of “behavioral 
problems” that this process works to escalate 
the total family conflict suddenly and in- 
explicably. “Disciplinary techniques,” the 
“counterbalance” to behavioral problems, 
work in the same way to aggravate mat- 
ters. The average percent of difference in 
perception between the adolescent and par- 
ent with regard to the number and kind of 
disciplines used by the parent is 2.2 per- 
cent and 34 percent, respectively. The im- 
plications of this statistic and how this dif- 
ference in perception works to escalate 
conflict for the adolescent and parent are 
discussed above under “behavioral prob- 
lems.” y% 

While nonsuicidal adolescents and their 
parents also experience this escalation phe- 
nomenon to an extent, they are not asked to 
contend simultaneously with a biography 
of problems of the same order as those 
experienced by suicidal adolescents in our 
study. A “precipitating cause” or set of 
causes described in the dynamics of the 
final period must be viewed in the context 
of the total biography to render it meaning- 
ful, Otherwise people may appear ta, others 
to be attempting suicide over the most 
trivial incidents, which encourages the lat- 
ter to label them “irrational,” “impulsive,” 
ete, F 


THE FINAL STAGE 


Failing a resolution of the problems de- 
scribed in the first two stages, the adoles- 
cent enters the final phase characterized by 
the attitude “no chance.” In general, the 
final stage finds the adolescent eXperienc- 
ing a chain-reaction dissolution of any re- 
maining “meaningful social relationships.” 
Already alienated from his parents, the 
adolescent may seek the “closeness” of a 
primary relationship in a romance. His re- 
lations with peers and the school often 
undergo changes also. 


THE ROMANCE 


Three-fourths of our sample thus far is 
comprised of females and about 30 percent 


of these, or about one-fourth of all cases, 
are pregnant. A romance—sometimes result- 
ing in a pregnancy—may well culminate in 
a, suicide attempt if left to run its course 
without corrective intervention. 

The adolescent, already alienated to a 
great extent from the parents, seeks love, 
understanding, acceptance, reason, predict- 
ability—in short, a “meaningful social rela- 
tionship” in one of the few remaining forms 
which allows for the intimacy implicit in 
such a relationship: i.e. a boyfriend or 
girlfriend. In pursuing this, the adolescent 
alienates most of his remaining friends and 
associates by spending all of his time on the 
romance. Parents are against the adoles- 
cent’s forming a serious attachment at such 
an early age; and they disapprove of the 
new behavior suddenly adopted, e.g., stay- 
ing out late, wanting to go out more often, 
demanding greater autonomy, etc. 

When the love affair culminates in a 
pregnancy the problems are compounded 


and often result in a rapid disintegration — 


of social relationships on all fronts. The 
boyfriend disappears, other friends have 
already been alienated, the parents are com- 
pletely disillusioned and “give up” at the 
very time help is most needed, nasty ru- 
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mors circulate at school among her peers, — 
she is no longer participating in sports or — 


other school activities and her school work ` 


usually suffers. 
To illustrate the level of desperation 


that an adolescent experiences. and the ~ 


lengths to which she will go to secure 
“meaningful social relationships” and at the 
same time attempt to solve the problem of 


pregnancy, the following letter, written — 


the night of the suicide attempt to her 
boyfriend, is cited. 


Dear Bill, 


I want you and I to get an understanding 
about certain things because I think you got — 


the wrong impression on me. I have the feeling 


that you think I been doing immoral things — 


with elder men. But I glad you think that. 
It makes me feel that my plan is working. 


I rather for people to think that then know the — 


truth. But I want you to know the truth. The 
real reason why I staying too late, getting 
into mischief is I want to get sent to Juvy 
(Juvenile Hall) for about eight months. Bill 
you know,I deliberately lied to you about my 
age. I know you would find out sooner or 
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later and you did. But I thought maybe you 

ouldn’t care. I thought that you could learn 
to like me, just a little. But I notice many times 
that I was wrong by your reaction. But I still 
-couldn't give you up. I didn’t want to admit 
the truth. I thought I still had a chance to 

succeed, But instead I found myself practicing 
methods to get you. But I chicken out to try. 
1 found myself needing you, living to be with 
you, (Emphasis added.) Know all the time I 
was making a fool out of myself. But I didn’t 
_ care. I needed you more than anything in the 
world, But all the time I knew deep inside be- 
_ hind the close door there was something but in 
_ the open there was nothing. And believe me it 
hurt. I knew all the time you were hinting 
_ to me I was too young, didn’t know nothing 
about life. But you were wrong. I know a 
_ whole lot about life. I'm ashamed of the things 
I know to be so young. I couldn't tell you 
this personal because I couldn’t face, of what 
you might have said. And I sure it would 
have hurt my feelings badly. I'm two months 
pregnant by you. You don’t have to admit it. 
“I don’t care. You may say anything you like. 
You don’t have to worry about any trouble, 
it would be a disgrace for me to let people 
_ know I threw myself on you knowing that you 
_ didn’t care or feel anyway toward me. Don’t 
“worry no one will ever know my childs father. 
| I never mention you to him or her which ever 
-it be. A 


OTHER CONSIDERATIONS 


_ About one-third of the adolescents who 
attempted suicide were not enrolled in 
school at the time of the attempt. Yet, none 
of these adolescents had dropped out be- 
__ cause of poor scholarship. Reasons for non- 
attendance in school were almost always 
events which contributed to the suicide at- 
tempt itself: prior suicide attempts, preg- 
nancy, “behavioral problems” or institu- 
tionalization (in the hospital or Juvenile 
Hall). Adolescents not attending school 
are excluded from one of the most impor- 
tant resources for establishing and main- 
taining meaningful social relationships. 
Another link in the “chain-reaction dis- 
solution of meaningful social relationships” 
is often the loss of an older sibling from 
the household. Thus far it appears that 


and sisters at the earliest possible moment. 
4 They marry, join the Army and, move in 
with friends or other relatives. This sys- 


tematic exodus leads to a reordering of the 
family structure and constitutes another 
problem faced by the adolescent, especially 
since the sibling often represents one of 
the few remaining meaningful social rela- 
tionships. Although this exodus of siblings 
often occurs in the “final stage” of the 
process, it may also be characteristic of one 
of the earlier stages, usually the “escala- 
tion period.” By the end of the final stage 
a suicide attempt occurs to the adolescent 
in a last desperate effort to find some means 
of resolving his problems by bringing them 
to the attention of his parents and signifi- 
cant others. 

Rather than reducing the total problem 
faced by the adolescent, the suicide at- 
tempt itself becomes a problem and serves 
only to add to the alienation, rumors, etc. 
that he is already forced to contend with. 
It is the presumption of the parents and 
peers that anyone attempting suicide is 
cowardly, mentally ill or has something 
horrible or shameful to hide. For those who 
had a history of previous attempts (63 per- 
cent), these attempts followed in close 
sequence. This is not surprising since the 
Suicide attempt itself often serves to in- 
crease rather than decrease the problems 
that the adolescent faces. Shneidman has 
noted that “physicians and relatives must 
be especially cautious and watchful for at 
least 90 days after a person who has been 
suicidal appears to be improving”(5, p. 9). 

One might expect that anyone experi- 
encing a long-standing history of problems 
and a more recent period of escalation of 
these and new problems, most of which 
are not given to any solution known to the 
individual and which culminate in a situa- 
tion of social isolation, would come to con- 
Sider death (suicide) as the only solution 
to the problem of living. It is interesting to 
note that the adolescents in this study 
who experienced the kinds of problems 
and social relations characterized in this 
paper did not experience these things in 
a vacuum, but as a member of a family and 
a group of friends with things in common. 
Relatives and friends who experienced 
similar conditions and comparable “life 
chances” often arrived at the same view 
at some previous time: that suicide is 
“the only way out.” 
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In 44 percent of all cases there has been 
a successful suicide or suicide attempt by 
one or more close friends or relatives; and 
in 25 percent of all cases there has been a 
suicide attempt by the mother or father of 
the adolescent. A suicide attempt by a par- 
ent or “significant other” serves to lessen for 
the adolescent the social restraints against 
suicide, A parenť’s suicide attempt serves 
to legitimate the adolescent's attempt or 
proposed attempt, to wit: “If they can, I 
can too.” 

Also, it serves as a model and offers a 
possible solution to one’s problems, a solu- 
tion the parent attempted. In this case the 
parent is seen as “The Model” on which 
the adolescent is expected to pattern his 
behavior, Information received from the 
parents indicates that they have experi- 
enced many of the same problems as do 
their adolescents. . 

The mothers of all males who attempted 
suicide had either had illegitimate children 
or were forced into marriages because of 
pregnancy. Twenty-seven percent of all 
mothers interviewed had either illegitimate 
children or forced marriages because of 
pregnancy. Seventy percent of the mothers 
were separated or divorced. Thirty-eight 
percent had married more than once ; and 
many of these marriages of “convenience” 
proved to be short-lived. A very high per- 
centage of all parents had also suffered 
economic deprivation. In brief, persons who 
are subject to the constraints of a similar 
set of “life chances” are likely, in many 
basic regards, to end with similar biog- 
raphies. 


SUMMARY 
“Precipitating causes” can only be mean- 
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ingfully evaluated within the context of the ~ 
individual's total biography and from the = 
perspective of what these situations have 
meant to him. The process whereby the 
adolescent comes to view suicide as the 
“only solution” is seen to result from a 
progression of his problems through three 
stages: 1) a long-standing history of prob- 
lems; 2) a period of “escalation” of prob- 
lems by the introduction of new problems 
associated with adolescence within the last 
five years; and 3) a final stage—a recent _ 
onslaught of problems usually character- 
ized by a chain-reaction dissolution of any 
remaining meaningful social relationships. 
This progressive social isolation constitutes 
“the problem” and at the same time serves 
to prevent the adolescent from securing 
any possible means of resolving it. 
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2 
The evaluation of psychiatric disease is 
largely dependent on the subjective im- 
ression of clinicians. Typically, this im- 
pression is based on contact with patients 
during a clinical interview. The psychia- 
_ trist may respond to many aspects of the 
tient’s interview behavior, such as his 
posture, motor activity, appearance, facial 
expression and the way he talks, as well 
s to what he says. This study focuses 
_ on the patients’ vocal productions. Its pur- 
pose is to determine the clinically signifi- 
- cant information that can be reliably trans- 
mitted through tape recordings. 
` There is a considerable body of litera- 
ture evaluating the types of information 
that can be derived from hearing a person 
speak(3,5). Most studies of the vocal 
transmission of personality characteristics, 
or emotional states, have attempted to sep- 
arate the information carried by the con- 
tent from the information carried by the 
"voice. Isolation of the vocal aspects is fre- 
quently achieved by using recordings of 
actors who simulate the states or emotions 
_ of interest to the investigator, usually while 
reading neutral paragraphs. The task for 
the judges, who are usually without special 
training in rating these variables, is to dis- 
_ criminate between these emotions or states. 
___ While these experimental studies are of 
nsiderable interest, they are not imme- 
_ diately relevant to our present purpose, 
_ They are not concerned with dimensions 
of psychiatric disease, nor do they utilize 
trained clinicians who are practiced in 
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EVALUATION OF TREATMENT WITH RECORDED INTERVIEWS 


MURRAY ALPERT, Px.D., LEON J. HEKIMIAN, M.D. 
anp WILLIAM A. FROSCH, M.D. 


quantifying their impressions. This study 
is concerned with clinically significant be- 
haviors, especially those behaviors which 
change as the patient's condition changes, 
rather than with normal emotions. It is an 
attempt to determine the usefulness of 
tape-recorded interviews in the evaluation 
of patients. It is done under double-blind 
conditions similar to those used by our 
psychopharmacology research unit in eval- 
uating psychotropic drugs. 


METHOD 


Fourteen male patients were selected 
for study shortly after their admission to 
Bellevue Hospital, Psychiatrie Divisi 
The subjects met the following criteria : 
1) diagnosis of psychosis, either schizo- 
phrenic reaction or psychotic depression, 
made independently by two psychiatrists ; 
2) good physical health; 3) 20 to 60 years 
of age; and 4) no history of brain trauma, 
alcoholism or drug addiction. In addition, 
they had to: 5) speak English; 6) be 
without history of speech disturbance ; and 
7) not be mute. 

Patients were placed on placebo four 
times a day and during a baseline period 
of at least three and up to seven days were 
given routine laboratory tests and physical 
and psychiatric examinations. They were 
then randomly assigned to either chlor- 
Promazine or placebo for the treatment 
period. Those receiving the active drug ini- 
tially received 50 mg. four times a day. 
The dose was increased over the next 
three or four days to a level just below 
toxicity or until an optimally tolerated 
level with a minimum of side effects was 
reached. Doses as high as 1400 mg. a day 
were used. Medication and other ward 
matters were managed by the ward psy- 
chiatrist. > 

Taped interviews. Three interviews with 
each patient were recorded in an acoustical- 
ly treated interview room adjoining the 
ward. The first interview was done at the 
end of the baseline period ; the second, one 
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week after the first; and the third, three 
to four weeks after the first interview. 
The first and last interviews were analyzed 
for this report. They were conducted by a 
psychiatrist who did not know whether 
the patient was receiving active drug or 
placebo. 

The interviews were semistructured and 
standardized to include a mental status 
examination, a discussion of the cause for 
admission to the hospital and an inquiry 
for the symptoms included in the rating 
form. The interview attempted to avoid 
eliciting information that would reveal 
whether the patient was receiving active 
medication or placebo, or how long he 
had been in the hospital. The interviews 
were short, the longest being about ten 
minutes. 

The interviews were recorded on a high 

, fidelity tape recorder which was*kept in 
the room next to the interview room. The 
patients were informed that the interviews 
were being recorded. Microphones were 
in plain view on the desk and the patients’ 
permission to do the recordings was ob- 
tained. 

After the recorded interviews, the tapes 
were edited to remove information which 
revealed the order of the interviews. For 
example, when a patient was asked if he 
knew the date, his answer was removed 
but a comment was inserted into the tape 
indicating whether he was right or wrong. 
Also, when the interviewer made com- 
ments based on his observations of the 
patient, for example, “You look sad to- 
day,” these comments were removed from 
the tape. Only information which revealed 
the order of the interviews or reflected the 
interviewer's observations was removed. 
Because of the care with which the inter- 
views were conducted, little edifing was 
required. 

Ratings. Four psychiatrists rated the pa- 
tients. One pair of raters consisted of the 
ward psychiatrist and the interviewer. 
These ratings were based on the usual 
face-to-face interviews. 

_ Two psychiatrists, experienced in rating 
patients, rated the recordings but never 
saw the patients. Prior to hearing the 
interviews each judge received a summary 
of the patient’s background and history, 


similar to the information found on the 
face sheet of the patient’s chart. This in- 
formation included: 1) patient’s age; 2) 
race ; 3) marital status; 4) whether the 
patient was a voluntary admission; 5) 
chief complaint; 6) its duration; 7) ad- 


mission symptoms; 8) place of birth; 9) — 


highest school grade completed; 10) oc- 
cupation; 11) time since last worked ; and 
12) number of previous hospitalizations. 

The raters then listened, to the tapes 
over a high fidelity playback system and 
were permitted to replay sections of the 
interview if they wished. Both tapes for a 


patient were judged in the same session. ~ 


The judges were told that the interviews 
were separated by three to four weeks and 
that they were not necessarily presented in 
chronological order. They were also told 
that some of the patients received active 
medication while others received placebo, 

For each interview, the interviewer and 
the two tape judges rated each patient for 
severity of illness on a nine-point global 
severity scale and also on a four-point 
scale for the change in clinical status 
shown by the patient between the two in- 
terviews. All four psychiatrists used five- 
point scales to rate the incapacitation of 
the patient and the intensity of each of a 
list of 26 symptoms. These rating forms 
have been described by Friedhoff and He- 
kimian(1). They have recently been val- 
idated in an unpublished study by Frosch, 
Hekimian and Warwick(2), who rated 200 


psychiatric patients in brief face-to-face 


mental status interviews similar to those 
recorded for this study. 


The interviewer rated each patient for 


the amount of clinical change shown dur- 
ing the treatment period. Eight patients 
were thought to show no change, two, 
minimal change and four, moderate 
change. The chronological order of half 
of the interviews in each of the four clin- 


ical change groups was reversed before the — 


tapes were presented to the judges. The 


judges were asked whether they thought 


the interviews were presented to them out 
of their chronological order. 


RESULTS 


Data op the global ratings are presented _ 
in Table 1. Here the Spearman Rank Cor- — 
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relation Coefficient (ra) (4) between the 
ratings of the two judges who listened to 
the tapes is presented for the severity 
_ scale, the incapacitation scale, and the rat- 
_ ings of global clinical change, each based 

m all 14 patients. The correlations all 
e statistical significance at better 
than the .05 level, and reflect a degree of 
interrater agreement which is comparable 
to levels we obtain for ratings based on 
$ face-to-face contacts. 


(W)(4) among the judges. If we take the 
interviewer's evaluation as an index of the 
condition of the patient, this statistic gives 
a measure of the validity of the tape 
judges’ ratings. This interpretation must 
be made somewhat cautiously because the 
magnitude of the concordance reflects, in 
part, the interrater reliability presented in 
the left columns. With this limitation, these 
data reflect significant concordance be- 
tween impressions based on tape record- 


TABLE 1 
Spearman Correlations and Kendall Coefficients of Concordance for Global Ratings 
CORRELATION CONCORDANCE 
SCALE r, p (N = 14) w p (df = 13) 
SEVERITY SCALE 
-Tape judges 
Pre 79 <.01 68* <.05 
y Post 47 <05 64* <.05 
_ INCAPACITATION SCALE 
i Tape judges 
4 Pre 91 <.01 63 * <.05 
Post 74 <.01 18* <.01 
FACE-TO-FACE JUDGES 
abt 81 <.01 58 ** <.01 
Post 69 <.01 63%" <.01 
AL CHANGE 
‘ape judges 73 <.01 .78* <.01 


“Concordance among tape judges 1 and 2 and interviewer. 
~ ** Concordance among four judges. 


__ These correlations reflect the tendency 
for different raters, when using the same 
_ behavioral sample, to rank the patients in 
the same order on each scale, The differ- 
ences between the pre- and post-treatment 
correlations, while consistently higher for 
the pretreatment interview, are not statis- 
tically significant. 
The right hand column in Table 1 con- 
tains Kendall Coefficients of Concordance 


ings and impressions based on face-to- 
face interviews. 

The correlations presented in Table 1 
are for the raters’ global impressions. Tape 
recordings are not equally suitable for 
the communication of all types of clinical 
information. In addition to the global rat- 
ings, all four raters evaluated the patients 
for the presence and severity of 26 symp- 
toms. There was a tendency for the tape 


TABLE 2 
Average Frequency and Severity of Symptoms Noted by Face-to-Face and Tape Raters 
FACE-TO-FACE RATER TAPE RATER 
1 2 1 2 
PRETREATMENT 
Number of patients with symptom 
r 7.3 8.6 5.3 6.1 
Rating per symptom * i 
pOst-TREATMENT So ae a Hi * 
Number of patients with symptom 
Rating per symptom * 3 A i x 3 i i 


* Ratings were from 0 (not present) to 4 (most severe), 
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judges to see fewer symptoms, and to see 
these as less severe. This tendency is re- 
flected in Table 2. 

Inspection of the raw data reveals that 
the difference between the amount of in- 
formation derived from the tapes, as com- 
pared to ward contacts, is not the same for 
all symptoms. The symptom “withdrawn” 
was noted much less frequently from the 
tapes, but rated as severely when thought 
to be present. Underproductive speech was 
also detected less frequently from the 
tapes. This is somewhat surprising because 
of the specificity of its relation to speech. 
Perhaps more than we are aware, our 
ratings of this symptom are influenced by 
gestures. “Angry,” “sad,” “tense” and “be- 
wildered” were detected with less frequen- 
cy from the tapes, but “flat affect,” “think- 
ing disturbance” and “delusions” were seen 
with equal frequency and almost equal 
intensity. 

The Spearman Rank Correlation Coeffi- 
cients between the face-to-face raters, be- 
tween the tape raters and between the 
average of the face-to-face and tape rat- 
ers for each rateable symptom are shown 
in Table 3. The tape judges were per- 


mitted to indicate when they felt that they 
could not rate a symptom. 

Both judges felt that they could not rate 
six of the symptoms. As might be expected, 
the judges felt that they could not rate 
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factors related to the appearance of the — 


patient, whether he was under- or overac- 
tive and posturing or grimacing. 

Surprisingly, the tape judges felt that 
they could not rate phobias or repetitious 
thoughts or acts. It may be that the inter- 
views did not adequately demonstrate 
these symptoms and a modification of the 
interviews might make them rateable. 
However, symptoms that the tape judges 
could not rate because they depended 
upon visual information were not rated 
very reliably by the face-to-face judges. 
These “visual” symptoms, as a group, ob- 
tained significantly lower interrater corre- 
lations in the ratings of the face-to-face 
raters (Mann-Whitney Test). 

Although the tape judges detected less 
pathology in their symptom ratings, they 
tended to agree more with each other than. 


did the judges who saw the patients face- — 


to-face. The average Spearman Rank Cor- 
relation Coefficient across all symptoms for 


TABLE 3 
Spearman Correlations for Rateable Symptoms 
a BETWEEN AVERAGE 
BETWEEN BETWEEN F-F AND AVERAGE 
FACE-TO-FACE TAPE TAPE 
SYMPTOMS PRE POST PRE POST PRE POST 
5. Withdrawn 0.44 0.49 * 0.60 * 0.53 * 0.26 0.68 ** 
6. Out of contact 0.62 * 0.63 * 0.53 * 0.69 ** 0.68 ** 0.48 * 
7. Speaks too slowly 0.58 * 0.56 * 0.45 * 0.69 ** 0.62 * 0.28 
8. Speaks too rapidly 1.00 ** 0.91 ** 1,00 ** 0.91 ** 0.90 ** 0.81 ** 
9. Delayed responses 0.61 * 0.58 * 0.63 * 0.54 * 0.52 * 0.58 * 
10. Underproductive speech 0.45 * 0.41 0.79 ** 0.84 ** 0.83 ** 0.29 
11. Overproductive speech 0.68 ** 0.52 * 0.91 ** 0.67 ** 0.83 ** 0.60 * 
12. Angry xO. os. 0.84 ** 0.47 * 0.82 ** 0.43 0.56 * 
13. Sad 0.62 * 0.66 ** 0.26 0.30 0.61 * 0.67 ** 
15. Tense 0.35 0.58 * 0.57 * 0.75 ** 0,53 * 0.47 * 
16. Bewildered 0.77 ** 0.60 * 0.71 ** 0.45 * 0.34 0.54 * 
17. Flat affect 0.22 0.36 0.11 0.49 * 0.70 ** 0.29 
18. Inappropriate affect 0.49 * 0.40 0.29 0.55 * 0.49* 0.39 
19. Wary, guarded, evasive 0.44 0.26 0.80 ** 0.58 * 0:72)" 0 O7ares 
20. Thinking processes disturbed 0.33 0.55 * 0.70** 0.50 * 0.85 ** 0.59.5 
21. Delusions 0.31 0.74 ** 0.70 ** 0.59 * 0.57 * 0.87 ** 
22. Hallucinations 0.24 0.36 0.56 * 0.84 ** 0.30 0,66 * 
25. Disoriented 0.68 ** 0.74 ** 0.74 * 0.85 ** 1,00 ** 0.45 
=p<.05 
**p<.01 e 
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the face-to-face raters was .51 while the 
Š average for the tape raters was .62. 
Also, of the 18 symptoms that the tape 
i raters could rate (36 correlations count- 
ing both the pre- and post-ratings), 89 per- 
_ cent of the correlations (Spearman’s) were 
significant at better than the .05 level and 
of these, 39 percent at better than the .01 
level. For these same symptoms, the face- 
to-face raters had only 67 percent of their 
_ interrater correlations significant at better 
than the .05 level and of these, 25 percent 
were significant at better than the .01 
- level. 


_ DISCUSSION 


It is clear that tape recordings contain a 
good deal of information significant for 
the evaluation of pathology. This is true 
3 for the evaluation of the severity of signs 
and symptoms and for the global ratings 
of morbidity and clinical change. The 
tape judges were unable to rate only a 
few “visual” symptoms, and we do not 
_ know how well they would have done on 
these had we forced them to guess, Fur- 
_ ther, while the face-to-face situation adds 
considerably to the information the clin- 
ician has about the patient, some of this 
_ additional information may be irrelevant 
| or distracting rather than useful, 
In part, some of the lack of agreement 
_ between the face-to-face raters can be at- 
tributed to the fact that their ratings were 
based on different interviews, while the 
tape judges used the same interview, It is 
unlikely that fluctuations in the condition 
of the patients contributed appreciably to 
the disagreement between raters, Differ- 
ences in the response of patients to indi- 
vidual characteristics of the two interview- 
ers may have elicited different samples of 
behavior. Thus differences between the 
evaluations of the face-to-face raters need 
_ not reflect unreliability. The ability to pre- 
sent different clinicians with identical sam- 
ples of a patient's behavior is more than 
just a methodological convenience ; it could 
facilitate direct studies of the factors which 
contribute to clinical impressions, 
í The interviewer and one of the tape 
judges in this study also served as judges 
in a validating study of the řating in- 


na hin 


strument(2). In that study, the two judges 
jointly interviewed and independently rat- 
ed 200 patients. We have compared the 
interrater agreement between these two 
judges when both are present at the inter- 
view with the level of agreement when 
one bases his judgment on tape record- 
ings. By and large, the correlations across 
conditions were as high as those within 
conditions, and the same sort of informa- 
tion can be obtained from face-to-face 
contacts and from tape recordings. 

Perhaps the most important contribution 
that recorded interviews can make to the 
evaluation of treatment is to increase the 
rater’s ability to measure change, Conven- 
tional evaluations of clinical change are 
arrived at in either of two ways. A clini- 
cian may directly compare the patient’s con- 
dition at the end of treatment with his 
memory; of the patient’s pretreatment state. 

In psychiatry, however, treatment pe- 
riods may extend for weeks or months and 
memory may not be reliable over this peri- 
od. Alternately, the clinician may make 
absolute judgments initially and at the 
termination of treatment, and subtract the 
post score from the pre score and thus in- 
directly derive a change score. This latter 
method is much less sensitive and does 
not yield the same information as the first 
method. 

With recorded interviews the rater can 
contrast pre- and post-treatment conditions 
within a matter of minutes. It is well 
known in sensory psychology that paired 
comparisons close together in time and in 
Space tend to enhance differences and 
lower difference thresholds. Each of the 
tape judges detected significantly more 
global change than did the interviewer 
(Mann-Whitney Test). 

Detection of change is not a virtue un- 
less the changes reflect differences that ac- 
tually exist. It is, of course, difficult to say 
whether the additional changes reported 
by the tape judges actually existed. The 
high interrater reliability between tape 
judges and the high agreement among the 
tape judges and the interviewer support 
the impression that the use of tape record- 
ings provides a more sensitive measure of 
clinical change. Further support for this 
may be seen in the fact that the use of 
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the tape recordings did not provide an im- 
pression of greater over-all pathology. 

Insofar as the symptom ratings were con- 
cerned the tape judges rated the patients 
as showing significantly less pathology. 
This was shown in Table 2. Thus the tape 
judges’ increased sensitivity to change 
does not result from better detection of 
pathology and consequently better detec- 
tion of differences between the levels of 
pathology before and after treatment. 
Rather, the tape judges seem able to re- 
spond directly to the contrast in the pa- 
tient’s condition. 

The recording of clinical interviews also 
provides certain methodological advan- 
tages for the evaluation of therapy. Tapes 
can be stored and transported more read- 
ily than patients, Experimental procedures 
used in studies in which the evaluations 
are based on tape recordings of interviews 
can be more flexible and at the same time 
provide better control of important vari- 
ables. Many of the complexities of double- 
blind procedures could be eliminated if 
the rater’s contacts with the patient were 
limited to recordings. It is rare for an ex- 
perienced rater to be unaware of the na- 
ture of the treatment the patient is receiv- 
ing. This would be much less frequent 
with recordings. 

In this study, the interviewer was not in- 
formed whether the patient was receiving 
active drug or placebo. However, when 
asked, he guessed correctly for every pa- 
tient. He also tended to rate thost pa- 
tients receiving active drug as showing im- 
provement; those receiving placebo, as 
unimproved. This tendency was not noted 
in the judges who did not see the patients. 

With tape recordings, the investigator is 
also able to reverse the temporal order of 
the interviews when presenting*them to 
the judges. This affords control for se- 
quential errors that cannot be controlled 
in conventional experimental designs. Half 
of these recordings were presented to the 
tape raters in reversed order. The tape 
judges guessed the correct order signifi- 
cantly better than chance. They reported 
that they tended to rate the interview in 
which a patient was better as the second. 
Each judge was correct for ten of the 14 
pairs. They even tended to be incorrect to- 


gether, each agreeing with the other three 
of the four times he was wrong, 

Recordings of clinical interviews are a 
promising tool for the evaluation of change 
ifi patients. They offer a basis for clinical 
judgments that are, if anything, more re- 
peatable than face-to-face evaluations. 
They also seem to make it easier to detect 
changes in the patient’s condition. We 
should emphasize the effort we made to 
get good interviews. Both tape judges re- 
ported that in this study the interviewer 
was consistent and the pathology well — 
demonstrated. These studies are presently 
being continued and the tapes are being 
subjected to acoustic analysis in an attempt — 
to determine what it is about the voice of 
the patient, besides his words, that carries 
clinically significant information. j 


SUMMARY 


Fourteen psychiatric patients were eval- 
uated by two psychiatrists before and af- 
ter treatment with either chlorpromazine 
or placebo. The rating interviews were 3 
tape-recorded and the recordings were — 
rated by two other psychiatrists who did ` 
not see the patients. 

There was significant agreement between 
and among ratings based on the face-to- — 
face interviews and those based on the 
tape-recorded interviews with regard t 
global ratings of severity of illness, i 
capacitation, clinical change following — 
treatment and the “nonvisual” elements of 
a 26-item symptom scale. 1 

Tape recording of. clinical interviews is 
a promising tool for the evaluation of ~ 
treatments and for attempts to objectify 
and quantify clinical impressions. With 
tape recordings the investigator gains con- 
trol of the interview situation without di 
torting it beyond recognition. He can re- 7 
peat fleeting events as often as necessary, 
immediately contrast events separated — 
widely in time and space and eliminate 
some of the factors which presently appear 
as “error” in his investigations. Further, 
since the information on a tape recording 
can be described physically, the use of 
tapes may make it possible to isolate an 
characterize the cues which subserve clin- — 
ical impressions. Si 
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ELECTROSHOCK THERAPY IN HIGH-RISK PATIENTS 


CARL P. MALMQUIST, M.D. anb JAMES H. MATTHEWS, M.D. 


By the very nature of an admission policy 
permitting referral from physicians only, a 
university hospital may frequently have dif- 
ficult clinical cases on all its services. Often 
the hospital acts as a court of last appeal 
and either the patient gets treatment there 
or it cannot be given at all. 

One such group of cases, although pri- 
marily psychiatric in nature, cuts across 
several medical specialties and it is our 
joint experience with these patients that we 
wish to report. Specifically, these are pa- 
tients for whom the psychiatrist selects elec- 
troconvulsive therapy as the treatment of 
choice but cannot consider giving this safely 
because of organic disease complications 
such as cardiac or orthopedic problems, or 
pregnancy. Most frequently these ùre older 
patients with psychotic depressions who 
may also have serious medical diseases 
along with their psychiatric problems. Psy- 
chiatrists, left to their own devices, would 
be extremely reluctant to produce grand 
mal convulsions in such patients. 

By and large the central issue in all of 
these organic disease complications relates 
either to the period of hypoxia and cyano- 
sis that accompanies routine EST or to the 
effects of the convulsive movements upon 
an injured or defective skeleton, In the 
former situation, the anesthesiologist may 
make treatment safer by providing artificial 
ventilation and a large dose of succinyl- 
choline after the patient is anesthetized so 
that an open airway can be maintained 
throughout the period of the convulsion, 
thereby preventing hypoxia. By giving a 
similarly large dose of succinylcholine, he 
can for practical purposes abolish all con- 
vulsive movements, thereby making shock 
treatment possible in skeletal diseases. 


Read at the 12lst annual meeting of the 
American Psychiatric Association, New York, N. Y., 
May 3-7, 1965. 

Dr. Malmquist is with the Department of 
Psychiatry, University of Michigan Medical School, 
Ann Arbor, and Dr. Matthews is with the Depart- 
ment of Anesthesiology, University of Minnesota 
Medical School, Minneapolis. 


Hence the consistent collaborators in 
these high-risk patients are the anesthesiol- 
ogists, who have had extensive experience 
with these patients. With the cardiovascu- 
lar risks, the internists have given inesti- 
mable help and shared the risk. Various 
orthopedists and obstetricians have also con- 
tributed in those cases which involved their 
specialties. With the responsibility for caring 
for such patients progressively shifting to 
community mental health centers and gen- 
eral hospitals, it is hoped that the de- 
scription of the procedure employed with 
these patients and the knowledge that they 
are treatable may become more widespread. 

In recent years, with the advent of phar- 
macotherapy, fewer reports dealing with — 
electroshock treatments in psychiatry have 
appeared, Yet the importance of utilizing 
this technique has not seemed to amia 
ish, particularly with depressed patients: 
There are several reasons for this: 1) the 
ambiguous therapeutic results reported with 
antidepressant medications; 2) the in 
dence of complicating side effects wit 


i 


EST has been used successfully in 
years, the patient has often had an 
successful trial of drugs initially, Se 
case illustrations of patients so treated w 
be described to note the indications: 
using this technique. 


THE PATIENTS 
In an eight-year period surveyed the psy- 
chiatry service has used the special tech- 
nique to be described with 59 patients, In 
terms of use per year, it was as shown in — 
Table 1. A 
More important is the breakdown accord: * 
ing to the types of cases requiring this 
procedure. By indications the breakdown 
was as follows: 1) cardiovascular compli- 
cations—34 cases! (57.6 percent); 2) 
assurance to the patient—13 cases; 
orthopedic problems—10 cases; and 4) mis- < 


1 One case is listed in both categories 1 and 3. 
s 1265 
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TABLE 1 
Use of Electroshock Therapy in 59 High-Risk Patients 
During an Eight-Year Period 


YEAR NUMBER OF CASES a 


1956 
1957 
1958 
1959 
1960 
1961 
1962 
1963 


wD onono o o 


cellaneous cases—3, The miscellaneous cate- 
gory included one case with poliomyelitis, 
one 28-year-old pregnant female and one 
case where an episode of largynospasm oc- 
curred during a prior routine EST treat- 
ment. 
E The psychiatric diagnoses were: 1) in- 
_ volutional psychotic reaction—27; 2) de- 
pressive reaction—8; 3) manic-depressive 
% reaction—16; 4) psychotic depression—4 ; 
i and 5) schizophrenic reaction—4. 


_ PROCEDURE AND TECHNIQUE 


___ Giyen a patient with a psychiatric illness 
_ in which a decision has been reached by 
the psychiatric staff that EST is the indi- 
_ cated form of treatment, but who has a 
complication that raises doubt about such 
treatment, the specialist in a related 
field, such as internal medicine or ortho- 
_ pedics, is consulted and his opinion re- 
k garding the status of the organic disease 
is obtained. If, after consideration by all 
- concerned, the decision is for EST, the 
_ procedure is usually conducted as follows. 
= Therapy with any psychopharmacologic 
agent is stopped at least one or two days 
prior to EST. Food and liquids are with- 
held on the morning of treatment. At the 
appropriate time, the patient is brought to 
a special treatment area, usually the operat- 
ing room, where all the necessary drugs 
and emergency equipment are available. 
The anesthesiologist first gives 0.8 mg. of 
atropine intravenously, followed immediate- 
ly by an anesthetic dosage of thiopental. 
Sufficient intravenous succinylcholine is 
then given to produce depolarization of 
stricted muscle so that an open airway and 
_ full thorax compliance may be ebtained. 


The succinylcholine allows an open air- 
way to be maintained during the modified 
convulsion (approximately 40-60 seconds ) 
and thereafter until the patient recovers 
muscle tone and adequate ventilation. 

Immediately after the succinylcholine is 
given and the depolarization fasciculations 
occur, the anesthesiologist breathes the pa- 
tient artificially with 100 percent oxygen 
to maintain the normal oxygen saturation. 
He then indicates to the psychiatrist when 
he desires the EST to be given, and the 
current is administered. With the amounts 
of succinylcholine used (40-100 mg.), the 
only convulsive movements seen may be 
limited to the big toes and/or the mas- 
seter and extraorbital muscles. 

As a supplementary control measure, a 
blood pressure cuff on one arm may be in- 
flated prior to the time when succinylcho- 
line reaches the arm circulation; the un- 
modified neuromuscular junction in this 
arm can then respond vigorously, and oc- 
casionally violently, to the passage of EST 
current. The anesthesiologist continues ven- 
tilating the patient throughout the convul- 
sion and until such time (usually 3-5 
minutes ) as the patient resumes normal ven- 
tilation. The semiconscious patient is then 
turned onto his side with his neck sup- 
ported on a pillow and is moved to an 
adjacent recovery room with special nurs- 
ing services. He remains there until he is 
completely awake and able to return to 
routine ward activities. This procedure is 
employed for each EST treatment (usually 
given every other day ) until the psychiatrist 
decides that the patient has had sufficient 
therapy. 


ILLUSTRATIVE CASES 
The patients described were seen at the 
University of Minnesota Hospitals, 


Case 1—cardiovascular complication. A pro- 
fessional man, age 57, had a history of three 
previous psychotic depressions and two manic 
attacks. The last of these was years prior to 
the present admission and he had recovered 
from each. In the intervening six years he had 
suffered three major coronary occlusions. The 
psychiatric picture on admission was that of a 
seriously agitated psychotic depression with 
strong suicidal drives, marked self-accusation 
(‘Tm the most wicked person the world has 
ever known”) and a constant state of tension 


My 


ayy cd 


cc, eS oR ee 


t 
D 
g 
4 


7 


1966 | 


CARL P. MALMQUIST AND JAMES H. MATTHEWS 


Pel oe 


1267 A 


and apprehension that precluded rest or sleep 
without heavy sedation. Because of the pa- 
tients tension and agitation and constant 
pacing around his room and hospital corridors, 
the cardiologist felt that EST could well be a 
life-saving measure. The patient was given 12 
treatments over a span of 30 days and made 
an uneventful recovery from the depression. 
No cardiac complications of the EST occurred. 

The pulse rate always rose modestly as did 
the blood pressure. At no time did the blood 
pressure drop. Since the major hazard to this 
patient would have been hypotension possibly 
leading to yet another myocardial infarction, 
the consistent rise in blood pressure after EST 
was indeed useful. There were no disturbances 
in cardiac rhythm. No significant changes 
were seen in the electrocardiogram and the 
patient had no chest pain while in the hospital. 
At this writing he is living in retirement and 
has had no known recurrence of his psychosis. 


Case 2—cardiovascular complication. A re- 
tired executive, age 82, this man was a 
remarkable person who had an exceptionally 
keen mind. At the time of admission, he was 
enrolled in college taking several courses in 
advanced mathematics as a sort of occupational 
therapy. He brought with him to the hospital 
a number of papers and monographs relating 
to the theory of games and was engaged in 
writing a paper of his own on the subject. 
There was no evidence of chronic senile mental 
change. 

Psychiatric history showed a series of eight 
psychotic depressions beginning at age 46 and 
scattered over the years to the present illness. 
Each had lasted approximately six months, 
and he had made a spontaneous retovery 
from each, being hospitalized during six of 
them. At the present admission he was severely 
depressed and agitated, constantly slapping 
his face and legs, stamping his feet, pacing 
and unable to eat. He presented a difficult 
ward management problem. 

Physical and laboratory examinations re- 
vealed diabetes mellitus out of control and an 
acute brain syndrome associated with a recent 
cerebrovascular accident. Premature ventricu- 
lar contractions with a grade III systolic, 
apical murmur were also present. 

Because of his age, obesity and physical 
findings, the described EST technique was 
utilized and 18 treatments were given over 
several months. The depression disappeared 
following which he went through a short hypo- 
manic period of about five days which also 


disappeared. He is still alive at this writing a 
with no known recurrence of psychiatric illness. 


Case 3—cardiovascular complication. A busi- 
ness executive, age 63, presented with an 
involutional psychotic reaction of two months’ 
duration. He was depressed and agitated with 
nihilistic delusions (“brain rotting,” ete.). 
Physical examination showed hypertension 
190/110 mm.Hg. with grade III arteriosclerosis 
of retinal vessels. EKG and chest plate were 
within normal limits. No overt symptoms were 
attributable to his cardiovascular disease. Con- 
servative treatment in the hospital for two 
months produced no improvement in the psy- 
chiatric picture. This patient was treated with 
the EST technique described because of age, 
asymptomatic hypertensive vascular disease 
and lack of response to other treatments. He 
was given nine treatments in the course of 
21 days, He had a clinical remission and re- 
turned to full-time work. 


In no patient with cardiovascular compli- 
cations whom we have treated to date with 
this technique has any complication oc- 
curred which could be attributed to the 
therapy. There have been no treatment — 
deaths and in several patients (such as — 
Case 1) the cardiac involvement was such — 
that we would not have utilized EST with- 
out having this technique available. It ap- f 
pears, from our experience, that this method — 
can extend the therapeutic benefits of EST — 
to a group of patients who otherwise would — 
have been denied it or with whom. one ~ 
would have to accept extremely grave — 
risks to life itself. K 


Case 4—orthopedic complication. A 52-year- 
old female with symptoms of agitation, pacing, 
restlessness and suicidal ideation. Her case ~ 
was complicated by residuals of old tubercu- — 
losis with a right thoracopathy and dorsal — 
kyphoscoliosis. EST was given by the tech- 
nique discussed with prompt response of the | 
depression and discharge from the hospital. 


Case 5—poliomyelitis. This patient was a 
27-year-old football coach who was admitted — 
on transfer from the Elizabeth Kenny Institute _ X 
one month following an attack of acute polio- 
myelitis with severe paresis of the lower ex- 
tremities. He had become severely depressed 
and suicidal following the illness and felt he ~ 
was a burden to everyone connected with — 
him. He‘had attempted to drown himself in 
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a tub while taking physical therapy. EST was 
begun, but on the fourth treatment he suffered 
a cardiac arrest which at that time was man- 
aged with intrathoracic cardiac massage. 
After complete cardiac recovery, his profound 
depression did not respond to drugs and EST 
was again believed desirable. He then re- 
ceived 14 treatments with the assistance of 
anesthesiology as described without complica- 
tions and recovered from his depression. He 
was able to leave the hospital in good spirits 
despite needing crutches and braces and has 
been usefully employed since that time in 
an administrative position while also receiving 
rehabilitation and psychotherapy. 


DISCUSSION 


It is difficult to obtain consistent figures 
pertaining to mortality associated with elec- 
troshock treatment ; this is probably due to 
the uncertainty in determining what is re- 
sponsible for deaths occurring during the 
period a patient is receiving shock treat- 
ments. Kalinowsky and Hoch believe that 
fatalities from electroshock per se are very 
rare and the connections between death 
and treatment are often quite tenuous(5). 
Kolb and Vogel(6) have estimated fatali- 
ties due to EST as 0.05 percent, as have 
Flach and Regan(1). Impastato and Alman- 
si(3) put the figure at 0.08 percent while 
Raskin(8) has a figure of 0.12 percent. 

In attempting to survey the complica- 
tions and risks attendant on using elec- 
troshock treatment in patients with an 
independent physical disability, one is im- 
pressed by the lack of standardization and 
criteria to help the clinician in reaching a 
decision as to when shock treatment should 
be used or withheld. A general vagueness 
attends discussions regarding casualties from 
electroshock procedures. 

Many deaths reported as a consequence 
of such treatments have not been success- 
fully explained clinically or by autopsy and 
are often attributed to death from “cardiac 
complications.” The main causes of death 
have been attributed to respiratory-cardiac 
failures with postmortem findings consisting 
of recent or old myocardial infarcts. Pa- 
tients whose deaths were believed related 
to EST were found to have suffered from 
hypertension, coronary disease, general and 
cerebral arteriosclerosis, nephritis er tuber- 


culosis prior to the administration of 
EST(8). However, when the mechanism 
of how these disabilities are associated with 
the patient’s death is examined, an ade- 
quate explanation is lacking. 

Deaths associated with cardiac reactions 
have been attributed to over-activity of the 
vagus in about 30 percent of cases and to 
cardiac disturbance from  extra-cardiac 
causes in the remainder(2). The vagal effect 
is seen in pronounced bradycardia, arrhyth- 
mias and hypotension shortly after ad- 
ministering the treatment which is believed 
due to the initially increased blood pres- 
sure and pulse stimulating the aorta and 
carotid depressors. It is of interest to note 
that Raskin had two patients scheduled for 
EST who expired from coronaries 24 hours 
prior to their first treatment ; had they lived 
one day longer their deaths would have 
undoubtedly been “explained” by the EST, 

The almost universal observation of cya- 
nosis when shock treatment is given un- 
modified by a muscle relaxant and oxygen 
has been explained by Wilson and associ- 
ates(10) on the basis of a hypoxia from 
increased oxygen consumption. Jacoby also 
demonstrated that 10 of 16 patients who 
received EST without modification had 
an arterial oxygen saturation below 70 
percent(4), Adequate pre-treatment dos- 
ages of intravenous atropine may largely 
prevent the post-shock bradycardia, ar- 
thythmias and hypotension. Both succinyl- 
choline and thiopental are believed to 
increase the incidence of arrhythmias, yet 
one study found that use of thiopental 
actually decreased the incidence. Since the 
drug is vagotonic rather than vagolytic, 
this was believed due to allaying appre- 
hension from the use of succinylcholine 
rather than a direct effect from the drug(7). 


SUMMARY 


The use of the procedure as practiced 
by the authors for allaying apprehension 
and reassuring the patient and physician is 
not considered a trivial indication. In the 
cases where we have used it for this pur- 
pose, it was probably one of the deter- 
mining factors as to whether the patient 
would accept treatment or not. Secondly, 
the distressing muscular fasciculations and 


a i ——- T i) an) 


1966 ] 


CARL P. MALMQUIST AND JAMES H. MATTHEWS 


1269 


paralyses produced by the succinylcholine 
can lead the apprehensive patient to with- 
draw from treatment once begun. It must 
also be noted that in all of the cases where 
a decision is made to treat the patient in 
this manner, there is reassurance not only 
to the patient but to the physician, who 
must bear the responsibility in any case. 

Advantages in using this procedure in 
selected cases thus appear to outweigh the 
added expense and inconvenience. The 
main advantage would appear to be the 
opportunity to utilize EST in those patients 
expected to benefit from it coupled with 
the security the psychiatrist has in giving 
the treatment to those with an increased 
risk. It would seem that there is little 
reason why this procedure should not be 
extended and used routinely in all patients 
treated with EST. From maintenance of 
full oxygenation, hypoxia or anoxta is eli- 
minated along with the risk of fractures or 
dislocations, thus extending treatment to 
borderline cases, such as those with cardiac 
disabilities and orthopedic problems. An 
added advantage is the freedom to in- 
dividualize the dose of thiopental or suc- 
cinylcholine according to the idiosyncratic 
reactions of certain patients and also to 
adjust this as treatments progress, which is 
occasionally needed(9). 
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“DO YOU REALLY WISH TO GET WELL?” 


It is said that physicians sometimes ask patients, 


“Do you really wish to get well?” 


And, to be perfectly realistic in this matter, we must put the question of whether 
modern civilization wishes to Survive. One can detect signs of suicidal impulse ; 
one feels at times that the modern world is calling for madder music and for stronger 


wine, 


is craving some delirium which will take it completely away from reality. 


One is made to think of Kierkegaard’s figure of spectators in the theater, who applaud 
the announcement and repeated announcement that the building is on fire. 


—Ricuarp M, WEAVER 
(Ideas Have Consequences) 


RENAL FAILURE, ARTIFICIAL KIDNEY AND 
KIDNEY TRANSPLANT 


JOHN P. KEMPH, M.D. 


A multidisciplinary team of physicians at 
the University of Michigan has been study- 
ing patients with chronic renal failure who 
receive hemodialysis and who are candi- 
dates for a kidney transplant. As a part of 
this program 12 patients who have re- 
ceived kidney transplant have been pro- 
vided with psychiatric and psychological 
evaluations. Whenever possible the donors 
were also similarly studied. This is a pre- 
liminary report of observations made on 
- both donors and recipients as well as sev- 
-eral other patients for whom no homografts 
could be obtained. 
= It is common knowledge to physicians 
i that patients with chronic renal failure 
me velop neuropsychiatric manifestations’ 


€ 
; 
d 
j 
a 


which are probably concomitant with 

chemical changes. Our observations made 
= during the course of this illness concur 
= with those made by Schreiner(3), who 
has reported a composite description of 
personality changes accompanying the 
uremic syndrome. The initial insidious 
onset of chronic renal failure was accom- 

panied by fatigue, apathy and drowsiness. 
_ This was followed by anorexia and dis- 
turbances in thinking and depressive signs, 
and eventually all of these patients de- 
_ veloped psychosis. 


PSYCHIATRIC CORRELATES OF RENAL FAILURE 


__ At the time of the onset of mild mental 
confusion there was definite weakening of 
ego functioning, particularly in the areas 
of impulse control, relation to reality and 
defensive functions. In general, the patients 
became more easily irritated as a result of 
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lessened ability for sublimation of aggres- 
sion. There was a remarkable increase in the 
degree to which denial and projection were 
utilized as defenses with the result that 
most of the patients tended to become 
highly defensive and often paranoid. Their 
judgment became moderately impaired and 
occasionally when they were questioned 
they would feel persecuted. Frequently 
they would display temper outbursts and 
then feel guilty. Later these patients 
developed more obvious signs of gross ego 
defects, such as delusions and hallucina- 
tions. 

Examples of the psychotic manifestations 
varied widely in nature. A 15-year-old girl 
described the sensation that she saw her 
father standing in the middle of the room 
and heard him call her name when she 
knew he couldnt be there. Usually the 
hallucinatory phenomena were related to 
emotional needs. For example, this teen- 
aged girl had developed increased affection 
for her father and a need to have him with 
her since she had become seriously ill. 

One man developed vivid visual and 
auditory hallucinations, some of which 
were repetitious. One such recurrent ex- 
perience was his being attacked by three 
angry dogs, one biting him on the chin and 
the others biting him on the arm. Although 
this seemed real, he sensed that the hallu- 
cinations were figments of his imagination 
and therefore he was not frightened by 
them. 

Another man developed a paranoid de- 
lusional system linking all doctors together 
in a plot to destroy him. He believed that 
all medicine, tests and procedures were 
designed to kill him and yet he submitted 
to all these procedures. He kept insisting 
that he was perfectly well and that his 
disease had been healed, He felt that if he 
deliberately submitted to all their tortures 
and schemes and poisons and came through 
unscathed, then they would believe that he 
was well. 


As the uremia progressed, patients passed 
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into stupor and finally became episodi- 
cally comatose. One patient would rouse 
from deep coma long enough to make a 
rational statement or two occasionally and 
then slip back into coma. This required 
the medical staff and visitors to be aware 
that anything said in the presence of such 
comatose patients might be heard by them. 

The hemodialysis(4), provided when- 
ever possible, regularly produced a marked 
improvement in a broad range of ego 
functions and diminished the severity of 
these patients’ depressive reactions. Often 
this symptom was covered by superficial 
optimism : thus, one of our patients, while 
receiving hemodialysis, maintained a 
forced cheerfulness. He was determined to 
look on the bright side of life, not wanting 
his defensive efforts in this regard tampered 
with. 

The depressive trends, based gn such 
factors as the patient’s awareness of im- 
pending death, the inevitable narrowing 
from varied active, vigorous, gratifying 
roles in life to the role of a patient and the 
individual's awareness of his own impaired 
ego functioning, were crucial factors not 
only in the psychiatric management of 
these cases but in’ their physical course. 
Nevertheless, one must not focus one’s at- 
tention too exclusively upon these patients’ 
depressive trends and their manifold de- 
fenses against full experience of thtir de- 
pressive affects. Of striking importance, 
also, were their intense guilts (with related 
fantasies about the “cause” of the disease 
and how they might atone, reparate and 
magically rid themselves of it); the strong 
regressive temptation to give up, fall into 
passive helpless resignation ; their fury at 
themselves, their significant objects and an 
abstract fate for “doing this to me” or 
“letting it happen to me”; and their mas- 
ochistic use of their situation. 

More severe depression during a course 
of repeated hemodialysis has been report- 
ed by Gonzalez and associates(1). One of 
our patients developed a severe depressive 
reaction during the course of his first few 
months of severe chronic renal failure. His 
doctor noted that he responded favorably 
to anyone who showed an interest in him 
and began to spend at least one hour a day 
with him. The patient developed a com- 


fortable dependent relationship with the 
doctor and for a period of one year con- 
tinued to have sufficient cover in the form 
of control over and defense against his 
depression to allow him to make a good 
adaptation to being totally dependent upon 
dialysis for his existence. He was able to 
leave the hospital for several days at a time 
even after he had no kidney function at all. 

During this period seeing his doctor pro- 
vided as much psychological comfort as 
dialysis. Even when his B.U.N. was at 
levels over 200 mg. percent and when he 
had severe edema throughout his body, 
there were occasions when he was able to 
tell jokes in spite of obvious serious phys- 
ical disease. This was the first time that the 
patient had ever had a close dependent re- 
lationship with another human being. This 
relationship clearly prolonged his life by 
several months but then seemed an equal- 
ly strong determinant in hastening his 
death when his doctor left the hospital to 
move to another part of the country. This 
was immediately followed by a loss of in- 
terest, a feeling of restlessness, sudden ~ 
changes in mood and a subjective feeling 
that he might explode at any minute. Soon 
he became obviously depressed, refusing 
to eat and refusing to communicate with 
any of the doctors who made rounds. 

Within three months the patient wasted 
away, partly due to malnutrition and part- 
ly as a result of his depressive reaction. It 
became evident that he wished to die and 
even when the cause of his more recent 
depressive reaction was interpreted to him 
he refused to get involved with another — 
human being. He no longer trusted anyone 
and wanted to die. During his semicoma~ 
tose state just prior to death, he would 
rouse frequently and ask people that they 
refrain from insisting that he try to live. In 
these cases where there is a basic psycho- 
somatic dimension of hope versus despair 
and “giving up,” the physician-patient re- 
lationship is simultaneously crucial and 
particularly vulnerable to countertransfer- 
ence distortions. 

Although some psychic symptoms, such 
as psychosis and depression, were usually 
diminished by dialysis, new symptoms 
were created in some patients by this 
procedure. For example, the degree to 
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which patients with chronic renal failure 
became dependent on the artificial kidney 
varied considerably. In some cases the 
patients had developed sufficient depen- 
dency to become anxious when they ware 
away from this apparatus. One man devel- 
oped greater anxiety the further the dis- 
tance he ventured from this apparatus. He 
would often return early from visits to his 
home only several blocks from the hospital. 

In two cases there was not only no 


= dependency on this apparatus, but the 


_ patients became phobic of the mild discom- 


- fort and the prolonged periods of confine- 


ment necessary to the performance of these 


_ procedures. Between these two extremes 
there were widely varying individual dif- 


ferences. One of these patients appeared to 
live stoically from moment to moment 
` without any awareness of need for the 
procedures. Another individual who de- 
fended himself through intellectualization 
and isolation never consciously experi- 


4 ced any need for the dialysis, but he 


realized that logically he should have this 
procedure to keep himself alive. He tended 
to make decisions on a rational basis with 
little regard for his feelings. 


(i Since the dialysis is, at the very least, an 


unusual experience, one would expect it to 


_ ‘figure prominently in unconscious fantasy. 


In one case the patient depicted himself 
-quite graphically as “a broken man, a dis- 
jointed man,” jerked about and completely 


controlled by the strings to his arms, a sick 


puppet. At this time he had blood pres- 
~ _ sure apparatus on one arm and the dialysis 
» tubes on the other. 

Twelve of these patients have received 
kidney transplants. The relationships of 
the donors to the recipients were as fol- 
lows: one identical twin to another, five 
mothers to their sons, one sister to her 
brother and five nonrelated exchanges. 
There are insufficient numbers of subjects 
to allow for generalization but some of 
the more interesting observations on recipi- 
ents and donors will be described. 

The most striking postsurgical finding in 
the recipients was a rapid recovery of 
mental capacity and personality function- 
ing within the first few days after surgery 
in those cases where the new kidney began 
to function immediately. Long before the 


patient had recovered from the surgical 
trauma, his reality testing, alertness, abil- 
ity to concentrate, cognitive powers such 
as ability to integrate and abstract informa- 
tion, control over impulsivity, use of higher 
level defenses, etc., improved astonishingly. 
This change occurred over a period of a 
few days as is usually observed when the 
sensorium clears with the removal of a 
toxic metabolite. 

Since all of these patients had previously 
received hemodialysis without producing 
such a change, it was thought that the mole- 
cule responsible for the personality 
changes must be of a size greater than 30 
Angstrom Units in radius, because this is 
the pore radius of the semipermeable mem- 
brane used in hemodialysis. Although some 
specific catabolite accumulated in the ab- 
sence of kidney function may produce psy- 
chosis, gnother possible explanation is the 
reduction in several toxic substances and 
the lifting of depressive mood as a result 
of kidney transplant. 

The patients were told that it is not 
known how long their transplanted organ 
will function, and that although progress 
is being made in keeping homografts 
alive(2) there is still much to learn 
through research before we can make them 
permanent ; that they will probably have a 
functioning kidney for an undetermined 
period’ of time, but perhaps in time we 
will know more about prolonging their 
lives. With the exception of the identical 
twins (isograft), they all realized that 
there was little chance that their trans- 
planted organ would be permanently help- 
ful. However, they were usually less de- 
pressed immediately after surgery and felt 
pleased with their improved mental status. 

During the long-term follow-up period 
after the recipients left the hospital, there 
have been frequent periods of severe de- 
pressive reaction. The drugs used post- 
surgically, particularly corticosteroids, 
have occasionally augmented the depres- 
sive symptoms. As one of the patients re- 
cently stated, he knows that he has a good 
result from his transplant but still he 
doesn’t plan his life more than one week 
ahead because he has learned from experi- 
ence that without warning he could be 
back in a hospital bed and close to death. 
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This has happened to him several times. 

The recipients were all concerned with 
body damage and some of them with a fear 
that they might be rendered sexually im- 
potent or otherwise sexually damaged by 
the operation. This was most evident in a 
15-year-old girl who felt that her sexual 
organs, especially her vagina, had been 
damaged and that her sexual life would 
be significantly altered by the operation. 
She handled this defensively, covering it 
with gaiety and sexualized, exhibitionistic 
behavior, making herself appear seductive. 
At the same time one was aware of her 
underlying sadness and fear of looking at 
herself because of the sensation that her 
body was now peculiar, having been tam- 
pered with, and was disfigured, lopsided 
and had something in it that belonged to 
someone else. 

Two male recipients, who had become 
sexually impotent during the course of 
their illness, occasionally developed pas- 
sive receptive, feminine yearnings. When 
their female donors, who were more ag- 
gressive phallic characters than the male 
recipients, offered them kidneys, the re- 
cipients assumed that the kidneys would 
make them “normal.” While they had 
traces of concern over their being “femi- 
nized” by accepting this basic organ from a 
female, paradoxically their most apparent 
fantasies and reactions centered around re- 
ceiving a gift of masculinity and taking in 
the maleness of these female donors. 

One stated, “After she gives me her kid- 
ney, I will be able to bowl, play ball and 
do other things that normal men do.” Hav- 
ing lost his male powers he felt that he 
would now be made potent through a 
symbolic transfer of his donor’s_ phallic 
qualities. In one patient this had a whist- 
ling-in-the-dark quality. He had noted in- 
credulously that women could be more 
competent, more self-sufficient, stronger 
than men. 

Apparently all of the recipients had a 
little difficulty with the obligation they felt 
toward the donor for having given them 
their kidneys. They usually handled this 
consciously by saying that they too would 
have given their kidney to the donor had 
the situation been reversed. The underly- 
ing guilt, however, made itself apparent 


at times in their obsequious behavior to- 
wards the donors, and at other times their 
more provocative, hostility-engendering 
behavior with the donors. Similarly, when 
the kidney was obtained from a cadaver, 
the recipient thought of his obligation to 
the donor as though he were alive. They 
wished the donor were alive so that they 
could get to know him and express their 
gratitude. 


REACTIONS OF THE DONORS 
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Although all donors were consciously _ 
altruistic, there was considerable uncon- 
scious resentment toward the recipients 
in some cases and toward those hospital 
personnel who requested or encouraged — 
the transplant. They had given something 
up and got nothing in return. Often the 
family of the donor tended to push him 
ipto giving up his organ to the recipient. 
All seven of the donors studied realized ~ 
what they were giving up. 

This feeling was more pronounced in 
the two sibling donors and less pronounced 
in the five maternal donors. The teen-age 
girl who gave her kidney to her sister felt 
that her sister not only got her kidney with — 
her mother’s connivance but also stole her 
father from her. (The donor had been the 
father’s favorite child prior to the recip’ 
ent’s becoming ill.) The female donors dis- 
played underlying concern about the loss” 
of an organ in the pelvic area which might 
have a bearing on their reproductive func- 
tion. The kidneys become confounded with 
other pelvic organs and the equivalent to 
castration occurred in the minds of at least 
two of the seven female donors when their 
kidneys were removed. ak 

Following, the donor's surgery there was 
a period of depression beginning from | 
three to five days after surgery and lasting: 
for varying periods of time. Prior to surgery 
it had been relatively easy for the donors 
to feel virtuous and morally rewarded for 
their donation of an organ to preserve the | 
life of another person. This altruistic act 
provided considerable elevation of their 
self-esteem. However, routinely after the — 
surgery they felt that they were receiving. ) 
little or no attention for the great sacrifice — 
which they had made. Large numbers of Í 
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doctors, fiurses and technicians would care- 
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fully follow all of the behavior and atti 
tudes of the recipients because of their in- 
terest in making every effort to help the 
homograft survive, while the donor re- 
ceived much less attention. 


SUMMARY 


This is a preliminary report of a study of 
patients with chronic renal failure who 
may receive hemodialysis or a renal homo- 

graft. In the few cases studied both of 

these procedures diminished the severity 

‘of the ego dysfunction concomitant with 

renal failure, Particularly following homo- 

graft there was a striking recovery of ego 
functions and return to previous levels of 
personality integration. 

Although some psychic symptoms were 
= removed through dialysis, others were 
created by this procedure. Dependency 
n external devices which provide kidney 

function varied. In some cases the patient 

developed severe anxiety when he was 

__ away from the machine. The opposite ex- 
treme was noted in other cases in which 
the patient not only was not dependent on 
this apparatus, but was frightened by the 
discomfort and prolonged periods of con- 

i finement necessary to perform these pro- 
cedures, 

- Although all donors were consciously al- 

truistic, there was considerable unconscious 
resentment toward the recipient and to- 
ward those hospital personnel who request- 
ed or encouraged the transplant. There 
was consistent hostility on the part of the 
donor for the much greater amount of at- 
tention shown the recipient. This led to a 
moderate degree of postsurgical depressive 
~ reaction in all the adult donors, 
In some cases there was considerable 
unconscious confusion of kidney and sex- 
ual function with the resultant fear of loss 
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sexual ver as a result of the surgical | 
loss of the kidney. The recipients were 
ambivalent toward the donors both be- 
fore and after the transplant was per- 
formed. They tended to rationalize their 
indebtedness to the donor by thinking that 
they would have given their kidney to the 
donor had the situation been reversed. ` 
There was considerable preoccupation 
around the change in their bodies with the — 
addition of someone else’s organ. There 
was more confusion of sexual functioning 
in the female recipients than there was in 
the male recipients as a result of the inser- 
tion of a new organ in the pelvis. cat 

These are only a few cases, yet they are 
rich with human reaction to the new ex- 
perience of giving and receiving body or- — 
gans, as well as countertransference prob- a 
lems. These leads should be followed by ~ 
more carefully controlled studies in several * 
areas including the biochemical correlates 


of psychological function. a 
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MAXWELL JONES, MD. 


To me, the concept of a therapeutic com- 
munity implies the optimal use of the treat- 
ment capabilities of both patients and staff. 
In order that such potential may be real- 
ized, it is essential to have the social or- 
ganization which is appropriate to the task 
in hand. In order to develop such a social 
structure, a great deal of attention needs 
to be focused on such factors as the author- 
ity structure, roles and role relationships 
particularly as they affect the patients, com- 
munication and decision-making. 

Equally important is the social setting in 
which treatment and training occur. One 
of the stumbling blocks to the development 
of a therapeutic culture has been the tra- 
ditional hierarchical social organization of 

eneral hospitals in which doctors and 
nurses are trained. Not only have members 
‘of the medical profession had little expo- 
- sure to social science knowledge but, more 
important, they have not experienced situa- 
tions where their behavior as professional 
people is scrutinized. 

Happily there is a growing awareness of 
the need to use the social environment in 
order to enhance our professional skills, 
and this is not limited to the medical pro- 
fession, as indicated by the growing use of 
T group or sensitivity training in industry, 
etc. Didactic teaching of students is giving 
way increasingly to informal semjnars 
which do not aim at the passive acquisition 
of knowledge but involve social interaction 
and learning through emotional involve- 
ment and personality growth. Psychiatric 
hospitals have a relatively static com- 
munity and afford settings in many ways 
ideal for the analysis of behavior, „the ex- 
amination of roles and role relationships 
and the establishment of a “therapeutic 
culture.” 

One of the simplest devices used to date 
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has been the daily ward meeting in which 
all’ patients and staff meet for about an 
hour and social interaction is encouraged. 
Many meetings of this kind are highly struc- 
tured and discussion is limited to specific 
material subjects. However, a meeting of 
as many as 60 patients and staff may be- 
gin to develop an anxiety tolerance and 
skill which encourages the communication 
of current emotional problems. In fact a 
large group or community meeting of this 
kind may come in time to manifest many 
of the attributes of the smaller analytic 
group of eight or ten patients. 

An important part of such a meeting is a 
staff conference afterwards to examine what — 
happened within the community meeting. 
This represents a valuable multidisciplinary ý 
seminar when all staff members working 
on a particular ward are exposed to the 
same interactional situation and have in- 
evitably become emotionally involved. One 
can discuss the group techniques in such a 
conference but inevitably a considerable 
amount of time is spent on examining inter- 
personal problems affecting both staff and 
patients. Day in, day out experience of this 
kind leads to considerable modification of 
roles and role relationships and allows for — 
the examination of the attitudes and beliefs 
affecting the staff. 

However, group and community meet- 
ings of the kind described are somewhat 
artificial and there would seem to be many 
advantages to be derived from using spon- 
taneous interaction for treatment and trai ia 
ing. Psychoanalytically trained psychiatris a é 
deal largely with retrospective material and 
in the past have avoided personal involve- 
ment as far as possible. Social psychiatrists — 
are now going to the opposite extreme and 
seeking involvement with patients, not only 
in ward meetings and psychoanalytically 
oriented groups but also in crisis situations” 
as they occur on the ward, family groups, 
domiciliary visits to patients in their homes 
and so on. j 

The same trend is apparent in staff train- 
ing in all disciplines. Interpersonal dificul- 
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ties within the staff or between staff and 
patients may call for a face-to-face con- 
frontation where the individuals involved 
meet in order to examine what lies behind 
the manifest behavior. Living-learning situ- 
ations of this kind have much to commend 
them and can be an important aspect of 
sensitivity training. 

Time allows me to consider only two 
aspects of the therapeutic community as 
briefly outlined above : one, the therapeutic 
culture, and two, living-learning situations. 


THERAPEUTIC CULTURE 


From what has already been said about 
the social organization of a therapeutic 
community, it is clear that there are fre- 


quent daily opportunities for all staff and 


patients to examine what they are doing 
and why. As this process goes on outside 
the treatment situation as well as in the 
therapeutic group, a great deal of time is 
devoted to an examination of the roles, 
role relationships and over-all culture 
within the hospital structure. The staff are 
frequently confronted by problems which 
require them to examine and modify 
their attitudes and beliefs about the hos- 
pital society. Inevitably this may bring them 


. into conflict with the mores of the world to 
_ which they belong. As we all know there 


are many ambiguities, and our social atti- 
tudes no longer have the circumscribed and 
explicit attributes which one associates with 
the Victorian era. We no longer have clearly 
defined attitudes towards authority, respon- 
sibility, sexual behavior, etc. Family ties 
are less powerful than previously and the 
church no longer is seen as the guide to 
human. behavior by a large section of so- 
ciety. Unfortunately nothing has replaced 
these older institutions, and many compe- 
‘tent sociologists attribute the growing prob- 
lem of delinquency to these factors. 

Be that as it may, the therapeutic com- 
munity sets itself the task of trying to estab- 
lish its own value system within the wards 
and in the staff structure generally so that 
values and attitudes emerge which are rele- 
vant to the treatment of patients in an 
optimal social environment. The day in, 
day out examination of behavior at both 
patient and staff level forces us to consider 
our attitudes towards such prôblems as 


decision-making, authority, confidentiality, 
communication, limit setting, fixed ritual- 
ized behavior and so on. Patients and staff 
alike are helped to a more sophisticated 
awareness of the ways in which problems 
can be dealt with and a more intelligent 
use of the social environment is aimed at. 

It seems to us that a therapeutic culture 
allows for continuance of social growth by 
examining problem situations as they occur 
and using them as living-learning situations. 
Clearly a hospital community represents an 
open group with people coming and going, 
but there are usually enough culture car- 
riers to ensure that the process of growth 
continues even though there may be fre- 
quent fluctuations in the over-all climate. 
No one person is exempt from examination 
of his behavior and the teacher or leader 
finds himself in a learning situation as 
much as do the patients or trainee staff 
members. 

There is nothing finite about such a con- 
cept. It implies that an evolutionary proc- 
ess is at work and the values and beliefs 
held at one point in time may be consider- 
ably modified in the light of experience at 
any future date. By the same token plan- 
ning is not necessarily towards any explicit 
goal but may leave the direction to emerge 
as circumstances change. Some tentative 
goals are, of course, necessary for adequate 
planning but these may be revised or mod- 
ified when this seems to be appropriate. 
Such a flexible organization may seem to 
the skeptical to resemble chaos, but this 
does not happen provided the leaders have 
the requisite skills and the social organiza- 
tion is appropriate to the state of the hos- 
pital society at any one time. 

Definite limits are necessary in any so- 
ciety; provided people operate within 
these limits a great deal of flexibility can 
be permitted. When, however, these limits 
are ignored the latent authority must be- 
come active and whatever steps taken that 
are necessary to ensure that the confidence 
of the community in its own controls is 
not jeopardized. 

A therapeutic culture must never lose 
sight of the reality of the culture in the sur- 
rounding world. It implies a two-value sys- 
tem of a conscious kind where the patient 
and staff realize that for therapeutic pur- 
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poses certain values and attitudes are ac- 
cepted within the hospital but have no 
currency in the outside world. 


LIVING-LEARNING SITUATIONS 


One can make a somewhat arbitrary dis- 
tinction between teaching or the acquisi- 
tion of knowledge and learning as a subjec- 
tive experience involving some modification 
of the personality. Thus, in an anatomy 
class a student may be taught the small 
bones of the hand aided by some mneumon- 
ic but may only learn to apply this knowl- 
edge in a functional sense when it is re- 
lated to the patient as a whole person. To 
be taught Chinese characters in a univer- 
sity classroom may have relatively little 
effect on the individual but to apply such 
knowledge to living with people in China 
would presumably have considerably more 
impact on the individual’s personality. 

McGuire(8) in studying written exam- 
inations currently used in medical schools 
has shown that fewer than ten percent of 
the questions asked anything other than the 
candidate’s ability to recall isolated infor- 
mation. She concludes that in all medical 
disciplines studied to date, evaluation of 
competence is limited essentially to meas- 
urement of the ability to recall fragmentary 
information. In another paper(7) she con- 
cludes ; “Ability to integrate data, to ana- 
lyse problems, to develop and test hypoth- 
eses, to take a medical history, to observe 
clinical phenomena and to synthesize these 
into a logical differential diagnosis and plan 
of management are only rarely, if ever, 
adequately assayed.” 

A living-learning situation implies the 
analysis of a current interpersonal problem 
and the immediate face-to-face confronta- 
tion of all relevant personnel. Each individ- 
ual is helped to become more aware of the 
thinking and feeling of the other, and this 
leads to a more comprehensive and holistic 
view of the situation as it affects each of 
the people involved. The term as it is used 
here applies mainly to conscious awareness, 
but it may occasionally involve increased 
awareness of previously unconscious fac- 
tors. Frequent exposure to situations of this 
kind, if handled skillfully by the leader, can 
contribute to personality growth and matu- 
ration. Everyone, including the leader, is 


subject to scrutiny ; while the process may 
be painful it cannot fail to increase individ- 
ual awareness, provided the group has the 
skill, motivation and ego strength to work 
through the problem to a more compre- 
hensive understanding. 

A living-learning situation in the sense 
used here implies a purely temporary con- 
frontation, usually an hour’s interview with 
the relevant personnel. It occurs during a 
crisis while feelings are strong. Such con- 
frontation is relevant to the inservice train- 
ing of all staff and in fact represents a very 
important aspect of such an educational 
program. This approach can apply also to 
nurse-patient interaction as when a charge 
nurse helps a student nurse to deal with a 
difficult situation in a ward. 

An example of such a use of a living- 
learning situation involving both patients 
apd staff may help to illustrate what is 
meant. The night supervisor reported to the 
day charge nurse who reported to the ward 
doctor that a male and female patient, 
both of whom were known to be emo- 
tionally unstable and liable to form unwise 
relationships with the opposite sex, were 
spending a lot of time together. Consider- 
able anxiety was expressed by the nursing _ 
staff about this relationship, and a face-to- . _ 
face confrontation involving the patients ~ 
concerned and the nurse and the doctor 
was arranged by the physician superin- 
tendent. The patients were indignant about 
the meeting, claiming that they were being | 
completely misunderstood by the nursing i 
staff and that all that had happened was’ 
that they had been together in the female 
ward watching television. In actual fact this 
female ward had been encouraged to invite 
some of the male patients to their sitting 
room because they were felt to be aha 
isolated and exclusive. The superintendent 
visited this ward once a week and sat invat 
their ward meetings. It was at one of these 
meetings that he had commented on the — 
lack of intermingling of the sexes in that 
particular ward, and this had aroused reac- 
tion of a negative kind from both the pa- 
tients and the doctor on that ward. 

In the face-to-face confrontation it ap- 
peared that we were dealing much more 


with staff anxiety than with a patient prob- 
lem. The fantasies of the staff were related 
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to their expectations of the patients’ be- 
havior, but there was no foundation for 
this in fact. The night staff was contact- 
ed and they confirmed that there was 
no real cause for concern and that the pa- 
tients were never alone but sat together 
with other ward members. 

This situation afforded an excellent op- 
portunity for the discussion of the differing 
attitudes between the physician superin- 
tendent and the doctor in charge of the 
ward about the intermixing of the sexes. 
Also discussed was the effect of staff anxi- 
ety on the climate in the ward, which was 
to resist the introduction of male visitors 
into the female ward. This was partly a 
dependency phenomenon because in this 
particular long-stay ward the patients. felt 
extremely dependent on the doctor in 
charge and wished to please her. The anxi- 
ety which was aroused by the presence of 
male visitors in the ward then became 
accentuated because of the staff split—pa- 
tients being given the choice of agreeing 
with the superintendent or the doctor in 
charge, and nurses anticipating indiscreet 
sexual behavior which had been known to 
have occurred in the past with both the 
male and female patient in question. 

In a discussion of the situation it became 
~ clear that the staff was not allowing for 
possible growth, even though these were 
two long-stay patients with limited emo- 
tional control. That they should seek each 
other out in view of their similar social 
limitations was not surprising. Both patients 
were stigmatized as “bad,” but it was quite 
clear that each was having a beneficial 
effect on the other. The expectations of the 
nursing staff were modified to one of great- 
er appreciation for the feelings of these two 
patients. 

A living-learning situation as the term is 
used here implies a temporary confronta- 
tion between individuals—staff, patients or 
both—who are emotionally involved in some 
crisis situation in order that something may 
be learned from the crisis, If it is success- 
fully handled, the repetition of a crisis 
under similar circumstances in the future 
will be avoided. The distinction between 
this and the feedback of emotionally toned 
material to a regularly constituted meeting 
implies a single discussion, but inevitably 


the material tends to get fed back into var- 
ious regularly constituted groups and ward 
meetings. 

The technique has equal applicability to 
all levels of administrative and treatment 
personnel and patients. It represents an 
important form of inservice training, par- 
ticularly as many top-level administrators 
have had no formal training in group work 
and psychodynamics. One obvious difficul- 
ty is that people at this level may feel in- 
secure and unduly threatened by the idea 
of entering into a situation where their 
own personal performance may be subject 
to discussion. Under such circumstances a 
very skilled group therapist is required to 
handle the living-learning situation if it is 
not to end in catastrophe. It takes a great 
deal of courage and enterprise for a medical 
superintendent or director of nursing to 
agree ta enter into such a living-learning 
situation; it is always easy to rationalize 
and say that time prevents it. 

In my experience face-to-face confronta- 
tion, skillfully handled, leads to better 
morale if the formal leaders are prepared 
to subject themselves to this kind of situa- 
tion. For example, staff and patients at all 
levels come to feel that arbitrary decisions 
regarding their futures will not be taken, 
and the new method allows all points of 
view to be brought into some kind of per- 
spective, Even when the ultimate sanction 
of dismissal has to be invoked there is a 
much better chance that the departing mem- 
ber ‘will have none of the feeling of injus- 
tice that all too frequently is associated 
with a unilateral decision taken on evidence 
which is largely one-sided. 

In both living-learning situations and 
staff meetings following therapeutic groups 
it is very difficult to overcome the idea that 
by discussing staff performance one is neg- 
atively criticizing the staff. Criticism too 
often implies fault-finding and does not 
convey the impression of a learning situa- 
tion. It is as though we need a new word to 
describe the individual's performance in an 
interactional scene with a view to examin- 
ing it and if possible improving it. It re- 
quires a very long period of training, per- 
haps at least a year, before staff members 
are able to fully understand this process of 
examination with a view to learning and 
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personality growth. Some people can never 
get used to such a self-examination in a 
public setting, no matter how skillfully this 
is conducted. In fact a large part of a hos- 
pital population, possibly the majority, finds 
this approach quite alien to their personal- 
ities. This fact sets a severe limit on the 
possibility of developing therapeutic com- 
munities which would involve all hospital 
personnel including patients and staff. 

As already stated, a living-learning situa- 
tion may deal with some latent content but 
on the whole we are concerned with exam- 
ining the emotional interaction among sev- 
eral people at a largely conscious level. 
Properly handled, this will usually lead to 
a lessening of tension between the mem- 
bers and result in a clear understanding of 
the conflict. At times it amounts to a learn- 
ing situation where the successful resolution 
of the crisis means that the individuals in- 
volved will be more competent in han- 
dling a similar situation in future. On other 
occasions the situation may merely have a 
cathartic effect, allowing the individuals 
concerned to blow off steam and thus 
bring about a temporary lessening of ten- 
sion without much learning. However, the 
frequent application of _living-learning 
situations to problems as they occur and 
the feedback of relevant material to a nor- 
mally constituted group therapy session 
does lead in most cases to personality 
growth. 

From what has been said it would appear 
that no sharp distinction has been řade 
between the treatment of patients and the 


DEATH 


The organism dies when it is too much bewildered and no longer remembers what 


to do next. 


training of staff. Face-to-face confrontation — 
and living-learning situations, analytically 
oriented therapeutic groups and ward or 
community meetings are all capable of 
sérving both functions. 

No attempt has been made in this paper 
to review the literature on learning theory, 
ego psychology and applied sociology. This 
has been done elsewhere(3). Many aspects 
of the concept of a therapeutic communi- 
ty(1, 2, 4, 5, 6, 9, 10) have been ignored. 
It is my belief that no amount of talking or 
reading can replace the experience of liv- 
ing in a therapeutic community. 
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THE JOINT COMMISSION ON MENTAL HEALTH 
OF CHILDREN 


@ E E A groundswell of pressure for a study of the mental health needs of 
children in this country has come from a number of professional and lay groups— 
particularly from those with a responsibility for planning mental health services 
for children. The need is felt to be particularly acute because of such factors as 
the rising rate of mental hospital admissions for children and youth at the same 
time that similar statistics for adults have been showing a drop. 

The 89th Congress, particularly through the efforts of Senators Ribicoff and 
Hill and Representative Fogarty, has responded to these pressures. In Public 
Law 89-97 an amendment authorized “the Secretary of Health, Education, and 
Welfare, upon the recommendation of the National Advisory Mental Health 
Council and after securing the advice of experts in pediatrics and child welfare, 
to make grants for carrying out a program of research into and study of our 
resources, methods, and practices for diagnosing or preventing emotional illness 
in children and of treating, caring for, and rehabilitating children with emotional 
illnesses.” One million dollars was made available for a two-year period to carry 
out such a study. 

Thirteen national associations having a primary interest in working with 
children were asked to nominate representatives who would become members 
of a Joint Commission on Mental Health of Children. The American Psychi- 
atric Association acted as its secretariat. This Joint Commission, with a broadly 
based board of directors to meet the intent of the legislation, has been approved 
as the body to carry out the study. > 

Committees on studies are exploring possible patterns of work of the Joint 
Commission and areas to be covered. A committee on nominations is trying to 
plan for the broadest possible utilization of professional groups and individuals 
who can contribute to the Commission’s mission. 

The philosophy and goals of the Joint Commission are in many ways similar 
to those of the earlier Joint Commission on Mental Illness and Health, which 


or set of theoretical assumptions. . . . It will be in no position to reject without 
examination any proposed solution to the problems and should boldly seek out 
divergent viewpoints.” 

The Commission should be ready to recommend a radical reconstruction of 
the present system if such is indicated rather than advocating a patching up of 
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cal and the mental health of children and families better served. 
The Joint Commission on Mental Health of Children approaches these 
objectives with zeal, courage and determination. : 


M REGINALD S. Lourie, M.D. 


A NEW RECOGNITION OF ADOLESCENTS 


m m m This issue of the American Journal of Psychiatry features a special 
section on children and adolescents. Adolescent patients seem to have reached 
the point of recognition of the existence of their psychiatric problems. Little 
literature existed on such problems up to about 15 years ago. Since then, 
however, there has been a remarkable development of interest in these young- 
sters, with a gratifying enlightenment in understanding them and their emotional 
problems and illnesses. 

The adolescent is an insecure individual. He must turn from his parents, 
family, home and siblings and form new and lasting relationships, giving up 
the libidinal attachments made and established during his entire life up to 
that age and reestablishing them with other object cathexes. New friends, new 
school work, new school placements, new social and play activities, new work 
activities are all available to him for the investment of the libido he is taking 
away from his earlier basic attachments. * 

It is obvious that this shift must produce tremendous insecurity, and it does. 
This applies to every generation of adolescents. The dress and behavior, the 
language, the musical and literary likes and dislikes, the entire mores of this 
group of individuals change in an everlasting drive to establish identity. It takes 
great patience on the part of teachers and parents to understand and deal with 
the needs of these adolescents in terms of their individual identities. 

Their security is related to specific needs. Parents and teachers must set 
limits and stick with them. One does not assume that setting limits can only 
be done with a baseball bat in hand. It can be done softly. On the other hand, 
some permissiveness is valuable at times, but total permissiveness is destructive 
to the adolescent. The presence in the home of the parent of the same sex is 
of tremendous importance for identification needs, not only prior to puberty but 
during the early stages of adolescence. 

To emphasize the extent of, the acceptance of psychiatric problems of 
adolescents as an area into which psychiatrists can move, one has but to look 
at the enrollment of psychiatrists who treat adolescents today. In New York City, 
the Society for Adolescent Psychiatry has some 300 members. In Philadelphia, 
Chicago and Los Angeles there are local societies for adolescent psychiatry and 
there is a movement afoot to organize a National Society for Adolescent 
Psychiatry. 

In the East, it is well known that in the psychiatric units in general hospitals, 
as well as in a number of the larger private psychiatric hospitals, somewhere 
between 30 and 40 percent of all patients seen are in the adolescent age group. 
This is not so much of a reflection of an increase in problems among adolescents 
as it is availability of treatment facilities which were not present before. The 
development of the psychiatric unit in the general hospital has made available 
to adolescents throughout the country a treatment source which was nonexistent, 
_or practically so, previously. The more progressive state hospitals have also 
accepted the responsibility for treatment of youngsters in this group in the last 
decade. 

Approximately 80 percent of the psychiatric illnesses that develop during 
this period of time respond well to short-term treatment; those who need 
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long-term therapy or hospitalization are by far in the minority, Since 80 
percent of them respond well to therapy, any effort in this direction offers 
tremendous rewards. Psychiatric residents assigned to secondary school or 
university mental health programs find that four to 12 treatment sessions are . 
sufficient to help youngsters get started in a healthy direction. More and more 
young men being trained in psychiatry today are going into the field of 
adolescent psychiatry for what promises the best reward for their efforts, 


BENJAMIN H. Batser, M.D. 


DRUG USE AMONG ADOLESCENTS 


@ m m The characteristic types of personality disorder occurring in adoles- 
cence have always been notoriously hard to categorize in ways that satisfy the 
next generation of psychiatrists. This is due to the combination of variegated 
types of disorder with rapidly developing background personalities. Com- 
pounding the problems, the types of disorder change markedly from one 
decade to the next in a rapidly changing culture. 

Using drugs for both exploration of the mind and retreat from experience 
is an ancient occupation. During the past century, it occupied the attention of 
outstandingly able men who explored the relevance of the new chemistry to 
practical medicine and to the nature of the mind. Ether jags, the chewing of 
coca leaves and the classic writings of Baudelaire, Coleridge and De Quincey 
are products of these explorations. The century ended with widespread and 

> serious opiate addiction. The abuses of ethyl alcohol, tea, coffee, tobacco, 
hashish and peyote are prehistoric, 

None of these occurrences closely resembles the current burst of experiment- 
ing with drugs among adolescents and young adults. The source is now not 
only a new and expanding chemistry, but a worldwide chemical industry with 
its efficient marketing arrangements; these afford quantity, novelty, fashion and 
variety. Drugs now prominent in illegal or quasi-legal use are the ampheta- 
mines, the barbiturates, tranquilizers, the hallacinogens—marihuana, LSD-25, 
psilocybin, bufotenin, mescaline, morning glory seeds (containing d-lysergic 
acid monoethylamide) and nutmeg (with activity due apparently to myris- 
ticin)—the opiates, especially heroin and codeine and model-airplane glue with 
its halogenated hydrocarbon solvents. 

3 Informal discussions with other physicians strongly suggest that there has 
been a major and widespread influx of young patients into psychiatric hospitals 
with primary complaints either of the use of drugs or of closely associated 
delinquent behavior. Some hospitals have had to limit the rate of admission of 
patients in this age group. Many hospitals have found themselves unprepared 
for the type of care needed. Group and individual problems stemming from 
smuggling and pretending to smuggle drugs necessarily change the character 
of the hospital, and such problems are ighly likely to occur with any sizable 
group of patients with this type of complaint. 

Impressionistic accounts suggest that drugs are liberally used by a majority 
of students in some universities; habituation is common, although variable in 
degree. 

Most of the drugs occupy an ambiguous position; they are used both by the 
demimonde and by leading intellectuals and laboratories, The original use of 
peyote and psilocybin was religious and, currently, cultist and quasi-religious 
sanction for drug use occurs in urban centers, Many of the drugs are prescribed 
widely by physicians and moss of the rest have been used in laboratory experi- 
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ments. Some have been examined by competent authorities and pronounced 


not as harmful as was originally believed. Until recently, many were legally 
purchasable in any amount or were inadequately controlled, e.g., ampheta- 
mines in inhalers. At the same time there is a current common belief that their 
use means an almost inevitable progression to heroin and to the type of life 
needed to maintain the habit. 

i This indefiniteness is a major problem. It is easy to detect rumor, panic or 
intellectual smugness contaminating almost every statement. These feed on 
ignorance; for example, although 26 doses of barbiturates were manufactured 
in the United States in 1955 for each person in the country, we do not know 
who uses the drugs, how much, how habitually, the amount of damage, the 
sources of the drug, the type of associated psychopathology and sociopathology, 
if any, and the efficacy of treatment or of social management of habituation. 
Even the proneness of some of the drugs to induce dependence is disputed. 

Psychiatrists should dispel as much of the confusion as possible and should 

y indicate the need for fuller knowledge. We know that many of these drugs 
cause severe physical damage and gross social catastrophes. We also know that 
these are not necessarily irremediable. Although we have not yet done so, we 
can estimate the frequency of successful rehabilitation. We are clear about the 
regular association of drug use with severe emotional disorders and we know 
that drugs often cannot be rapidly discontinued without major emotional con- 
sequences, even when there is no physiological dependence. 

The occurrence of psychosis in association with drug use is usually a com- 

, plex outcome of the drug effect and the pre-existing personality disturbance 
and perhaps other factors, It is also clear, however, that even where there is 
an associated emotional disturbance, the habitual use of the drug is disabling 
per se. Although reliance upon legal prohibition is unlikely to solve the prob- 
lems created by drug abuse, it may well be a significant help. 

It is evident that a major epidemiological study of drug use is needed to 
prevent our trying to take action against what is mere rumor, Although police ` 
interest complicates such epidemiological studies (especially in states not 
recognizing privileged communication), it does not make them impossible. 

ý Blum and his associates! haye provided valuable information from their small 

but careful study of LSD-25. They have shown how its use spreads from in- 
tellectuals and laboratory workers who persuade friends and relatives to join 
groups devoted to drug use. Emotional group identification and ethnocen- 
tricity characterized those accepting LSD; fear of loss of control characterized 
those rejecting it. The*use of these drugs is often associated with the overuse 
of other drugs. Whereas drug use may lead to the use of narcotics, this is not 

a one-way street because barbiturates, at least, may apparently substitute for 

heroin. 

A significant portion of the interested public is either rigidly permissive or 
genuinely ambivalent regarding indiscriminate drug use. In its current setting, 
however, such sanctioning and the almost intentional excited confusion which 
tends to accompany it, foster serious personal and social disturbance. 


Aurrep H. Stanton, M.D. 


f 1 Blum, Richard, and associates : Utopiates. New York: Atherton Press, 1965. 
2 Hamburger, E.: Barbiturate Use in Narcotic Addicts, J.A.M.A. 189:366-368, 1964. 
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WORK IDENTITY: A PSYCHOTHERAPEUTIC DIMENSION 


LAWRENCE J. HATTERER, M.D. 


© The problems of establishing and sus- 
taining a work identity can be a serious 
_ source of emotional disorder. 
A study of the creative artist and his 
unique life pattern illustrates that the na- 
ture of a person’s work can be a vital 
variable in the evolution and persistence 
of an emotional disorder. The creative 
artist exemplifies the close connection be; 
tween work identity and total human 
_ identity because what he does (his art) is 
_ intimately and inseparably linked to what 
he is, 
The role that an artist’s work identity 
_ plays in the dynamics of psychiatric illness 
_ became evident to me during ten years of 
naturalistic observation and treatment of 
over 200 artists (graphic and performing, 
student and professional) from 30 creative 
fields (writers, painters, musicians, sculp- 
tors, designers, actors, dancers, directors, 
photographers, architects, etc.). These were 
selected from 9,000 psychiatric patients 
interviewed at the Payne Whitney Psy- 
chiatric Outpatient Clinic of the New York 
Hospital and in private practice; collec- 
tively they represented over 12,000 hours 
of psychoanalytically oriented psychother- 
apy. 

The creative artist is a person who 
possesses a special ability, through endow- 
ment and/or developed discipline, to se- 
lect, organize, condense and control 
feelings and cognition from accumulated 
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conscious and unconscious experience and 
synthesize them into the expression of new 
ideas and/or products. From childhood or 
adolescence he has a consistent need for 
and intense involvement with artistic ex- 
pression. Gradually his work becomes fo- 
cused, professionalized and recognized by 
some competent authority. He acquires 
training, knowledge and judgment in his 
field. Most importantly, he believes in and 
works at his art with marked productivity. 
The design of his life centers around his 
creative practices. 

Working with artists, I discovered that 
much pathology was unrelieved by inter- 
pretations which reduced the patient's life 
to his sexual, familial and social history. 
It became obvious that a number of sig- 
nificant problems arose which could be 
understood with greater clarity by intro- 
ducing’ the concept of work identity as a 
vital dimension in the treatment. 


THE ARTIST'S UNIQUE PROBLEMS 


The creative artist—both normal and 
abnormal—has some unique problems vis- 
a-vis his work identity. These problems 
arise in six crucial areas: survival, dis- 
cipline, recognition, authority, assertion 
and dependency. His predominant prob- 
lem is, how to survive economically, 
because all too often he finds he cannot 
manage to live by art alone. Extraordinary 
discipline is necessary for him to balance 
his time and energy between creative and 
survival activities. His special need for 
recognition is also a problem, caused in 
part by a society which is increasingly 
receptive to his existence in spirit but fails 
to appropriately integrate him into the 
economy. Because he aspires to accom- 
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plish what he claims others have not done 
or cannot do as well—to inaugurate the 
unknown and to transform human vision 
—he is highly vulnerable to the opinion of 
others. 

Moreover, his problem with authority is 
complex. The artist is obliged to create 
without fear of offending the established 
order and yet not be merely anti-author- 
itarian. Such an obligation requires a great 
capacity for assertion, or even for aggres- 
sion. Finally, the struggle to create what, 
when and how he chooses and still escape 
disturbed or disturbing dependencies (us- 
ually patronage relationships) continues 
throughout his lifetime. 

The over-all problem of human identity 
is a complicated one for the artist. Usually 
he possesses little economic and social 
status, is unaffiliated with organizations, 
has frequently severed early family ties 
and religious connections, lacks formal 
certification for work and is alien from his 
own group in proportion to the strength of 
his creative convictions. Not surprisingly, 
therefore, the artist declares that he feels 
identified solely by his creative work. 
However, in a society which values work 
in economic terms this declaration becomes 
a reality only when the artist is paid for 
his work, 

The therapist can be most therapeutic 
by acknowledging this work identity with 
talk and inquiry about the patient's evolu- 
tion as an artist and about the reactions of 
all persons in his intimate, social and train- 
ing life to this evolution. He should help 
the artist understand thee conflicts and 
personal sacrifices entailed in his creative 
evolution. Furthermore, he should differ- 
entiate between the artist’s work identity 
and other kinds of identity (i.e., sexual, 
familial, social) and unravel any cenfusion 
among them. Such confusion can seriously 
hinder the artist if he uses problems un- 
related to his work as rationalizations to 
avoid the struggle of attaining and sus- 
taining his creative identity. 

A therapist would also do well to dis- 
tinguish problems of identity from social 
prejudices and from pragmatic work dif- 
ficulties. The artist invariably has to learn 
to accept and face the fact that economic 
survival means accepting jobs he may not 


be able to respect, jobs which others will 
designate as his true work identity (i.e., 
the teacher who writes, not the writer who 
teaches to earn money). He must learn 
that his struggle for a work identity will 
continue as long as he is unrecognized or 
fails to earn a living from his art, and that 
even after recognition and reward he will 
have to continue to validate his role. 


CAUTIONS FOR THE THERAPIST 


It is necessary for a therapist to rec- 
ognize that he can differ widely from the 
artist with regard to value systems and 
time sense vis-a-vis work identity. For 
the artist, work and love of work for its 
own sake can reign supreme; his drive 
for creative accomplishment can supersede 
his need for human relationships, material 
gain, status and comfort. A therapist should 
try to acknowledge the artist’s value sys- 
tems in order to separate what is patho- 
logical from what he does not believe in. 
What appears to the therapist as sublima- 
tion or compulsion may really be — 
dedication in the artists framework. Sim- | 
ilarly, what appears to the therapist as 
an artist’s distortion can really be his acute- 
ly keen perception of a society’s distortion. 

A therapist should be sensitive to the 
artists handling of time in the pragmatic 
and in the perceptual sense, Ordinarily 
artists do not work from nine to five; they 
thrive on change, need more than one job, 
require isolation and aften establish seem- 
ingly bizarre patterns to survive in both 
the commercial and the creative world. In 
both creative work and human relation- 
ships some artists project only the present, 
others the past or future, or unusual, 
changeable combinations of all three. To 
facilitate communication, therefore, the 
therapist should not only appreciate and 
utilize the artist-patient’s dominant time 
sense, but also avoid imposing on him any 
systematized, clinical therapeutic = yoke 
which stresses one time sense exclusively. 

Some artists resist therapy because of 
misinformation about fantastic and de; rad- 
ing interpretations used to explain 
creative person and his work, or bec 
of fear of the long-standing legeni ! 
relief of neurosis means impairment of 
creativity It is helpful to reassure the 
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artist that emotional illness, like other ill- 
nesses, invariably interferes with function- 
ing. 
Above all, the therapist should avoid 
preformulated interpretations of the pa- 
tient’s creative identity and practice which 
are not thoroughly documented by the 
patients unsolicited free associations. 
Many an artist has left a psychiatrist's 
office enraged by interpretations which 
imply that he writes because he is an in- 
justice collector or a sadomasochist, acts 
because he is an exhibitionist, dances be- 
cause he wants to seduce the audience 
sexually or paints to overcome strict bowel- 
training by free smearing. Therapeutic in- 
terpretations given to the artist should not 
indiscriminately connect his creative work 
with distortion nor limit the focus to 
problems of human relationships. 
Psychotherapy of the creative artist de- 
mands a creative approach. And this ap- 
. proach entails an understanding of the 
connection between creative work identity 


and total human identity, leading to 
therapeutic use of the concept of work | 
identity. A creative approach means a com- ~ 


bined analytic, supportive and directive ~ 


therapy. It also means the flexible use of 
all techniques in a multi-dimensional man- 
ner—a manner which pays tribute to the 
variety and complexity of human behavior 
with each therapeutic interpretation. 4 

Such an approach facilitates the artist's ~ 


comprehension of the conflicts involved in ~ 


establishing and sustaining a work identity. — 
He will then be better able to cope with = 
problems of living in harmony with people ~ 


around him, to survive economically and | 


to learn to tolerate difficulties inherent to 
his work—the inevitable rejections, the rest- 
lessness and need for change, the fallow 
periods and the unavoidable fluctuations 
of mood which follow the ebb and flow ~ 
of his ‘creative daemon. He will have ~ 
succeeded in distinguishing what is de- 7 
structive in him from what is a concomitant < 
of his creative work identity. 


THE FAMILIAL OCCURRENCE OF RETINITIS PIGMENTOSA, 
MENTAL DISORDERS AND EEG ABNORMALITIES 


: JOYCE G. SMALL, M.D. anp GILLES M. DESMARAIS, M.D. 


Retinitis pigmentosa is a relatively un- 
common progressive hereditary disease. 
It appears as a component of a number 
of pathologic syndromes including the 
Laurence-Moon-Biedl syndrome, Usher's 
syndrome, Refsum syndrome, Werner's syn- 
drome and others(1, 2, 7, 9, 11). Also, 
retinitis pigmentosa is often present in 
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members ,of families who have congenital 
anomalies of the endocrine, musculo-skele- 
tal, genito-urinary and central nervous sys- ` 
tems(4, 7). Among the manifestations of — 
central nervous system defects observed in 
patients with retinitis pigmentosa are epi- — 
lepsy, mental deficiency and EEG abnor- 
malities(5, 10). Emotional disorders are ~ 
also described in association with retinitis 
pigmentosa and comments about “demen- — 
tia praecox,” suspiciousness, peculiar be- 
havior and paranoid delusions are present 
in some case reports of afflicted individuals — 
(4, 5, 8, 10, 12). However, aside from ~ 
recent concerns about pigmentary retinop- 
athy as a complication of treatment with 
phenothiazines(3, 8), the psychiatric litera- 


ture contains few references to the associa- 


tion of mental illness and retinitis pigmen- 
tosa. 


This report presents three generations of 
a family with retinitis pigmentosa and men- _ 
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tal disorders in order to emphasize this 
combination, as well as to furnish addi- 
tional data of the psychopathology, EEG 
findings and patterns of inheritance en- 
countered in this disorder. 

The lineage of the family concerned is 
schematically presented in Figure 1. Some 
details of positive findings in the adult 
patients who were examined clinically 
by means of psychiatric interviews, opthal- 
mologic and psychological testing and 
waking, sleep and activated EEG studies 
are briefly presented. 


FIGURE 1 


defects. A year later she was seen again for $ 
a recurrence of depressive symptoms with loss 
of interest, inactivity, sadness of mood, psy- — 
chomotor retardation, somatic complaints and 
igsomnia. These manifestations improved great: 
ly with the resumption of antidepressant medi- 
cations. 

Other members of the family gave details 
of the patient’s history. Little was known of 
her parents but consanguinity was denied. She — 
had 11 siblings, one of whom was a deaf — 
mute. The 10 others were without psychiatric 
or medical symptoms, as were the succeeding — 
generations of progeny from these individuals. 
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Generation 1. C. M. is a totally «blind 79- 
year-old white female. On her first visit to 
the psychiatric clinic in 1962 she displayed 
agitation and depression, as well as florid 
delusional ideas concerning sexual topics. She 
described weight loss and insomnia. On mental 
status evaluations, perseveration and circum- 
stantiality of thinking, lability of mood, defects 
in present and remote memory, disorientation 
in time and poor performance on tests of 
intellectual functioning were noted. The de- 
lusional ideas disappeared with chemother- 
apy but she continued to display organic 


mwm - Bbnormol EEG 
Numbers -Refer 10 Present Age 


The patient had a history of recurrent d 
pressive episodes with features similar to those 
described and observed in her years of atten- 
dance at the clinic. She never went to school 
or learned to read or write. è 
The patient did not co-operate for ps; 
chological testing. EEG studies in 19 
showed occasional bi-temporal theta slowin 
and single sharp waves. Background actin 
consisted of low-voltage fast frequencies 
without evident alpha activity. Ophthalmo- 
scopic examinations revealed far advanced b 
lateral pfgmentary degeneration of the retinae. 
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Generation 2. Three of the offspring of 
C. M. were available for examination. Four 
of her other children died in infancy of 
infectious illnesses and one single adult male 
died following an alcoholic debauch. P 

J. S. is a 57-year-old widowed, retired male. 
He had noted impairment of vision since 
childhood, beginning with night blindness and 
then a progressive decrease in peripheral vi- 
sion. He was able to work at least part-time 
until the age of 47 when his loss of sight made 
it impossible to continue. At present his vision 
is limited to light perception. 

The patient denied any psychiatric sym- 
toms and described very adequate coping 
behavior in the face of his visual symptoms 
and the serious illnesses of his wife. He com- 
pleted 5 years of school and then worked 
steadily and successfully as a factory worker 
and farmer until his eyesight failed. He was 


able to acquire sufficient property to become 


financially independent despite his handicap. 
His performance on tests of intellectual, 
functioning was within the normal range and 


there was no indication of either present or 


past psychiatric illness. 

M. V. is a 45-year-old, divorced female 
who presented herself at the psychiatric clinic 
in 1963 with symptoms of nervousness and 
depression. She complained of crying spells, 
impairment of appetite, weight loss, sleep dis- 
turbances and death wishes. On mental status 
examination there was increased latency of 


response and sadness of mood. Her thought 


content consisted of preoccupations about 
ideas of hopelessness and self punishment. No 


_ indications of memory impairment or disorien- 


tation were observed. She gave a history of 


heavy drinking until 1954 and in the past 


10 years there had been several episodes 
of depression similar to the present one. 
Performance on tests of intellectual func- 


_ tioning ‘was in the dull normal range. The 


EGG showed rare diffuse paroxysmal theta 
slowing and sharp waves more on the left 
side of the head than the right. There was 
a moderate amount of occipital alpha activity 
which blocked with eye opening. Fundoscopic 
findings were typical of retinitis pigmentosa. 
Visual fields showed extreme “tunnel vision.” 
Visual acuity was OD 8/200 - OS 20/200. 

A. J. is a 43-year-old married female 
who entered the psychiatric clinic in 1959 
with complaints of nervousness, crying spells, 
insomnia and lack of energy. She described 
a 10-pound weight loss, nightmares and 
suicidal ideas. A reliable past history of de- 
pressive episodes and alcoholism was obtained. 

She achieved a score of 70 on the? vocabu- 
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lary scale of the WAIS. Serial EEG studies 
in 1963 and 1964 showed increasingly abun- 
dant and widespread paroxysmal theta slowing 
of sharp form emphasized in the anterior and 
mid temporal regions bilaterally. The occipi- 
tal background contained a moderate amount 
of low voltage alpha activity with normal 
blocking responses. Ophthalmological studies 
revealed marked pigmentary degeneration of 
the retina. Visual acuity was 20/200 O.U. 

Depressive symptoms cleared rapidly with 
chemotherapy. 

B.H. is a 32-year-old married female with- 
out any evidence of ocular disease. Diagnostic 
evaluations gave no indications of either physi- 
cal or mental illness. Intellectual testing re- 
vealed an I.Q. of 93. EEG studies were within 
normal limits. 

Generation 3. G. T., the 17-year-old daugh- 
ter of A. J., has had night blindness and 
poor peripheral vision for the past 10 years. 
She attended the psychiatric clinic in Febru- 
ary and again in July of 1964 for episodes 
of nervousness, crying spells, insomnia, short- 
ness of breath and palpitations and feelings 
of “floating in space.” Mental status examina- 
tions of the patient revealed mild depressive 
and anxiety features as well as poor per- 
formance on tests of intellectual functioning. 

She completed only 5 years of regular 
school with repetition of several grades and 
attendance at special classes. EEG showed 
many bursts of theta slow and sharp activity 
and occasional spiking appearing diffusely 
with slight left-sided emphasis. The occipital 
backgrotind displayed abundant alpha activity 
with prompt blocking on eye opening. Par- 
oxysmal abnormalities were more prominent 
during sleep. 

Funduscopic examination revealed fine pe- 
ripheral granular pigmentation. Visual acuity 
was 20/40 O.U, ° 

On both occasions psychiatric symptoms 
cleared rapidly with antidepressant medica- 
tions. A diagnosis of epilepsy was entertained 
but could not be definitely confirmed by 
clinical or,laboratory investigations. 


COMMENT 


Members of three generations of a family 
with retinitis pigmentosa, recurrent depres- 
sive illnesses, alcoholism, mental deficien- 
cy and EEG abnormalities have been pre- 
sented. Although the EEG and intellectual 
findings are similar to those reported by 
other authors, the psychiatric manifesta- 
tions are quite unlike most descriptions in 
the literature which have suggested an 
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association of retinitis pigmentosa with 
schizophrenia and paranoid symptoms. 
Moreover, the pattern of inheritance 
shown by this family is typical of autosomal 
dominant transmission, whereas most re- 
ports in the literature of families with 
retinitis pigmentosa plus other serious de- 
fects have indicated that an autosomal 
recessive mechanism is most likely in the 
majority of cases. By contrast, retinitis 
pigmentosa with a pattern of autosomal 
dominance is said to be usually more 
benign with a later age of onset and fewer 
associated abnormalities(1, 4, 6). Hence 
the present family study constitutes an ex- 
ception to these general observations. 
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EXPERIENCES WITH AMITRIPTYLINE IN ELDERLY PATIENTS 


. 
MARVIN HADER, M.D. anv J. J. MADONICK, M.D. 


Rasmussen and Kristjansen write of 
ECG changes in 3 patients of 33 whose 
average age is 60 who were on doses of 
amitriptyline of up to 225 mgm. per 
day(1). They advise caution when pre- 
scribing in a relatively high dosage range. 
Other reports do not emphasize side effects 
or the use of amitriptyline (Elavil) in the 
elderly patient(2-4). While 45 of the 51 
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patients of Pressman and Weiss were 
over 45, none was over 72 years of age. 
Three of Freed’s 30 cases on the intrave- 
nous use of amitriptyline were elderly pa- 
tients. Fahy’s 20 patients averaged 43 years 


of age. Lifshitz and Kline do not cite any 


specific studies for amitriptyline in their 


review of psychopharmacology and the ~ 


aged patient(5). 

This note covers the use of amitriptyline 
in 21 patients (4 men and 17 women) over 
a period of 13 months. The age range was 


from 72 to 94 years. Two were 72, 10 were — 


between€75 and 79, 4 between 80 and 84, 
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2 between 85 and 89 and 2 were 94. The 
dosage range per day was from 10 mgm. 
to 275 mgm. Phenothiazines were used con- 
~ comitantly for anxiety in 7 cases. One pa- 
tient was also on dilantin. Two had cere- 
brovascular accidents with persisting gross 
neurological disability and 2 had per- 
sistent auricular fibrillation. One patient 
_ had lymphosarcoma. Their psychiatric di- 
_ agnoses are listed in Table 1. 


f 


time, developed moderately severe heart 
failure and was diagnosed as having an 
acute myocardial infarction. EKG showed 
left bundle branch block and myocardial 
damage. 

This 89-year-old patient developed de- 
pressive ideation, complained of bowel 
difficulties, demanded an operation for 
constipation, had intermittent crying spells, 
and exhibited periods of increased psy- 


TABLE 1 
Diagnosis and Treatment Results with 21 Patients 


SLIGHTLY 


DIAGNOSIS IMPROVED IMPROVED UNIMPROVED TOTAL 
Chronic brain syndrome associated with trauma with de- 1 1 
Pressive reaction 
_ Chronic brain syndrome associated with senile brain disease 
= with depressive reaction 6 3 9 
Chronic brain syndrome associated with circulatory dis- 
turbance with depressive reaction ` 2 1 1 
Chronic brain syndrome associated with cerebral arterio- 
sclerosis with depressive reaction 2 1 2 5 
Acute brain syndrome of undetermined cause associated 
___ With depressive reaction 1 1 
Chronic brain syndrome associated with psychotic reaction 
i with senile brain disease 1 1 
_ Adjustment reaction of old age with depressive trends 1 1 
_ Conversion reaction wih depressive trends 1 1 
__Involutional psychotic reaction 1 1 
11 7 3 21 


RESULTS 


Eleven of the 21 patients were improved 
_ clinically so that evidence of depression 
was absent; 7 were slightly improved but 
had some feelings of depression and re- 
_ quired continued prescription; 3 were un- 
__ improved. Results according to diagnosis 
_ are included in Table 1. 

There were 3 deaths of patients while on 
amitriptyline. One died of chronic glomeru- 
lonephritis and 2 died of acute myocardial 
infarction. The patient with the renal dis- 
ease, aged 84, received 75 mgm. per day 
for 3 weeks. One of the infarctions, aged 
80, received 25 mgm. per day for approxi- 
mately 3 weeks and the other, aged 89, re- 
ceived 75 mgm. to 275 mgm. per day over 
a period of 6 weeks. He was on 275 mgm. 
for 2 days, from the 19th to the 21st day. 
He then received 225 mgm. until the 42nd 
day, 4 days before his death. Ha at that 


chomotor activity. He then developed in- 
creased disorientation to time and place, 
as well as impaired recent memory. A diag- 
nosis» of acute brain syndrome due to un- 
determined cause associated with depres- 
sive trends was-made. Suicidal ideation was 
expressed. The course was essentially un- 
varied except for some improvement with 
the high dosage which was then lowered 
to 225 mgm. per day. White blood count 
was 7,750 cells per cmm. Hemoglobin was 
19 cm. Hematocrit was 53%. Sedimenta- 
tion rate was 2. The differential count was 
55 polys, 17 lymphs, 26 bands, and 2 mono- 
cytes. The patient died 6% weeks after 
having started on amitriptyline. No autopsy 
was performed. 


DISCUSSION AND SUMMARY 


Side effects were minimal. Dryness of the 
mouth was reported by only 5 patients. 
Drowsiness was not a problem, Hypoten- 
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sion occurred in only one patient. There 
was no evidence of liver damage, blood 
dyscrasia, toxie-confusional state, paradoxi- 
cal reaction, elated states, or palpitations. 
Remission of symptoms began in the first 
week in 5 of those that improved. 


It would seem that the use of amitrip- 
tyline in the elderly patient is practicable 
and essentially safe. In low doses (10-75 
mgm. per day) it often effectuates remis- 
sion of symptoms and permits adequate 
management without the necessity of other 
procedures. It can be given to the very el- 
derly patient providing elementary precau- 
tions of dosage, recognition of target symp- 
toms, and observation for the presence of 
side effects are part of the total procedure. 
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DESIPRAMINE AND NORTRIPTYLINE IN MENTAL DEPRESSION 


ALEX J. ARIEFF, M.D. 


As in a previous study by Arieff, Adams 
and Crawford(1), it was felt that, until 
there is some objective index for diagnosing 
mental depression and recovery other than 
clinical evaluation, it will be difficult to con- 
trol studies of the effectiveness of drugs. 
However, it was our feeling that the best 
control was the patient himself, especially 
in recurrent depressions, whef he was 
known for a long period of time. 

In this study, a trial of 2 drugs was at- 
tempted, using the patient as his own con- 
trol. The 35 patients used iy the study were 
known to the author for a long time, and 
had previously been treated on various 
anti-depressant drugs. Nineteen of these pa- 
tients had had ECT; only one, however, 
had not had a trial on imipramine (Tofra- 
nil) or amitriptyline (Elavil) previously. 
That is, 34 patients had had trials on 
amitriptyline and imipramine, and, because 
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at this time they were ineffectual, they were 
then tried, usually first on the Geigy drug 
desipramine (Pertofrane), and then, if the — 
drug seemed ineffectual, the Lilly drug ~ 
nortriptyline (Aventyl) was tried. Both of — 
these drugs are the end-product of the ~ 
breakdown of imipramine, i.e., Tofranil or 
Elavil. All patients had routine complete 
blood counts and differential white blood 
counts, urinalysis, blood chemistry (SGOT) 
and alkaline phosphatase prior to treat 
ment and weeks after being on either drug. © 
No abnormalities were detected. 

The patients were diagnosed as 9 recur 
rent mental depression, 5 schizo-affective 
depression, 8 neurotic depression, 13 men: f 
tal depression with obsessive symptomatol- ~ 
ogy predominating, Thirty had a trial on ~ 
desipramine for a median time of 2 to 3 
weeks, ranging from 1 week to 4 months. 
Of these, 3 seemed to improve; 27 were 
treated for an inadequate period. How: 
ever, the improvement was never as striking ; 
or as rapid as when imipramine or amitrip- 
tyline was effective. This is the patient's 
feeling, and the objective evaluation of the 
clinician would bear this out. Likewise, for — 
the Lilly preparation, nortriptyline, 15 
this same group were treated for 1 week to 
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6 months with a median time of 6 weeks. 
Ten were not improved ; 4 were considered 
improved. Side effects were as noted in 
previous antidepression; the drug can be 
tried again for headaches, sleepiness arfd 
rash. In the improved group, at times the 
obsessive symptomatology, although still 
present, did not disturb the patient as 
much, and he was easier to get along with. 

It seems only fair to say that, although 
the results have not been striking, further 
experimental work in this direction by drug 


companies should be encouraged. It is also 
my feeling that the best control studies are 
on patients who have been known for a 
long period by the same clinician, so that, 
when these patients have a recurrence of 
depression, the drug can be tried again for 
further substantiation. 
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DIAZEPAM IN LONG-TERM CHRONIC SCHIZOPHRENIA 


NELSON BORELLI, M.D. anv GORDON MARJERRISON, M.D. 


Clinical observations of the positive ef- 
fects of diazepam on chronic psychotics 
(1-3) induced us to carry out a 4-month 
_ observational study on a small selected 
group of long-term schizophrenic in- 
_ patients. The study population comprised 
= 12 female chronic schizophrenics (mean 

age 47, mean length of hospitalization 24 
__ years) whose disturbed behavior was being 
controlled by moderately high doses of a 
variety of phenothiazine medications. The 
outstanding symptomatology of the group 
is that of long-standing withdrawal and 
"_assaultive behavior. All these patients have 
been treated in past years with ECT, and 
each has had at least 3 different psycho- 
tropic drugs without outstanding therapeu- 
tic results. The ward behavior and clinical 
status during diazepam treatment were 
compared to that observed under previous 
phenothiazine medication. 

With each patient phenothiazine medica- 
tion was discontinued and replaced by 
placebo medication for one week prior to 
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commencing diazepam. All patients were 
evaluated with the Psychotic Reaction 
Profile (PRP) (4) and by clinical obser- 
vations immediately before, during and at 
the end of the diazepam trial. 

The diazepam schedule began with 30 
mg. daily the first two days (in 3 divided 
doses), 60 mg. the second two days and 
then 90 mg. daily. In half the group diaze- 
pam was rapidly decreased or discontin- 
ued at 1-7 weeks, then resumed as before 
after a 2-week interval. The rest of the 
group continued with diazepam without 
interruption for 13-16 weeks; dosage was 
decreased ‘to 60 or 30 mg. daily in some 
of these patients because of severe side 
effects and in one patient was completely 
discontinued at 6 weeks for this reason. 
RESULTS ‘ 

The over-all evaluation of the results of 
the trial failed to show significant thera- 
peutic changes in the group. The PRP 
cluster scores showed a decrease in para- 
noid belligerence in nine cases at the 2- 
week point, but this change was not sus- 
tained and no other effects showed in the 
ward behavior ratings. Clinical observa- 
tions revealed that 2 patients showed a 
small decrease of hostility and an increase 
of alertness; 3 patients became slightly 
Worse, more confused, combative and with- 
drawn. On the basis of clinical judgment 
the drug was discontinued at the end of 
the trial in all patients except one who has 
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shown a small sustained decrease of autism 
and increased attempts to verbally com- 
municate. All but one patient showed some 
degree of the side effect of unsteadiness 
of gait; half of the group required de- 
crease of the daily dosage to 60 or 30 mg. 
at some point in their treatment because 
of severe unsteadiness and falling. Several 
patients had nausea and/or vomiting in 
the first week of treatment. 


SUMMARY 


High daily doses of diazepam given over 
a period of 4 months to 12 long-term 
chronic schizophrenic females failed to 
produce any sustained improvement in 
comparison to the degree of control pre- 


USE OF METHYLPHENIDATE: TO COUNTERACT ACUTE 
DYSTONIC EFFECTS OF PHENOTHIAZINES 


WILLIAM E. 


A very distressing side effect of pheno- 
thiazine therapy is the acute dystonic re- 
actions (torticollis, occulogyric crisis, trun- 
cal torsion, etc.). In a ward setting this is 
frightening not only to the victim but other 
patients as well and in outpatient care 
may cause patient-family resistance that 
precludes further drug therapy. For these 
reasons, as well as the humanitarian ones, 
treatment should be prompt and effective. 
The existing antidotes are the “antiparkin- 
sonism” drugs, such as trihexyphenidyl HCl, 
benztropine methanesulfonate and diphen- 
hydramine HCl. These drugs are usually 
given orally but the latter 2 may also be 
given parenterally. 

However, this is a report of cases in 
which intravenous methylphenidate was 
given with immediate and remarkable suc- 
cess in counteracting the acute dystonic 
effects of phenothiazine. This use for 
methylphenidate has not been reported in 
the literature and it was suggested to us by 
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viously obtained with phenothiazines. — 
Side effects were very outstanding in more 
than half the patients. 
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Dr. Jorge A. Lazarte of the Psychiatric Staff — 
of the Medical College of Alabama, Of — 
course this drug has been effectively used 
to counteract overtranquilization and seda- — 
tion of patients with phenothiazines and is 
almost invariably given orally in these — 
instances. Lazarte and Peterson have re- — 
ported increased psychomotor activity in pa- fy, 
tients showing drug-induced lethargy when — 
methylphenidate hydrochloride (Ritalin) — 
was added to the regimen of phenothi- 
azines as well as other tranquilizers(1). ~ 
It is also reported by Hoagland(2), as be- 
ing used as an analeptic in treatment of 
patients comatose from drug overdosage, — 
including overdosage with phenothiazines. 

The following case reports are illustrative, 
Both were psychiatric ward patients. 


H. D., a 3l-year-old male with a diag- 
nosis of chronic paranoid schizophrenia, was 
hallucinating, delusional, hyperactive and 
combative. He was started on perphenazine 8 
mg. qi.d. and gradually increased to 16 mg. 
q.i.d. with good results in controlling the symp- 
toms of his psychosis. He developed acute 
severe torticollis and truncal torsion. He was 
given methylphenidate 20 mg. I.V. with com- 
plete remission of the symptoms of dystonia. 
after appfoximately 5 minutes. 


y 4 — T TE z PR 


1294 


BRIEF COMMUNICATIONS 


a 


[ May 


R C. was a 32-year-old male with a di- 
agnosis of chronic undifferentiated schizo- 
phrenia. He was started on butaperazine for 
treatment of withdrawn behavior, delusional 
thinking and auditory hallucinations. He de- 
veloped acute severe torticollis. Methylpheni- 
date, 50 mg. I.V. was given with relief and 
remission of the dystonic symptoms within 
3 to 4 minutes. 


Relief of the symptoms of dystonia in 
4 these cases was remarkable both in com- 


pleteness as well as in rapidity of action. 
Naturally this was gratifying to the patient 
and to the therapist as well. 

We have had experience with several 
cases similar to the ones reported here. A 
more detailed paper is in preparation. 
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BLINDING HYSTERICAL BLEPHAROSPASM TREATED WITH 
PIPRADROL HYDROCHLORIDE 


Í JOHN R. STIEFEL, M.D. 


One of the more unique and flamboyant 
conversion symptoms affecting the eyes iş 
blinding blepharospasm. Walsh(1) wrote 
that essential or hysterical blepharospasm 
usually was observed in young women, but 
was not uncommon in men. It was generally 
bilateral and offered a great hazard to the 
personal safety of elderly people, particu- 
larly when crossing the street. Treatment 
= Was not satisfactory except in a few cases 
= where a psychiatrist used hypnotism. 
_ Schlaegel and Hoyt(2) said that this con- 
dition was fairly common in children but 
uncommon in adults. These authors felt 
that although blepharospasm and facial tics 
were closely related, they were not the 
same, Langworthy(3) wrote about 4 cases 
_ of hysterical blepharospasm and facial tics 

which he treated with psychotherapy, but 
in only one was the symptom alleviated, 
and that with intensive long-term psycho- 

therapy. Because there is relatively little 
written about this specific entity, particu- 
larly in the psychiatric literature, it is felt 
that the following case is of significant in- 
terest to warrant reporting. 


A 66-year-old married Caucasian man of low 
socioeconomic background was referred to the 
psychiatric outpatient clinic of the University 
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of Florida Teaching Hospital because of in- 
ability to keep his eyes open. The patient, who 
had worked on a highway repair crew for 
many years, was in good health until about 
9 months before the evaluation, when his 
eyelids became irritated, red and uncomforta- 
ble. He saw a physician who applied eye 
drops without his noticing any relief, Gradual- 
ly he had increasing difficulty keeping his eyes 
open, By 6 weeks after the onset of symptoms 
the only way he could keep either eye open 
was by separating the lids with his thumb 
and forefinger. He quit his job with the road 
department because he could not see to work. 
Several’ weeks- later he saw an ophthalmologist 
who diagnosed infectious conjunctivitis ac- 
companied by severe blinding blepharospasm. 
Although the conjunctivitis responded to treat- 
ment, the disabling blepharospasm continued. 
He was referred to a private psychiatrist who 
hospitalized him! for a month. Because psy- 
chotherapy was quite unproductive, he was 
given 25 sub-coma insulin treatments and 
numerous carbon dioxide treatments. After 
each of the CO, treatments the eyes were 
wide open briefly but as full consciousness 
was regained severe spasm of the lids returned. 
For several months after his discharge he 
received weekly CO, treatments but after 
each he reported that his eyes were better 
for several days but then became as bad as 
ever. However, because he could not arrange 
to travel some 75 miles for treatment once a 
week, he was referred to the clinic at the 
University of Florida Teaching Hospital. 

The patient was born and reared in a small 
Florida town. He had an older brother and a 
younger sister. His parents were plain, re- 
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ligious. people who lived an austere life. The 
patient completed only 7 grades of school 
because he started helping his father at car- 
pentry and farming, Seventeen years ago he 
started working for the state road department. 
He has been married 41 years; he has no 
children. 

Medical history was significant in that the 
patient had a cholecystectomy in 1929 and was 
hospitalized with renal colic in 1959; surgery 
was not necessary. There were no other serious 
physical or mental illnesses. His eyes were 
shut tightly with apparent clonic spasm of the 
orbicularis oculi muscles, He opened his left 
eye with his thumb and forefinger occasionally 
and with a grimace. The left conjunctiva was 
inflamed. The right eye was more tightly 
closed than the left. He was not overtly anx- 
ious nor was he noticeably depressed. There 
was no evidence of psychotic thinking or 
behavior. He was well oriented, had a good 
general knowledge, and his judgment was 
adequate. He had no insight into the psycho- 
logical aspects of his illness. 

During 6 weeks while the patient was seen 
on a weekly basis as an outpatient there was 
no significant improvement in his blepharo- 
spasm, On 2 visits hypnosis was tried without 
results as the patient was uncooperative. He 
was very uncommunicative in the psycho- 
therapy sessions and never seemed particular- 
ly anxious. Nevertheless, in spite of the lack of 
overt anxiety, he was tried on chloridiazepox- 
ide (Librium) 10 mgm. qid. for 2 weeks 
without effect. He was seen in the ophthal- 
mology clinic and it was felt that the* bleph- 
arospasm had an hysterical basis. It was 
the ophthalmologist’s opinion that nerve 
blocks, alcohol injections or surgery on the 
orbicularis muscles or its nerves would not be 
successful and could cause serious complica- 
tions. He was treated for corfjunctivitis of his 
left eye caused by contamination from his 
fingers which he constantly used in opening 
his lids. He repeatedly denied having any 
problems either psychic or personal and he 
persistently maintained that he could not keep 
his eyes open because of “irritation.” On one 
visit mild electric stimulation was applied to 


his legs along with suggestion that he could 
open his eyes. There was some transitory de- 
crease in the spasm of his eyelids. 

Six weeks after the patient was first seen 
he was started on pipradrol hydrochloride 
(Meratran) because it had been mentioned by 
Schlaegel and Hoyt(2) as occasionally help- 
ful in blepharospasm. He was placed on 2.5 
mgm. tid. and by the end of 2 months he 
showed marked improvement. He resumed all 
previous activity and the pipradrol hydro- 
chloride was decreased to 2.5 mgm. daily 
for a month. Three months after beginning 
this treatment the blepharospasm had disap- 
peared and the patient was doing quite well. 
It was decided to discontinue the medication 
and the patient was reassured that he would 
continue to be symptom free. However, 2 
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weeks later the blepharospasm was as bad as | i 


ever, having gradually returned 5 days after 
the cessation of the medication. The pipradrol 
hydrochloride, 2.5 mgm. t.i.d., was resumed 
and within 2 weeks the patient was again 
asymptomatic and has continued to do well 
on medication. 

In this case a 66-year-old man with 
blinding hysterical blepharospasm of 12 
months’ duration did not respond to various 
treatments. In spite of the fact that de- 
pression was not thought to be a significant 
aspect of the case, the patient did improve 
markedly on a central nervous system stim- 
ulant, pipradrol hydrochloride. Therefore 
it is suggested that this medication may 
be helpful in eliminating this very disturb- 
ing symptom. 
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~ The determination of criminal responsi- 
bility of an accused suspected to be a men- 
tal patient is governed by Section 84 of the 
Indian Penal Code, which is based on the 
_ old McNaghten principles. According to 
_ the provision of this law, the courts have 
_ to determine whether the accused knew 
_ the nature of the act at the time he com- 
_ mitted the offence and if he knew that what 
__ he was doing was either wrong or contrary 
_to law. The psychiatrists are often asked 
_ to depose in the courts as to whether a 
_ particular accused fulfilled the criteria laid 
down by law. He is given an opportunity 
to keep the patient under his close observa- 
tion and to make a thorough clinical as- 
sessment of the case, but he is not supplied 
with full details of the crime and is thus 
not aware of the circumstances which led 
to it. The result is that in most cases he is 
not able to say definitely whether the crime 
was committed in a state of mental disorder 
r in a lucid interval. In conditions like 
high grade mental defect, organic demen- 
tia, senile or presenile psychosis, it is per- 
haps possible for the mental specialist to 
decide as to the mental state of the ac- 
cused at the time of the offence but in the 
majority of cases—schizophrenia or manic- 
depressive psychosis—which are liable to 
frequent remissions, no such opinion can 
be given. This study was therefore under- 
taken to find out some of the characteris- 
tic features of the crime committed by 
the mentally ill. Advantage was taken here 
_ to establish some of the criteria mentioned 
by Modi(5). i 
-Material and methods. The material was 
comprised of the criminal mental patients 
admitted to the Ranchi Mansik Arogyashala 
during the period from 1925 to March 1963. 
During the period under review 1011 pa- 
tients (909 males and 102 females) out of 
1428 admitted were studied. The sex inci- 
dence was 10 men to 1 woman. Eighty 
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percent of the crimes were committed be- 
tween the ages of 20 and 40. The incidence 
of crime above the age of 40 was 16% while 
that below 20 years was only 4%. Four hun- 
dred and eighty-six persons were charged 
for murder and as such, a thorough study 
was made of their case records, with a 
view to studying the characteristics and 
nature of the crime in each individual case. 
On this basis some salient features of mur- 
der committed by the mental patients have 
emerged. 


CHARACTERISTIC FEATURES OF MURDER 


1, Absence of apparent motive. All mur- 
derers have a motive, but in the cases stud- 
ied no „reasonable motive was available. 
Patients’ motives were known only in 35 
cases (7.2%). In 17 of them symptoms of 
mental disorder were responsible for the 
crime. These were delusions of persecution, 
delusions of infidelity against wife and au- 
ditory hallucinations. In one case the audi- 
tory hallucination came as a divine com- 
mand asking the accused to kill his only 
son aged 3 as Abraham had sacrificed his 
son Isaac. In another, the orders from God 
were to offer human sacrifice to save the 
world from an impending disaster. The 
accused therefore killed his cousin under 
the delusion that he would be declared the 
Emperor of the world. In 18 others, the 
motive for the crime could only be sur- 
mised as follows: altercations, quarrels, 
anger-provoking situations and jealousies. 
Sexual motive for the crime was inferred 
in one instance as the culprit was found 
lying over the dead body of his female vic- 
tim. It is thus seen that in 92.8% there was 
no apparent motive for the crime. 

2. No attempt at concealment of the 
crime. After the murder, attempts are usual- 
ly made to conceal the crime, destroy the 
evidence and hide the weapon. No such 
attempts were made by 477 patients 
(98.15%) out of 486, though most of them 

d ample opportunity to do so. Murders 
were committed in broad daylight. In the 
Test (1.85%), some futile efforts were made 
to escape from the clutches of law. This 
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was done by disappearing from the place 
of occurrence or by hiding the dead body 
and the weapon in a nearby bush. 

3. Action impulsive in nature. Murders 
are usually planned. Ample precautions are 
taken to see that the murderers are not in- 
volved in the crime. No such elaborate and 
complicated procedures were adopted by 
our patients in 483 out of 486 (99.38%). 
In the other 3 (0.62%), some evidence was 
available to show that the accused was 
planning to kill the victim. One was dis- 
gusted with the behaviour of his step- 
father, the second, a domestic servant, was 
angry at the housewife, who had once 
abused and beaten him (not an unusual 
occurrence in the life of a domestic servant 
in India), and the third, having been in- 
sulted by a person of superior physical 
strength, decided to take revenge on the 
man’s young son. He waited for an oppor- 
tunity and killed the boy when he found 
him alone. The murders were mostly im- 
pulsive in nature and took place on the 
spur of the moment. It is significant to note 
that none of them had any accomplice in 
the criminal act. 

4. Near and dear ones are the victims. 
The victims were related and intimately 
known to the patients. They were the wives 
(27.83%), children (12.17%), mothers 
(6.67%), fathers (5.22%), brothers (3.77%), 
sisters (1.74%), husbands (0.58%); other 
relatives (17.10%), well-wishers (2.31%), 
employers (0.58%) and concubines (0.55%). 
The patients were looked after and nursed 
by them. They offered them food and at 
times prevented them frome doing harm to 
themselves or to others. In doing so they, 
at times, confined them to a single room, 
tied them up in ropes or put them in hand- 
cuffs and chains. The restraint applied to 
them appears to have enraged them to such 
an extent that they hit or stabbed their vic- 
tims fatally. As victims, wives occupy a 
prominent place and were the targets in 
27.83%. It is not surprising as the wife has to 
serve and deal with her insane husband and 
most often she has to stay alone with him. 
On the other hand, murder of husband by 
wife is seen in only 2 cases, perhaps be- 
cause of the fact that she belongs to the 
weaker sex and the husband is not expected 
to serve the wife in Indian society. That 


children are usually their victims is the 
result of hallucinations. 

5. Murders brutal in nature. In most in- 
stances the amount of violence used was 
far more than was necessary to kill the 
victim. The murders were committed in a 
very brutal manner and in some injuries 
were inflicted even after the death of the 
person. Common household articles easily 
available to the patients, viz., axe, dao, 
spade, ganrasa, phalsa, hasua, katari, knife, 
razor, lathi, shovel, heavy piece of wood, 
lota (water-pot), brick-bat, broken door 
frame, arrow etc., were used as weapons. 

6. Complete emotional indifference. Only 
in 5 instances was there evidence to show 


that the patients became very much de- 


pressed and very morose after the murder. 
In one case the patient was found weeping 
after the homicide. In 6 patients emotions 
expressed were rather inappropriate and 
contrary to what is expected, as they were 
found to be happy and jubilant. The rest 
(97.74%) did not show any emotional 
change whatsoever after the event. 

7. Usually only one victim. The number 
of victims per criminal was only one in 
92%. Only in about 8% did the victims 
number more than one. One patient killed 
6 persons before he was overpowered. 

8. Amnesia for the crime. Amnesia for 
the incident as one of the characteristic 


features of the crime is a debatable issue. 


It was therefore decided to make a special — 
study of it. One hundred and twenty-seven 
patients who were in the hospital at the 
time of investigation were studied and in- 
terviewed. Out of them 107 patients 
(84.25%) had full knowledge and recollec- 
tion of the crime. Eighteen patients 
(14.17%) suffered from amnesia. Narco- 
analysis with the help of sodium amytal 
and methedrine was tried in all cases but 
was not of much help, as memory for the 
period of amnesia could be recovered only 
in 2 patients. 

9. Past history of mental disorders. All 
the patients suffered from mental illness 
for varying periods prior to the crime. This 
study emphasizes that crime is never the 
first event of the mental illness. It may fol- 
low any time after the onset of mental dis- 
order. This period ranges from a few days 
to 10 yeaes. 
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DISCUSSION 


The present work shows that 80% of the 
crimes are committed between the ages of 
20 and 40 years and the incidence of crimes 
before the age of 20 years and after the age 
of 40 years is significantly low. It shows 
the moderating influence of years on the 
‘rates of the crime. There is a marked 
‘difference in the crimes committed by the 
two sexes, Parsuram’s(6) work on Indian 
patients shows a ratio of 8:1. On the other 
hand Lanzkron(4) gives a ratio of 4 men 
o l woman in the U. S. The present 
tudy gives a ratio ofi 10:1 between the 
ale and female patients, and more or less 
| confirms the work of Parsuram(6) but 
‘markedly differs from Lanzkron(4). This 
may be due to the fact that women enjoy 
a comparatively more independent life in 
the States and are perhaps more aggressive 
than they are in India. So far as the char? 
acteristic features of the crime are con- 
_ cerned, absence of motive, want of secrecy, 
_ lack of concealment and want of planning 
preparedness etc., have been mentioned by 
East(1), Parsuram(6), Modi(5) and Lanz- 
- kron(4). Gould(3) has drawn attention to 
_ the brutality of murders and to the need- 
- less force and has stressed the emotional 
_ indifference of these persons, All of them, 
including Giraud(2) and Varma(7), agree 
_ that they chose their nearest relations as 
_ their victims. This work, however, does not 
_ agree with Modi’s(5) contention that most 
_ of the murders are multiple. It also does 


$ not agree with the view of those who be- 


Fairweather(1) suggested the use of 
small problem solving groups of patients 
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SMALL GROUPS TREATMENT OF CHRONIC MENTAL 
PATIENTS : THE PROBLEM OF APPLICABILITY 


W. SCOTT MacDONALD,, Pu.D. 


hospital setting. Ample empirical evidence _ 
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lieve that amnesia is an important fea 
of such crimes. 


SUMMARY AND CONCLUSION 


Out of 1011 criminal patients admitted 
to the Ranchi Mansik Arogyashala, Kanke, 
Ranchi, from 1925 to March 1963, 486 men- | 
tal patients charged with murder were 
studied in order to bring out some of the. 
characteristic features of the crime. Eighty 7 
percent of the crimes were committed | 
between the ages of 20 and 40 years. Th 
ratio between the male and female was 
10:1, Some of the salient features of the 
crimes have been given. 
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in treatment of chronic schizophrenics in a 


was accumulated at the Menlo Park Divi- 
sion of the Palo Alto Veteran’s Hospital(2) 
to demonstrate that such a procedure ef- | 
fects resocialization and hospital release. — 
Lemer(3) has made explicit a theoretical 

framework for small problem solving — 
groups as a treatment procedure. Other _ 
research(4, 5, 6) has formulated variables 
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important to the operation of such small 


' problem solving groups. 


The papers mentioned above describe 
treatment as effective with certain chronic 
hospitalized patients. None of them has 
mentioned, however, the selective factors 
which lay outside the control of these 
otherwise well conceived researches. 
Hence, all have failed to make explicit 
those variables which may be important 
in the applicability of small groups treat- 
ment to the chronic population. It is the 
purpose of this paper to examine some of 
these selective factors and in so doing, sug- 
gest that the chronic population is a com- 
plex category. It is further stated that 
small groups treatment is applicable, as 
described, to only a portion of the category 
of chronically hospitalized patients. A re- 
vision of goals and procedures is called for 
that might extend the applicability to oth- 
er parts of the chronic population. A third 
portion might lie outside the practical 
scope of this treatment. 

There are 3 major issues to be consid- 
ered in the application of small groups 
treatment to the chronic population. The 
first is that of the “open” versus the 
“closed” ward. The proportion of locked 
ward patients at the hospital at any time 
is sizeable. The average number of closed 
ward beds for fiscal year 1963’ was 643, 
for infirm 155 and for open ward patients 
532. Further, only 141 of the open ward 
beds were small group treatment ones. Many 
“open” ward patients were in most respects 
more similar to “closed” ones than to the 
small groups patients. This’ large number 
of closed ward patients is slow moving. 
Table 1 shows the monthly proportions 
(in relationship to ward capacity) of pa- 
tients on two closed wards that move out 
of the hospital, to open wards other than 
small groups wards and to small groups 
wards. It is clear from the small percent- 
age going to small groups wards that such 
transfers hold little promise for the chronic 
closed ward patients. The relatively large 


1 These figures were compiled by Mrs. Betty 
Pogh of the psychology department, Menlo Di- 
vision. The same source was used in preparing 
Tables 1 and 2. 


TABLE 1 
Average Proportion of Capacity per Month of Movement — 
on Two Closed Wards for Months 
July to December, 1963 


y CAPACITY 155 CAPACITY 89 
WARD A WARD B 
Transfer to all open wards 2.2 2.5 


Transfer to small groups 


open wards 0.4 0.2 
Trial visit and discharge 0.9 4.1 
AWOL 1.5 3.2 


proportion of patients from ward “B” who 
are released from the hospital use other 
programs such as foster home care, patient 
employee and individual case planning. 

Since small groups treatment has not 
been researched on locked wards, the ques- 
tion of closed ward application remains 
unanswered except by informal study. Ob- 
servations on a closed ward operated sim- 
ilarly to those described in research(7) 
suggest that after initial discharge of a 
handful of most active leaders that the 
ward underwent considerable modification 
with the goal of release from the hospital 
being largely abandoned. More realistic 
goals of increased attendance at inhospital 
activities, increasing inpatients holding 
“privilege cards,” reduction of overt psy- 
chotic behavior and preparation for trans 
fer to other wards were substituted for 
quick turnover of patients. At best, the is 
sue of applicability to a closed ward pop 
ulation is vague and needs further clarifica- 
tion. 

The second issue is selectivity through 
reputation. This question is of two parts 
The first is avoidance of sending patients 
from the continued treatment service 
(chronic patients) to the small groups 
wards. As Table 1 shows, the number of — 
patients sent from locked wards is dis- 
proportionately low for a simple random — 
selection of open wards to be operating. 
This is especially true when non-small 
groups wards have waiting lists because 
they are always full and the others are not 
Since there are no data on which types of 
wards best benefit various patients, doc- 
tors must rely upon their judgment when 
deciding where to transfer a patient whi 
is improving. And, it appears, such judg- 
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ment most often favors non-small groups 
wards, 

The second part of the issue of selection 
through reputation concerns the types of 
patients sent to the small groups treatment 
program from admissions wards. Most new 
patients are from these wards. The doctors 
select transfers and move them to the 

_ chronic division when direct hospital re- 
` lease is not indicated. As mentioned, there 
are no data on which patients profit from 
the small groups treatment. Hence, the 
admissions doctors use informally estab- 
lished criteria as guidelines for transfers. 
Such criteria are problems of a manipula- 
tive, acting-out or of alcoholic nature ; 
these patients are felt by many admissions 
doctors to profit from small groups treat- 
ment. Often pressures to get active pa- 
tients to open wards obviates such con- 
siderations. Also patients in need of con- 
siderable administrative work prior to dis- 
charge planning are felt to be appropriate. 
There are, of course, many hospital pres- 
sures for movement other than purposeful 
search for certain “types” to transfer to the 
small groups wards and so other types 
find their way to these wards. The selec- 
tion of a high proportion of active patients 
complicates the picture of evaluating the 
treatment. It affects the discharge rate, the 
AWOL rate and stirs up activity on the 
wards. This would make these wards ap- 
pear very active and some patients are 
systematically precluded. Patients who, 
for whatever reason, ask not to go are not 
forced to against their desires. Other “fra- 
gile” schizophrenics and anxiety patients 
are seldom sent to the small groups wards. 

These are aspects which are impossible 
to evaluate accurately without a systematic 
control of admissions procedures. This hia- 
tus in research of the small groups pro- 
gram can only be overcome by studying 
the selection procedure. If possible, pa- 
tients should be selected at random as 
they enter the hospital and provided with 
small groups treatment. Then failures as 
well as successes should be studied. 

The third issue is treatment failures. Not 
all the patients coming to the small groups 
programs leave with trial visit or dis- 
charge. Patients may fail to complete the 


program through transfer to another (us- 
ually locked) ward or by leaving AWOL 
or AMA (against medical advice). Table 
2 shows releases, transfers, AWOL and 


TABLE 2 
Average Proportion of Capacity per Month of Movement 
on Small Groups Treatment Wards 


CAPACITY 56 CAPACITY 68 CAPACITY 95 


WARD C WARD D WARD E 

SEP.62T0 JAN.63TO MAR. 63 T0 
FEB. 63 JAN. 64 JAN. 64 
Successes 14.3 12.5 11.5 
Transfers 9.7 8.1 5.4 
AWOL & AMA 47 49 44 
Failures 14.3 13.1 99 


AMA for 3 wards which have used small 
groups treatment on research bases. The 
column labeled “success” includes dis- 
charges and trial visits. The term “failures” 
refers to the sum of transfers and AWOL 
and AMA. This table shows that the “fail- 
ures” are approximately equal to “suc- 
cesses.” It appears from these figures that, 
even after the two aspects of selection pre- 
viously mentioned divide the chronic pop- 
ulation, a third selective factor exists: at- 
trition within the program. “Failures” may 
be an inflated figure since some transfers 
and AWOLs are later readmitted into the 
program and subject to a subsequent 
“failure.” The same holds for the trial vis- 
its, however, since many of them are read- 
mitted back to the small groups wards 
and later return to trial visit or discharge 
status. 

It is clear that the work on small groups 
wards, even though almost entirely limited 
to chronic patients, does not represent the 
entire chronic population. That small 
groups treatment is efficacious for some 
chronic patients is a matter of record; a 
more adequate sampling procedure should 
be used, however, before results with a 
limited sample of patients are generalized 
to the entire population. Modifications of 
the procedure may be applicable to closed 
ward patients. Further, treatment failures 
should be studied more closely to find how 
they differ from success. In this way, other 
treatment programs can be developed to 
handle patients not amenable to small 
groups treatment. 
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Experience with this treatment suggests 
that one of the most essential aspects of 
the program is the desire of the patient to 
“make good.” Some patients show remark- 
able recoveries over time when they stay 
with the program. On the other hand, 
some patients object to various aspects of 
the program and balk at every turn. An 
axiom has arisen that a patient cannot be 
kept on the ward against his will. Are 
those patients who fail “hopeless,” or, 
worse, forgotten? The question posed by 
this paper is, are those patients who fail 
small groups wards amenable to other 
forms of treatment ? 
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The now that flows away makes time, the now that stands still makes eternity. 
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PSYCHIATRY AND MENTAL RETARDATION 


TWO STATEMENTS PUBLISHED WITH THE APPROVAL OF THE 
COUNCIL OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


INTRODUCTION 


| In December of 1963 the Council of the 
American Psychiatric Association adopted 
a position statement concerning the report 
to the President of the President’s Panel on 
Mental Retardation, released in October 
1962 and entitled A PROPOSED PRO- 
GRAM FOR NATIONAL ACTION TO 
COMBAT MENTAL RETARDATION. 
The full text of Council’s statement is re- 
_ printed below. In general it noted that it 
was “incumbent on the American Psychiat- 
ric Association to strengthen its own lead- 
ership role in the field of mental retarda- 
tion, and to work with other medical 
specialists and physicians generally toward 
more concentrated concern with retarda- 
tion.” 

Following the release of that statement 
it became incumbent on the Association to 
_ elaborate with as much specificity as possi- 
ble some of the ways that the profession 
of psychiatry might give expression to 
_ “more concentrated concern” with mental 

retardation. With the support of the Maurice 
_ Falk Medical Fund a small “working con- 
_ ference” of outstanding experts in the field 


È 


i 


was called in the spring of 1965 to recom- 
mend an action program in the field.! The 
findings of that conference were reviewed 
by the Council and its Executive Commit- 
tee at several meetings in the fall of 1965 
and also by several other groups, notably 
the APA Committees on Mental Retarda- 
tion, Child Psychiatry, Medical Education 
and Standards for Psychiatric Hospitals 
and Clinics. The findings were also dis- 
cussed informally with the American Acad- 
emy of Child Psychiatry and the Ameri- 
can Board of Psychiatry and Neurology. 

A sesond position statement was then 
prepared in the light of this review and 
discussion. It was approved by the Ex- 
ecutive Committee of Council, meeting 
on February 27, 1966. It also appears below. 


1 The participants were: the Honorable David 
L. Bazelon, Philip Hallen, Drs. Bertram Brown, 
Malcolm J. Farrell, George Gardner, Reginald 
Lourie, Leo Madow, Frank T. Rafferty, Julius 
Richmond, George Tarjan, Stafford Warren and 
Cecil Wittson, together with four representatives 
of the APA Central Office staff: Drs. Walter 
Barton, B. W. Hogan and Donald W. Hammers- 
ley and Mv. Robert L. Robinson as editorial con- 
sultant. 


I. A POSITION STATEMENT CONCERNING A PROPOSED PROGRAM FOR 
NATIONAL ACTION TO COMBAT MENTAL RETARDATION, REPORT TO 
| THE PRESIDENT, THE PRESIDENT'S PANEL ON MENTAL RETARDATION, 


y OCTOBER 1962. (APPROVED BY THE APA COUNCIL DECEMBER 15, 1963) 


The Council of the American Psychiatric 
Association hereby makes known its posi- 
tive support of A PROPOSED PROGRAM 
FOR NATIONAL ACTION TO COMBAT 
MENTAL RETARDATION, formulated by 
the President’s Panel on Mental Retarda- 


tion and presented to the public in October 


1962. 

The proposed program thoughtfully as- 
sesses the medical, social, economic and 
cultural factors underlying this severe 
national problem. It delineates the respon- 
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sibilities of public and private agencies, 
of individual practitioners in the several 
professions, and of the citizenry in over- 
coming this problem. It meets the funda- 
mental criteria that must characterize an 
effective national attack on the entire range 
of mental disorders, namely, that the 
attack shall be comprehensive and commu- - 
nity centered; that it shall provide a dy- 
namic continuum of services to the retarded 
—that is, the right kind of services, at the 
right time and at the right place; and that 
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the cost of the program shall be shared 
by private and public resources at the 
federal, state and local levels. 

The proposed program reflects an aware- 
ness of the contributions psychiatry can 
make to the prevention of retardation and 
to the treatment, care and rehabilitation 
of the retarded, It is premised on a holistic 
approach to the retarded child, encompass- 
ing his emotional as well as his physical 
needs, It stresses the special adverse psy- 
chological effects of maternal deprivation 
on the retarded child and quite properly re- 
lates such deprivation to depressed social, 
economic and cultural levels among large 
segments of the population. It takes into 
account the unique impact of attitudes of 
parents and siblings on the retarded child. 
It cites the psychiatric clinic as an impor- 
tant resource for diagnosis and treatment 
and generally recognizes the basic role of 
psychiatry in the unfolding of the program. 
Council considers that the Panel's report 
marks an auspicious starting point for re- 
versing the trend of recent decades toward 
separation of psychiatry—and medicine 
generally—from a field which has been 
and remains one of its major concerns. 

Accordingly, Council approves the pro- 
posed program and its recommendations. 
It pledges the American Psychiatric Associa- 
tion to work toward implementation of the 
program and commends the President's 
Panel for a task superbly executed. 


PSYCHIATRY’S CONTRIBUTION TO MENTAL RE- 
TARDATION i 

In Council's opinion, however, it is in- 
cumbent on the Association, as the proposed 
program unfolds, to elaborate on the nature 
of the psychiatric contribution in a measure 
that goes considerably beyond what the 
President’s Panel has expressed or implied.. 

Although mental retardation is the con- 
cern of many disciplines, it has always been 
viewed as an area of special interest within 
psychiatry. Admittedly, intellectual currents 
and a variety of social pressures have 
combined to impel proportionately fewer 
psychiatrists to enter a field that has grown 
rapidly in its demands for service. Still, the 
psychiatric contribution remains funda- 
mental to the construction of a total pro- 
gram for the retarded. 


~ cance as do all children. Psychological 


The special interest of the psychiatri 
in mental retardation stems from his basi 
training and clinical skills, which are as 
applicable to the retarded as to other chil- 
dren. The psychiatrist considers that th 
retarded child stands in the same need o 
love, affection, security and personal signifi- _ 


factors attendant- on different stages of 
growth and development are similar for 
all children. The retarded, within the limits 
of their intellectual deficit, are quite as — 
capable as others of healthy personality 
development. 

It is clear, however, that the mentally 
retarded child faces very special hazards 
in developing the ability to handle life's 
stresses. These hazards have to do with 
the conscious and unconscious anxieties 
and conflicts that develop in him in re- 
action to the feelings and attitudes—also 
éften unconscious—of parents, siblings and 
others about him. The mentally retarded 
child is particularly subject to emotional 
disturbances which must be diagnosed and 
treated. The psychiatrist brings to this con- 
figuration of hazards a competence in 
identifying the presence and degree of 
emotional disturbances as they may inhibit 
learning, impair thinking and distort per 
ception. He can help to assess the dynamics’ 
involved in the special biological, social 
cultural and behavioral stresses influencing 
the child and coordinate his understanding ~ 
of interpersonal and intrapsychic factors: 
with his understanding as a physician of thi 
physiological factors. The clinical diagnos 
by definition considers the possibility of 
metabolic, sensory or neurologic disorder 
calling for referral and consultation wit i 
the pediatrician or other medical special- 
ists, just as the latter's diagnoses consider 
the need for psychiatric consultation © 
emotional disturbances and behavioral pro! 
lems. ane 
The psychiatrist can assist parents and 
siblings to understand the retarded child's 
needs, to discern the positive supports for 
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and to gain insight into often unrecognize 
feelings of guilt, rejection, hostility and 
overprotectiveness and their negative im- 
pact on, the child’s healthy personality 


other family 
members. This reaction may be positive or 
negative. 
The application of this kind of clinical 
skill in a variety of clinical settings can be 
- most telling in relation to the very large 
numbers of mildly or moderately retarded 
children who present no encephalopathy, 
orn errors of metabolism or genetically 
_ determined or other physical defect, and 
who, properly nurtured, bear much promise 
_ of making adequate social adjustments. 
Be Tt may be further postulated that the 
~ psychiatrist in the role of consultant, col- 
laborator, teacher, clinician, research work- 


or administrator will be willing to con- 
tribute his special knowledge and skills in 
a ppropriate measure at every point in the 
‘continuum of services” projected by the 
President’ Panel. That is, his counsel 
hould ideally comprise an important in- 
gredient in the formulation of a total 
Management and life treatment plan for the 
retarded child, to help ensure that the plan 
lates to all the dynamic factors involved. 
Thus, if each component of the continuum 
is to be maximally effective, the psychia- 
ts contribution will extend beyond pure- 
ly a ical settings to schools, social agencies, 
reha bilitation services and special facilities 
_ for the retarded. 


NEED FOR STRONG MEDICAL LEADERSHIP 
___ The Council senses a need for a sharper 
focus of leadership in the organization of 
ices to the retarded at all levels—public 
and private, federal, state and local. The 
N proposed program has expertly pinpointed 
_ the legion of persons, agencies and profes- 
sional and lay resources which must be 
; arnessed to the task. The program has 
called appropriate attention to the need 
- for better “communication,” “cooperation,” 
_ “{nterdepartmental committees” and “iden- 
tification of an array of services.” All of 
“this is well taken. To reflect, however, on 
the present state of knowledge and organi- 
‘zation in the field is to sense a need for 
a clearer image of leadership and adminis- 
trative rallying points to which an “array 
of services” may look for a degree of 
primary. initiative and leadership in the 


field. 2 


_ For son, the Council questions 
the Panel's view of the needed qualifica- 
tions of the superintendent of a residential 
center for the retarded, to wit: “A compe- 
tent person from any one of several disci 
plines involved or related to mental retarda- 
tion might be wisely selected, provided he 
has sound professional training, some orien- 
tation in the disciplines other than his own 
which are relevant to mental retardation, 
demonstrated administrative ability and, 
last but not least, interest in the field of 
mental retardation and preferably some © 
experience in it.” 

Such a loose definition of qualifications 
may be expedient in the light of a severe 
national manpower shortage, but Council > 
questions whether such indecision will best — , 
serve the Panel’s goal of making the resi- p- 
dential treatment center “basically thera- 
peutic in character and emphasis,* and’ 
closely linked to appropriate medical, ed- 
ucational and welfare programs in the 
community.” Medical programs must be 
under medical leadership to safeguard the 
patient and to be maximally successful. 


2N 


ON THE INTEGRATION OF SERVICES FOR THE 
MENTALLY ILL AND MENTALLY RETARDED 


New federal legislation will facilitate the 
parallel development of new community 
centers for the mentally ill and the mental- 
ly retarded. It is to be regretted, in 
Council's view, that the planning process 
and the new facilities for the retarded are 
projected separately from similar facilities 
for the mentally ill, since the dichotomy 
manifestly poses, problems in financing, ad- 
ministering and collaborating to achieve — 
a common goal. Nevertheless, the new pro- 
grams offer promising vistas for the integra- 
tion of psychiatry with the other disciplines 
in service to the retarded. The new cot 
munity mental health centers should exter 
their services to the retarded as a matte 


should establish working relationships with 
the mental health centers as a matter of 
routine. The services of each, together with 
their affiliated hospitals and agencies, should 
be easily available to the other. Both 
should be positioned to make use of and 
provide consultation to the complete spec- 


trum of the medical an health | services 
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education and welfare services for the 
retarded. Comprehensive health services are 
the objective. In our view fragmentation 
into special interest streams dilutes both 
the quality and extent of therapy possible. 


THE OBLIGATION OF PSYCHIATRY 


Further, it is incumbent on the American 
Psychiatric Association to strengthen its own 
leadership role in the field of mental 

retardation, and to work with other medical 
specialists and physicians generally toward 
more concentrated concern with retarda- 
_tion. The need to augment and sharpen 
the role of medicine is most obvious in rela- 
tion to the development of “therapeutic 
settings” for the management of the retarded 
“+; and in relation to achieving the ultimate 
‘goal of prevention of retardation *through 
research. While knowledge is limited, prog- 
ress already achieved in biomedical re- 
= search lends supporting emphasis to the 
concept. There is a need for psychiatry 
and other branches of medicine to demon- 
strate that a more definitive medical re- 
sponsibility in the field will, in the long 
run, attract more personnel to the task and 
Bet better focus their efforts than the Panel's 
s diffuse projection of “organization of ser- 
vices” promises to achieve. z 
‘In sum, the Council views A PROPOSED 
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related medical concern with mental re- 
dation needs reemphasizing. It is no 
ss true of the mentally retarded than the 


tals in America who rescued both from 
the poorhouses of an earlier day and began 
_ the development of progressive institutional 
care under medical direction. Two of APA’s 
founders in rly 1840s, Dr. Samuel B. 
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RAM FOR NATIONAL ACTION 
MENTAL RETARDATION 


attack on this great problem area. Th 
Council calls upon the appropriate commit- 
tees, the District Branches and the a6 000 
members of the Association to work to 
strengthen medical and specifically psychi 
atric leadership in this field. It furt 
urges them to elaborate and clarify for the 
professions and agencies most concerned, 
and for the public generally, the nature 
of the psychiatrists role as clinician, con- 
sultant, teacher, research worker and ad- 
ministrator throughout the continuum of- 
services for the retarded. Of mem € 
the Association who serve on the f; 
of medical schools and graduate 
centers, Council asks that they lend 
emphasis to mental retardation in th 
ment of teaching hours and facilities | 
that subject. Upon members who ser 
the administrative heads of psych 
treatment facilities, it presses the ù t 
need to extend the services of these facili 
ties to greater numbers of the retarded. 
Council directs the Central Office staff of 
the Association to position itself to lend 
fullest possible support to the Com e 
District Branches and members in the 
deavors and to serve as a clearinghou ‘ 
the collection and dissemination of such in: 
formation and data as will support their 
efforts. 


fluenced by European leaders (notably Se- 
guin), proposed progressive training pro- 
grams for the retarded, many of w 
were to be found in their institut 
Brigham in 1845 wrote: “We are of t 
opinion that much may be done for the 
improvement and comfort; that m 
stead of being a burden and expen 
the community, may be so improved a 
engage in useful employments.” 

It was another early psychiatrist, Sami 


EY 
2 Deutsch, Albert : The Mentally Ill in America. 
University Press, 1952, — 
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Gridley Howe, who in 1848 established the 
first state institution for the retarded at the 
Massachusetts Institute for the Blind (later 
the Perkins Institution) in Boston. In the 
40-year period following, some 15 suth 
state institutions were established and, as 
Kanner states, “in practically all instances, 
the stimulus came from medical men, while 
in the European countries it came much 
“more frequently from nonmedical sources,”* 

Many of these medical men were, of 
course, members of the American Psychiat- 
_ tic Association. The early physicians who 
pecialized in mental retardation did not 
ntil 1876 form their own subspecialty 

rganization (later to become the American 
_ Association on Mental Deficiency). To the 
ent day, membership in the two associa- 

tions has significantly overlapped. 
In sum, the briefest historical review of 
e treatment and care of the retarded in 
America reveals how inextricably it has 
_ been bound up with the treatment and 
care of other mental disorders, and that 
psychiatric and related medical initiative 
has been a primary source of humane and 
scientific advance in the field. The history 
‘of the gradual, though partial, withdrawal 
sychiatrists and medical men from the 
1 in recent decades is another story 
which demands telling. But this part of 
_ history does not contradict the continuity 
_ of the substantive investment of psychiatry 
and medicine in the field. One must 
_ further presume that the tendency to with- 
_ draw from the field has been a temporary 
_ phenomenon and a product of social forces 
now in process of reversal. The recent 
publication of a handbook on mental re- 
tardation for the primary physician by the 
American Medical Association is testimony 
to the observation as, indeed, is the intent 
of these position statements. 

It is abundantly clear, however, that the 
reaffirmation of their psychiatric investment 
in the field of mental retardation must be 
conceptualized in quite a different context 
from its historical beginnings. Since mental 
retardation is a symptom and not a diagno- 
sis, its complex origins tax the imagination 


3 Kanner, Leo: A History of the Care and Study 
of the Mentally Retarded. Springfield, Ill. ; Charles 
C. Thomas, 1964, p. 62. 5 


and ingenuity of scientist and clinician 

js par. 
alike. Perhaps no other problem requires 
as delicate a blending of the science and. 
art of medicine. Certainly no other problem | 
in management necessitates a fuller use 
of other professional disciplines and com- 
munity resources. The ultimate goal is in 
the area of prevention. Medicine has a- 
large role to play in this connection, for 
it is estimated that approximately 50 percent 
of cases are preventable. Although social 
factors are significant, medical considera- 
tions are also prominent. The physician A 
is in a strategic position to identify mental _ 
retardation early, since he is usually the 
first professional person to have continuing ~ 
contact with the infant and the young child. © 


THE NATURE OF THE 
PSYCHIATRIC CONTRIBUTION S. 
Mental retardation basically is a problem — 
of misdevelopment, maldevelopment or non- 4 
development of intellectual and adaptation- 
al processes, It is not a unitary disorder ~ 
but rather a product of many kinds of © 
disorders, to the alleviation of which the — 
psychiatrist’s basic training enables him to — 
contribute in clinical practice, in teaching 
and in research. i 
Another major contribution which psy- 
chiatry can make is essentially organiza- — 
tional and stimulatory in its nature, entail 
ing the planning efforts of all of its ; 
organized components and agencies—the 
American Psychiatric Association, child psy 
chiatrists, medical school departments of a 
psychiatry, hospitals and community mental 
health centers, psychiatric agencies of — 
government and all the rest. It is the 
responsibility of organized psychiatry as 
a major specialty in medicine, with its 
historica] role and dedication, to take such 
lead as it can in hamessing all medical 
resources to a truly effective attack on the 
problem. It is a matter of revitalizing its. 
concern in the context of furthering a total — 
national medical program to combat mental 
retardation effectively. It is a matter of 
one segment of medicine’s mustering such 
initiative as it can to bring all of medicine 
into the program. It is a matter of further- 
ing medical leadership in the field in the 
conviction that such leadership is essential 
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if all the disciplines and agencies involved 
in a revitalized national program are to 
achieve a high degree of integrated effec- 
tiveness. 

There is the further matter that the pro- 
fession of psychiatry has much at stake in 
avoiding and reversing, so far.as possible, 
the tendency to establish duplicatory ser- 
vices for the mentally ill and the mentally 
retarded at federal, state and local levels 
throughout the nation. It is a question 
of making the most effective use of scarce 
and previously existing resources and man- 
power. We should not duplicate existing 
services or set up parallel clinics for purely 
jurisdictional reasons at a time when there 
is an over-all shortage of personnel. Where 
possible, we should grow with the facilities 
we currently have. Where a community 
has an effective mental health clinic, it 
should be strengthened by the addition of 
specialists so that it can provide compre- 
hensive services to the retarded. Where a 
good program for crippled children exists, 
for example, pediatric services could be 
supplemented with psychiatric and psycho- 
logical services, so that it can deal effective- 
ly with mentally disordered children. 

Finally, the profession of psychiatry, 
together with everyone else, can scarcely 
fail to be moved by the prevalence of 
mental retardation, reflected in the fact 
that there are five million mentally retarded 
persons in the United States and that 
126,000 retarded babies born each year 
will be considered retarded at some ‘point 
in their lifetimes. Of greatest epidemiologi- 
cal concern to psychiatry fs the fact that 
by far the largest group of the retarded 
are mildly retarded, most of them capable 
of complete assimilation into our society.* 

It should also be recalled here that a 
special survey made for the APA-sponsored 
Conference on Training in Child Psychiatry 
(1963) revealed that in 102 state institutions 
for the mentally retarded in 1962, there 
were approximately 717 staff physicians. Of 
these, fewer than 15 percent were certi- 


4 For other statistical data on mental retarda- 
tion in the United States see A PROPOSED 
PROGRAM FOR NATIONAL ACTION TO 
COMBAT MENTAL RETARDATION, Report of 
the President’s Panel, October 1962, p. 1 ff. 


fied by the American Board of Psychia- 
try and Neurology and another ten percent 
were “Board eligible” in psychiatry, child — 
psychiatry, neurology or pediatrics. A re- 
Jated survey at the same time showed that 
736 psychiatrists with a major interest in 
child psychiatry had indicated that of 28,- 
000 children seen in their private practice 
the preceding year about eight and one-half 
percent were mentally retarded. Obviously, | 
the clinical contribution of psychiatrists to 
the mentally retarded is substantial and 
could be greatly enhanced in a truly 
effective national medical program. 
Proceeding then from these conceptual 
frameworks and assumptions the Council 
commends the following 21 principles, prop 
ositions and recommendations to all com 
ponents and members of the Association 
It is Council's judgment that they comprise 
useful points of departure in a collective 
effort to give practical expression to our 
resolve to “more concentrated concern” with 
mental retardation. e 


CONCERNING THE LEADERSHIP ROLE 
OF PSYCHIATRY i 


1. Manifestly, psychiatrists are very often 
in a position to develop and actively par- — 
ticipate in comprehensive community pro- — 
grams for the diagnosis, treatment, care 
and rehabilitation of the retarded and for 
the prevention of mental retardation. Thi 
is particularly so with reference to those — 
program components which are primaril 
medical in purpose, Other qualified physi 
cians may be similarly positioned, particu- 7 
larly pediatricians, neurologists, obstetri- ~ 
cians and general practitioners, The ~ 
underlying principle is that medical pro 
grams for the mentally retarded should be ~ 
under medical leaders, including psychia- 
trists and other physicians. 

2. The delineation of medical responsi 
bility in a national program to meet th 
needs of the mentally retarded and their 
families is clearly the task of medicine as a 
whole in collaboration with many other 
groups. The continuing elaboration of tl 
medical role under the auspices of the 
American Medical Association is much t 
be desired. Publication by the AMA of 
Handboek on Mental Retardation for the 
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Primary Physician (1965) establishes a 
favorable climate for proceeding along 
these lines. In such a delineation the 
specialties of psychiatry, pediatrics, neurol- 
ogy, obstetrics, public health, internal 
medicine and general practice will assume 
ever more significant roles as the total 
medical contribution is enhanced. 

___ By way of furthering such delineation it 
= would be constructive for the American 
Psychiatric Association to take the initiative 
in calling together a preliminary, explora- 
tory conference of these medical specialists 
with a view to arriving at a perspective of 
_ their functioning in the field. Such con- 
sensus could be presented for consideration 
by the American Medical Association, 

3. Existing public hospitals and other 
residential institutions for the retarded are 
confronted with the same range of prob- 
lems that face the public mental hospitals, 
_ These include, notably, inadequate staffing 

patterns, shortage of manpower and poor 
_ salary levels. The profession of psychiatry 

is giving the highest priority to the develop- 

ment of community services in mental 

__ health and mental retardation. The realiza- 

_ tion of an adequate national network of 

community services for the mentally ill 

_ and retarded may in time, through early 

= case finding, lead to an increase in the 

numbers of retarded dependent on public 

_ services. It is clearly a basic responsibility 

of psychiatry to join with other disciplines 

; in advancing standards of treatment and 

care in existing and developing institutions 
for the mentally ill and retarded. 


j CONCERNING PSYCHIATRIC SERVICES FOR THE 
_ MENTALLY RETARDED AND THEIR FAMILIES 


4. In general, the psychiatrist’s role in 
the field of mental retardation includes the 
following : 

a. Diagnosing a condition and formu- 
lating a treatment plan for the mentally 
retarded individual including the setting 
of guidelines for the optimal personality 
development of the child and the relief 
of the family’s social and psychological 
stress attendant on the condition. 

b. Serving as consultant to schools, 
courts, health, welfare and rehabilitative 
agencies in the communities or» psychi- 


atric aspects of service and preventive 

programs for the retarded and their 

families. 

c. Serving as administrator of services 
for the retarded which are primarily 
medical in purpose. 

Serving as a member of national, 
state and community groups in compre- - 
hensive planning for the mentally re- 
tarded, both short- and long-range, 

e. Collaborating in preventive work 
with special reference to- alerting the 
public to social, cultural and economic 
factors in our society which engender 
and perpetuate mental retardation and 
how they may be overcome through such 
devices as urban redevelopment, nursery 
schools, family care programs, pre-parent 
education and similar social measures. 

5. Psychiatrists, in general, are not ini- 
tially viewed as “care-giving” doctors by 
parents of newborn retarded babies. Rather 
it is the primary physician—most often a 
general practitioner and frequently a pedi- — 
atrician or obstretrician—who first identifies 
a condition of retardation, Their role is a 
critical one. They are in the best position 
to become aware of the special sensitivities 
of a baby and its vulnerability in psycho- 
social development, to spot high-risk situa- 
tions in the prenatal period, to render 
genetic, counseling, to employ routine bio- 
chemical „and developmental screening 
methods in the first stages of infancy and 
to counsel and refer the baby’s family. The 
later “effectiveness of the psychiatric con- 
tribution will bear proportional relationship 
to the quality of care that has been pre- ` 
viously rendered the retarded child and 
his family. It is therefore important for 
psychiatry to do all that it can to enhance 
the effectiveness of the primary physician 
in this context. It can, among other things, 
contribute psychiatric insights to the edu- 
cation of the primary physician that will 
sharpen his skill in the early detection and 
handling of cases of retardation with 
special reference to making him more 
aware of “the listless baby,” “maternal 
deprivation,” “babies without prenatal 
care,” “the illegitimate baby,” “the prob- 
lems faced by parents of the retarded, 
“alerting signs of retardation” and so on. It 
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can work with all other concerned groups 
for those basic community health services 
which are essential in support of the 
primary physician. 

6. The elements of adequate community 
psychiatric programs for the mentally re- 
tarded are fundamentally the same as those 
required for comprehensive community 
mental health services, namely : 

a. Development of an administrative 
structure to provide continuity of ser- 
vices. 

b. Complete diagnostic and evaluation 
services on either an inpatient or out- 
patient basis. 

c. Inpatient care during a period of 
intensive treatment or while a compre- 
hensive plan is being formulated for the 
ongoing educational, medical and social 
needs of the retardate’s adjustment to 
the community. 9 

d. Day care programs, particularly for 
those retarded not suited for established 
special education classes in the school 
system, as well as a supplement to class- 
room work. : 

e. Consultation to health, education, 
welfare and rehabilitation agencies in 
the community whose services are or 
should be extended to the retarded. 

f. Rehabilitation services, vocational 
and educational. g 

g. Public information and* education 
programs to foster constructive commu- 
nity attitudes and support. . 

h. Training and research. 

The treatment and careeof the retarded 
can efficiently be made a part of the total 
network of community mental health ser- 
vices. Under some circumstances, particu- 
larly in some metropolitan areas, and in 
some medical centers and hospitals for the 
retarded, discrete mental retardation units 
may be developed as part of general health 
services. Where this occurs, the mental 
retardation unit should be part of the 
network of community health services in 
geographic proximity and with maximum 
coordination with the mental health net- 
work and related health and welfare ser- 
vices to avoid all possible duplication of 
effort and to insure appropriate sharing of 
manpower and services. When possible, 


“one door” in the community should lead 
to comprehensive child care. Existing — 
dichotomies should be removed. The child 
must be evaluated as a whole within an 
ifttegrated community mental health pro- 
gram. All legal, health and welfare agencies 
involved should subserve this intent. The 
traditional “disposition by labeling” of the 
child according to the precepts of the law, — 
the welfare department and health agencies. 
should be displaced by the development 
and implementation of a constructive treat- 
ment plan for the child, calling for the 
coordinated efforts of all agencies involved. 

7. An effective program of prevention in 
mental retardation, both primary and sec- 
ondary, calls for a coordinated effort on 
the part of many medical and nonmedical 
disciplines including neurology, obstetrics, 
pediatrics, psychiatry, genetics, biology, 
psychology, sociology, economics, social 
work and education. The imperative of 
primary prevention at the biological level 
is most dramatically self-evident. The med- 
ical responsibility in primary prevention 
also looms especially large at other levels. 
The availability of genetic counseling and 


proper prenatal care is particularly vital. 


Under the heading of secondary pre- — 
vention, programs of public education ` 
leading to early detection and recognition — 
of retardation along with provision for 
infant and preschool screening are essen- 
tial. Psychiatry shares with all these dis- = 
ciplines responsibility for maximally effec- — 
tive primary and secondary preventive 
programs. Psychiatry can make singular 
contributions by way of emphasizing to 
the professions and to the public the ` 
devastating effects on growth and develop- ~ 
ment of various forms of deprivation and ~ 
distortion—maternal, social, emotional and — 
economic—and their impact on mental 


retardation. It is incumbent on psychiatry 


to assume a major responsibility to work 
for the elimination of social stigma and ~ 
practices which impede a progressive ap- ~ 
proach to the treatment and care of the 
mentally retarded throughout the land. 
Indeed, the psychiatrist, because of his 
overview of the impact of social forces on 
human ecology, is among the most favor- 
ably poSitioned to play a leadership role in ~ 
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; _ coordinating a total preventive effort. _ 

_ 8. Inasmuch as psychiatry shares with 
__ all others concerned in a national effort to 
_ promote public understanding and support 
_ of a program to combat mental retardation, 
it is a manifest responsibility of the Ameri- 
can Psychiatric Association to step up its 
own information program in mental retar- 
dation to stimulate interest and foster 
_ leadership of the profession in the field of 
_ mental retardation. Among other devices, 
the American Journal of Psychiatry, the 
Journal of Hospital and Community Psy- 
chiatry and Psychiatric News should ac- 
tively solicit and publish more contributions 
from psychiatrists and related disciplines 
_in this subject field. The Joint Information 
Service might constructively publish a 
monograph on “model” psychiatric treat- 
ment centers which have long since oper- 
ated comprehensive service programs for 
mental retardation as well as for other 
mental disorders. By the same token the 
program committee for the Annual Meeting 
should as a matter of course feature quality 
- sessions on mental retardation. The useful- 
ness of describing successful hospital im- 
provement and inservice training programs 
_ in mental retardation being funded by the 
National Institute of Mental Health merits 
consideration. In sum, present mechanisms 
- for promoting interest, information and 
- leadership in mental retardation among 
_ psychiatrists are inadequate and should be 
_ made more effective. 


> 


CONCERNING LIAISON RELATIONSHIPS 


9. The American Psychiatric Association 
should work with all other major groups 
concerned toward the establishment of a 
central information and data collecting and 
retrieval agency in the field of mental 
_ retardation, possibly as part of the opera- 
‘tions of the National Clearinghouse for 
Mental Health Information, or, if not, 
then through some other ad hoe facility. 
In the same manner that the Association 
has long sustained close working relation- 

ships with the National Association for 
Mental Health to further common goals in 
advancing the mental health movement, so 
should it extend its liaison relationships in 


Ml 


? the area of mental retardation. Among the 
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organizations with which such liaison © 
should be established are the American 
Association on Mental Deficiency, the 
National Association for Retarded Children 
and the leading professional organizations 
in pediatrics, neurology, obstetrics, gyne- 
cology and general practice. It is a safe 
presumption that such organizations harbor 
a resource potential which could be far 
more effectively realized in a combined 
and coordinated effort, Already, it is to be 
noted that the National Association for 
Mental Health has a formal liaison rela- 
tionship with the National Association for 
Retarded Children. The American Psychi- 
atric Association should proceed to such 
steps as are necessary to build these liaison 
relationships to the general purpose of 
identifying problem areas and delineating 
the roles of the several groups in coping 
with theñ and thereby strengthening the 
total common effort. 

10. While the Joint Commission on Ac- 
creditation of Hospitals inspects and ac- 
credits hospitals which care for the mental- 
ly retarded as it does hospitals which care 
for other mental disorders, its coverage is 
confined to bona fide hospitals. There is, 
in effect, no comparable inspecting and 
accrediting agency for all other types of 
residential and treatment facilities in the 
mental retardation field, Nor have official 
standards been established for their opera- 
tion, although the American Association on 
Mental Deficiency has developed such 
standards. The American Psychiatric As- 
sociation should offer its assistance to the 
Joint Commission on Accreditation of Hos- 
pitals in furthering higher standards for 
the hospital care of retardates, It should 
further tender its good offices to the Ameri- 
can Association on Mental Deficiency in 
furthering its work on standards develop- 
ment. Withal, it should explore with other 
organizations and agencies concerned the 
need for a new inspecting and accrediting 
body to supplement the work of the Joint 
Commission by inspecting and accrediting 
nonhospital facilities for the retarded. Fur- 
ther, if such agency is indicated, the Asso- 
ciation should be continuously involved 
in its operations. The Association’s own 
Committee on Standards should direct its 
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attention to these problems. In general the 
Association should seize upon every op- 
portunity to play the role of catalyst in 
precipitating action programs in raising 
standards in the entire range of facilities 
for the mentally retarded. 


CONCERNING RECRUITMENT AND TRAINING 
OF PSYCHIATRIC MANPOWER IN 
MENTAL RETARDATION 


11. The starting point for a truly efec- 
tive national medical program in mental 
retardation clearly lies in the training of 
the doctor. The situation calls for across- 
the-board acceptance in medical education 
of four principles : 

a. That it is essential to encompass 
education in mental retardation in medi- 
cal student education with special refer- 
ence to incorporating instruction in men- 
tal retardation into the curricula of 
psychiatry, neurology, pediatrics and 
obstetrics. 

b. That it is necessary to incorporate 
a solid body of learning about mental 
retardation into specialty training, again 
with special reference to specialty train- 
ing in psychiatry, neurology, pediatrics 
and obstetrics. 

c. That effective education in mental 
retardation will require medical schools 
and residency training centers ta estab- 
lish or develop active affiliation with 
clinical facilities in mental retardation. 

d. That competent training centers 
should develop and provide further op- 
portunity for elective wand Board-ap- 
proved specialization in mental retarda- 
tion to guarantee long-range advancement 
of clinical and research knowledge in the 
field. 

Implementation of these four principles 
is essential if mental retardation js to be 
given the status, visibility and identity that 
will integrate it into American medical 
progress. 

12. The encouragement of training in 
mental retardation at the undergraduate 
and graduate medical levels must not be 
taken as a plea for more “proprietary” 
instruction in a discrete subject area. It is 
rather a matter of reorienting teaching 


content and method to encompass an 


understanding of mental retardation in the 
context of teaching human biology or 
human growth and development. Every yi 
medical student today needs increased 
kħowledge of the phases of human develop- 
ment including consideration of misdevel- 
opment, maldevelopment or nondevelop- — 
ment of children who may suffer from ~ 
mental retardation. Instruction in the diag- — 
nostic and treatment problems presented 
by the mentally retarded should therefore — 
begin, perforce, with an understanding of 
early childhood development, utilizing all — 
of the conventional teaching methods and — 
reinforcing them with clinical demonstra 
tion and clinical work in pediatric, obstet 
ric, neurologic and psychiatric clinical 
settings. The formulation of the content of | 
the curriculum and the methodologies in- 
volved should be a substantive agenda — 
item for the 1967 Conference on Psychiatr 
and Undergraduate Medical Education t 
be co-sponsored by the American Psychir 
atric Association and the Association of — 
American Medical Colleges. he 


graduate, 
played in the field by several key disci 

plines, particularly psychiatry, pediatric: 
obstetrics, neurology, nursing, social work, — 


psychology, rehabilitation, economics, the 
i 


side-benefits in the teaching of human 
growth and development generally. i 
With specific reference to residency pro- 
grams in psychiatry: Every general psy- 
chiatrist in the course of his three years ) 
specialty training should receive basic in y 
struction in biochemistry, genetics, devel- 
oped 


opmental neurology, neur 
and intellectual growth, family 
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communicative disorders and psychological 
measurement with reference to their bear- 
__ ing on the etiology, treatment and preven- 
tion of mental retardation. Such instruction 
should be combined with clinical experi- 
ence and should offer the resident op- 
_ portunity for contact with the retarded 
child and his family, the problems they 
face and the psychological adjustments 
___ they must make. 
= The American Psychiatric Association 
should offer all possible support to the 
Council on Medical Education and Hos- 
_ pitals of the American Medical Association, 
_ as the approving agency for psychiatric 
_ residency programs, in furthering the ade- 
= quacy with which residency programs pro- 
vide for training in mental retardation, 
__. 14. General psychiatrists who undertake 
_ Career training as specialists have a particu- 
' lar responsibility for acquiring additionał 
competence in the area of mental retarda- 
_ ‘tion! Since the first psychiatric contact 
_ with mental retardation is nearly always 
_ at the level of childhood, manifestly no 
_ child psychiatrist should be without train- 
ing in the field. In general, training for 
psychiatrists in mental retardation should 
_ be carried on within the framework of 
approved child psychiatry training centers 
in collaboration and affiliation with per- 
tinent educational institutions. Every 
trainee should have significant experience 
q in diagnosis, evaluation, treatment and 
rehabilitation of retarded children and 
their families. His training should also in- 
clude planned instructional visits by 
trainees to residential centers for the re- 
tarded and to day schools and other 
specialized facilities to give experience in 
the broad spectrum of mental retardation 
from the mild to the profound, these visits 
to be followed up with seminar discussions. 
Also some experience, under supervision, 
in consultative work with nonmedical 
agencies and facilities for the retarded is 
essential. 

15. Because many disciplines are essen- 
tial to the development and application of 
an effective national program in behalf of 
‘the retarded, each discipline must: be in- 
volved in the education of the other if 
there is to be an effective teamwork ap- 


proach to the problem. The “two-way | 
street” principle should be applied in the 
education of all disciplines involved—that 
is, if the psychiatrist can contribute to the 
education of the psychologist, the nurse, 
the social worker, the special teacher and 
others, so can they enrich the education of 
the psychiatrist. ; 

16. It is neither necessary nor desirable — 
at this time to establish a new subspecialty ` 
examining board in mental retardation 
comparable, for example, to the subspecial- 
ty board on child psychiatry of the Ameri- 
can Board of Psychiatry and Neurology. 
Existing examining boards, particularly in 
psychiatry, child psychiatry and pediatrics, 
but also in neurology and obstetrics can 
presently serve this function. It is of crucial 
importance, however, that existing boards 
hold candidates for certification responsible 
for deménstrating competence in the field 
of mental retardation. 

17. There is need to expand opportunity 
for training in the field of mental retarda- 
tion by making more scholarships and 
fellowships available. Liberal subsidization 
of postdoctoral fellowships and research 
career fellowships and professorships is 
particularly called for to stimulate young 
scholars to undertake specialized work in 
this field. Some fourth- and fifth-year resi- 
dency stipends offered by the National 
Institute of Mental Health should be 
specifically set aside for graduate research 
and teaching in mental retardation. That 
is, such stipends could provide for an 
additional year in general psychiatry train- 
ing or an additional year following speciali- 
zation in child psychiatry. Stipends should 
be adequate to attract highly qualified 
candidates. 

18. Reorientation of psychiatric educa- 
tion is fundamental to giving mental re- 
tardation its proper place in medicine. 
But this, of course, must be projected in a 
long-range plan. The immediate urgency 
is to mitigate gaps in existing knowledge 
among psychiatrists and other physicians. 
This can be done in significant measure 
by promoting and taking advantage of 
university postgraduate courses, seminars, 
conferences and institutes, It is especially 
helpful to psychiatrists to take courses in 
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such fields as pediatrics, neurology and 
obstetrics which have orientational value 
in the field of mental retardation. We urge 
the District Branches and members of the 
Association to stimulate, conduct and par- 
ticipate in such educational opportunities. 
Postgraduate courses offered by psychia- 
trists for nonpsychiatrist physicians should 
automatically devote a meaningful part of 
their curricula to the psychiatric aspects 
of mental retardation. 


CONCERNING RESEARCH IN 
MENTAL RETARDATION 


19. Historically, clinical and basic re- 
search in mental retardation is firmly 
rooted in the work of 19th century physi- 
cians who specialized in mental disorders 
such as Itard, Pinel, Guggenbuhl, Seguin, 
Howe, Wilbur and others. The profession, 
however, in common with other beRavioral 
sciences, has shown relatively little interest 
in subnormal functioning as a research 
area requiring specialized training and 
facilities. A recrudescence of psychiatric 
interest. and activity in research in this 
field is a compelling need, and more so in 
the light of population growth, increase in 
numbers of brain-damaged individuals and 
the dramatic extension of the life span. 
Psychiatrists, for their part, can make 
particular contributions to interdisciplinary 
studies of the theory and measusement of 
intellectual function, of how social, cultural, 
emotional and economic factors operate 
in relation to misdevelopment, maldevel- 
opment and nondevelopment of individuals, 
in cross-cultural and longitudinal studies 
of the mentally retarded—areas which 
have largely been neglected thus far in 
research enterprise. Because of the diffi- 
culty of coordinating all of the different 
elements in the university that should be 
harnessed to the task, there is need to 
establish additional research centers for 
basic and applied research in mental re- 
tardation staffed by a range of specialists 
needed to carry out a full spectrum of 
studies on the genetic, anatomic, metabolic, 
emotional, educational, social and other 
aspects of mental subnormality. It is auspi- 
cious that the Congress has already pro- 
vided legislative authorization and funds 


to support several such centers, and psy- 
chiatry should join with others concerned 
in furthering the most effective utilization 
of these resources. f 


CONCERNING LEGISLATION 


20. There is a vast array of federal and 
state legislation now affecting the manage- 
ment of the mentally retarded in our coun- — 
try having to do with poverty, vocational 
rehabilitation, public health, immigration 
and naturalization, guardianship, compe- 
tency, criminal responsibility, civil service 
employment, education, aid to dependent 
children, training and the like. Further- 
more, for every law there is an administra- A 
tive complex governing its application by vi 
administration, regulation and interpreta- 
tion. For example, the nation is now con- k 
fronted with federal legislation whieh 
authorizes (and therefore facilitates and —_ 
encourages) separate planning for the P 
mentally ill, thus further complicating co- — 
ordinated and cooperative endeavor in the 
field. There is urgent need on the part of © 
an appropriate agency to make a thorough — 
study and analysis of legislation governing 
the management of the retarded and to 
publish and keep current a manual on the — 
status of legislation in the field for guidance 
of all professions concerned with the 
management of the retarded. Further, the — 
entire legal structure should be examined — 
from time to time by a body of eoori 
representing the disciplines most closely 
concerned with a view to recommending 
such modifications as seem essential to 
support a progressive national program to- 
cope with mental retardation. In sum, the — 
legislative aspects of mental retardation — 
present a vast and complex problem which 
no single agency can attack with a signifi- 
cant effect. i 

Nevertheless, the American Psychiatric 
Association should engage in all possible 
cooperative endeavor with appropriati 
government and private agencies to help 
develop an optimal legislative base for 
progressive federal, state and local pro- 
grams in mental retardation. Specifically, 
the Associations Committee on Psychiatry 
and the Law should address itself to 
formulatiðn of contributory projects in th 
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area which the Association itself might 
undertake with grant support from outside 
agencies. Such project formulations should 

be geared to make full use of outstanding 
American legal experts who have Idng 
since made known their own concern and 
understanding of the need. Finally, the 
Association should undertake forthwith an 
information program for its own members 
and colleagues in related disciplines con- 
cerning laws and regulations which make 
available financial support for research, 
training, construction and general program 
expansion in mental retardation. 


CONCERNING NOMENCLATURE 


21. The official Diagnostic and Statistical 
Manual—Mental Disorders (American Psy- 
chiatric Association, 1952) is inadequate as 

` it relates to mental retardation. It should 


“. . Upon this gifted age, in its dark hour, 

Rains from the sky a meteoric shower 

Of facts . . . they lie unquestiotied, uncombined, 
Wisdom enough to leech us of our ill 

Is daily spun, but there exists no loom © 

To weave it into fabric . . 


—Ebna ST. Vincent MILLAY 


be updated as rapidly as possible to.a 
with modern concepts of mental reta 
tion. In doing so, due attention shoul 
paid to the nomenclature of the Ameri 
Association on Mental Deficiency | 
recent formulations in the diagno 
classification of childhood disorders. 


CONCLUDING NOTE ON IMPLEMENTATIO! 


The above principles and recommen 
tions will be publicly announced: ; 
referred to all appropriate components 
the American Psychiatric Association 
to all interested national organizations a 
agencies for their information and for su 
action and follow-up as seems indicated t 
them. 

Rosert S. Garser, M.D. © 
Secretary, American Psychiat 
Associati 


cephalic epilepsy(9, 12) ; behavioral» differ- 
ences between petit mal and focal epilepsy 
(7, 10) ; and the extensive question of psy- 
chological activation of petit mal, This latter 
issue does not permit elaboration in this brief 
communication. 

The relationship between *EEG and per- 
formance in altered states of consciousness is 
complex ; nevertheless, considerable work al- 
ready has been done in elucidating some of the 
problems involved. These are not referred to 
in Dr. Charlton’s brief communication. The 
references which follow should provide a more 
complete picture of the role that study of 
petit mal epilepsy has played in shedding light 
on the relationship between differing behavior- 
al capacities and differing neural substrates. 

The references are : 

1, Davidoff, R. A., and Johnson, L. C. : Parox- 
ysmal EEG Activity and Cognitive-Motor 
Performance, Electroenceph. Clin. Neuro- 
physiol. 16:343-354, 1964. 

2. Gastaut, H. : “The Brain Stem and Cerebral 
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10, 


11. 


12. 


13. 


dai alias hat: has 
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is, hee atte BP ; 
Létters to the Editor are welcomed and will be published, if found suitable, as ee 
space permits, Please submit two copies (typewritten, double spaced), the length, — j 
if possible, not to exceed 500 words, Letters will be subject to the usual editing. k: 
Wie Seer ey 
BORDERLANDS OF PETIT MAL Electrogenesis in Relation to Conscious- 
Editor, Tae AMERICAN JOURNAL OF PsyYCHI- ness,” in Delafresnaye, J. F. : Brain Mecha- 
ATRY sh) R nisms and Consciousness. Springfield, Il. : 
-Sin: In his article “Borderlands of Petit Charles C. Thomas, 1954, pp. 249-283, 
-. Mal” in the December 1965 issue of the 3. Grisell, J. L., Levin, S. M., Cohen, B. DY 
“Journal, Dr. Charlton attempted to “re-exam- and Rodin, E. A.: Effect of Subclinical 
ine the behavioral ‘and electroencephalographic Seizure Activity on Overt Behavior, Neu- 
aspects of petit mal” as part of his task. Giving rology 14:133-135, 1964. 
casual reference to “depression of intellectual 4. Hutt, S. J., Lee, D., and Ounsted, C. : 
function,” “a confusional state known as ‘petit Digit Memory and Evoked Discharges in 
mal status epilepticus” and the invalidation Four Light-Sensitive Epileptic Children, 
of the concept of the “absence” having as its Develop. Med. Child. Neurol. 5:559-571, 
major determinant “the length of the 3/second 1963. 
spike and wave discharge,” Dr. Charlton 5. Jus, A., and Jus, K. : Retrograde Amnesia in 
omitted reference to a substantial and signifi- Petit Mal, Arch. Gen. Psychiat. 6:163-167, 
cant body of recent publications. 1962. 
A number of issues are currently ynder in- 6. Kooi, K. A., and Hovey, ‘H. B. : Alterations — 
-tensive investigation by those studying the * in Mental Function and Paroxysmal Cere- 
correspondence between behavioral state and bral Activity, Arch. Neurol. Psychiat. 78: 
abnormal brain electrical activity. These issues 264-271, 1957. “a 
include retrograde amnesia in petit mal 7. Lansdell, H., and Mirsky, A. F. : Attention a 
(4, 5, 11) ; EEG-behavioral dissociation with in Focal and Centrencephalic Epilepsy, 
the subsidiary questions relating to burst Exp. Neurol, 9:463-469, 1964, 
length, characteristics and mode of activa- 8. Milstein, V., and Stevens, J. R.: Verbal f 
tion(1, 2, 6, 8, 11, 12, 13, 15, 16, 17) ; the and Conditioned Avoidance Learning Dur- 
- nature of the relationship between scalp EEG ing Abnormal EEG Discharge, J. Nerv. — 
and cortical or depth recordings(12, 14) ; the Ment. Dis. 132:50-60, 1961. 5 
use of drugs and other means to simulate the 9. Mirsky, A. F., Bloch-Rojas, S., and Me- j 
behavioral and EEG effects seen with centren- Nary, W. F.: Experimental “Petit Mal” ` 
Produced with Chlorambucil, Acta Biol. at 


Exp. (Warsz.), in press. . 
Mirsky, A. F., Primac, D. W., Ajmone - 
Marsan, C., Rosvold, H. E., and Stevens, — 
J. R.: A Comparison of the Psychological — 
Test Performance of Patients with Focal — 
and Nonfocal Epilepsy, Exp. Neurol, 2: — 
75-89, 1960. s 
Mirsky, A. F., and VanBuren, J. M. : On 
the Nature of the “Absence” in Centren- — 
cephalic Epilepsy: A Study of Some 
Behavioral, Electroencephalographic and — 
Autonomic Factors, Electroenceph. Clin. 
Neurophysiol. 18:334-348, 1965. < 
Mirsky, A. F., and Pragay, E. B.: The 
Relation of EEG and Performance in Al- — 
tered States of Consciousness, Res. Publ. 
Ass. Res. Nerv. Ment. Dis., in press. 

Morrell, F., and Morrell, L. : “Computer- 
Aided Analyses of Brain Electrical Activ- 
ity,” in Proctor, L. D., and Adey, W. R S 
eds. : Symposium on the Analyses of Cen- ; 
tral Nervous System and Cardiovascular 
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Data Using Computer Methods. Washing- 
ton, D. C. : NASA SP-72, 1965. 

14. Prechtl, H. F. R., Boeke, P. E., and Schut, 
T.: The Electroencephalogram and Per- 
formance in Epileptic Patients, Neurology 
11:296-304, 1961. q 

15. Shimazono, Y., Hirai, T., Okuma, T., Faku- 
da, T., and Yamamasu, E.: Disturbance 
of Consciousness in Petit Mal Epilepsy, 
Epilepsia (Amst.) 2:49-55, 1953. 

16. Tizard, B., and Margerison, J. H.: The 
Relationship Between Generalized Paroxys- 
mal EEG Discharges and Various Test 
Situations in Two Epileptic Patients, if 
Neurol. Neurosurg. Psychiat. 26:308-313, 
1963. 

17. Yeager, C. L., and Guerrant, J. S.: Sub- 
clinical Epileptic Seizures, Impairment of 
Motor Performance and Derivative Difficul- 
ties, Calif. Med. 86:242-247, 1957. 

Sruart RosenTHAL, M.D. 
Boston, Mass. 


DR. CHARLTON’S REPLY 


Editor, THE AMERICAN JournaL or Psycm- 
ATRY : 


Some of the work done so far relates to focal 
and “centrencephalic” discharges which are 
not clinically, pharmacologically or electroen- 
cephalographically characteristic of petit mal. 
It is possible that restriction of our attention to 
cases with 3 cps. spike and wave activity (or 
associated types of discharge) might exclude 
many complicating variables when one is spe- 
cifically discussing petit mal. 

In ‘this regard, the original suggestion of 
Schwab on the relationship of the duration of 
the EEG discharge of petit mal to the lapse of 
consciousness has been supported by some au- 
thors and qualified by others. A factor of clin- 
ical and theoretic interest here is the change 
of the effect of a discharge of a given length 
in the same patient at different ages. Age- 
specificity is already known to be important in 
other areas of the subject (e.g., photosensitiy- 
1 > 
“fee the psychological precipitation of 
petit mal (and of other forms of epilepsy, for 


that matter) is a factor of clinical interest a 
importance which is in danger of being ig- 
nored by physicians on account of the efficacy 
of anticonvulsant drugs. ` 
M. H. Cuartron, M.D, © 

New York, N. Yr 


USE OF PILOCARPINE NITRATE FOR 
RELIEF OF DRYNESS WITH 
PHENOTHIAZINES 


Editor, THe AMERICAN JOURNAL oF PsycuHt 
ATRY; : 
Sm: Many times with therapeutic use of 
heavy doses of phenothiazines or some of the 
antidepressants, particularly the imipramine 
group, patients complain of an aggravating © 
and uncomfortable dryness of the pharynx. 
Although, in my experience, this side effect has 
not constituted a serious enough discomfort to _ 
require either reduction or discontinuation of 
the medication, it still constitutes an annoying 
and constant discomfiture to many patients. 
The’ dryness of the mouth with the pheno- 
thiazines seems to be due to an atropine-like 
effect which prevents the acetylcholine re- © 
leased by the parasympathetic nervous system 
from stimulating the salivary glands. Pilocar- 
pine acts specifically on post-ganglionic chol- 
inergic nerves. It thus acts as acetylcholine on 
these nerves, and counteracts the effect of 
atropine. 
Pilocarpine was administered as the pilo- 
carpine nitrate in a syrup containing 2.5 milli- 
grams per 4 cc., and was given to the patients 
at their request, in a hospital setting and on an 
outpatient basis. It was found necessary to 
administer’the drug about every three to four — 
hours, as its effectiveness wore off. In addition, 
some patients require 2 cc. of this syrup, and — 
others 8. The patients could readily be in 
structed to take the medication until they 
developed some running of the nose, and then 
on the next occasion to take a little less than 
this dose. Tried on a small number of patients, 
this seemed to be an effective means of re- 
lieving the dryness of the mouth consistently. 
There were no untoward side effects. How- 
ever, when it was tried on a patient complain- 
ing of itching of the skin when exposed to the 
sun (while on chlorpromazine), it was in- 
effective. This latter was tried on the basis that 
possibly the sensitivity to the sun might be 
due to the dryness of the skin, The patient, 
however, did not give the medication an ade- 
quate trial, and it would appear to deserve 
further trial in other patients with similar skin 
sensitivity, 
Georce A. Rocers, M.D. a 
Camden, N. J. F 
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THE ULTRACONSCIOUS 
Editor, THE AMERICAN JOURNAL or PsycHIA- 
TRY: 

Sir: I was gratified by the unlooked-for 
response to my letter, BEYOND THE UN- 
CONSCIOUS: THE ULTRACONSCIOUS, 
and also by your publication of Dr. Meares’ 
laudatory comments in your February issue. 
However, I do wish that I might have been 
given an opportunity to see his letter before- 
hand so that my reply could have been pub- 
lished concurrently. A unilateral response is 
not an unmixed blessing, the pitfall being 
that Dr. Meares’ letter following so closely 
upon mine may imply a tacit agreement on my 
part. For better or for worse that is not so. 
While I share his enthusiasm for further in- 
vestigation, I am most wary about such a 
priori pronouncements as “ . the supra- 
conscious states all occur on a basis of regres- 
sion . . . atavistic in nature”; and again, “The 
bridge between the two disciplines, oriental 
mysticism and scientific psychiatry, is of course, 
hypnosis.” 

I am not at all reluctant to admit that I 
don’t know what this bridge is. I am merely 
convinced that it exists; that so far it has 
been the special prerogative of theology and 
philosophy; and that it is high time that 
psychiatry take a long, hard, determined look 
at it. 

For a start we might read Cosmic Conscious- 
ness by Dr. Richard Maurice Bucke(1), an 
early president of our own American Psychiat- 
ric Association; then Varieties of Religious 
Experience, by William James(2) ; and the 
impressive studies by our contemporary, Dr. 
Harold Kelman of New York City(3, 4, 5, 6). 
Even more elementary, let each psychjatrist, 
as a routine part of the anamnesis, ask each 
patient if he can recall an ultraconscious ex- 
perience, and then persist in helping him re- 
member ; for, whereas in some cases it can be 
a powerful, transfiguring experience, in many 
it is as evanescent as a dream or an impression 
under anesthesia. I would venture to say that 
many of us will be astonished at the myriad 
confirmatory replies. 

The ultraconscious may well be an evolution- 
ary development thus far experienced in full 
intensity by a few charismatic individuals who 
have ennobled the course of history ; whereas 
others (schizophrenic ?) may have been broken 
by it. Kelman believes that it is latent in all 
of us and may be used therapeutically if 
properly understood and augmented. Early 
man was concerned chiefly with the relation- 
ship of his ego to himself ; later and currently, 
of his ego to society. Future events may well 


induce a maturation of his latent ultraconscious 
and its relationship to the universe. 
The references are : 

1. Bucke, R. M.: Cosmic Consciousness. 
Philadelphia: Innes and Sons, 

2. James, W. : Varieties of Religious Experi- 
ence. New York: Universe Books, 1963. 

3. Kelman, H., ed.: Advances in Psycho- 
analysis. New York: W. W. Norton and 
Co., 1964. 

4, Kelman, H., et al. : International Behavior. 
New York: Holt, Rinehart and Winston, 
1965. 

5. Kelman, H., ed.: New Perspectives in 
Psychoanalysis. New York: W. W. Norton 
Co., 1965. 

6. Kelman, H.: The Process in Psycho- 
analysis. New York : American Institute for 
Psychoanalysis, 1963. 

Sranuey R. Dean, M.D. 
Miami, Fla. 


ADOPTION 


Editor, THe AMERICAN JouRNAL or Psy- 
CHIATRY : és 
Sir: Dr. Simon and Miss Senturia (“Adop- 
tion and Psychiatric Illness,” in the Journal 
of February 1966) ought properly to have 
entitled their study “Adoption and Attendance 
at a Psychiatric Clinic,” since all that they 
demonstrated was that extrafamilial adoptees 
have a higher consultation rate, not a higher 
illness rate. Adoptive parents have a “set” 


towards psychiatric consultation by virtue both 


of their many contacts with social agencies 
and their higher educational and socioeconom- 
ic background. These and other factors, such 


as the “unnaturalness” (and hence anxiety) of — 


adoption, probably make adoptive parents rush 


their children to the psychiatric clinic at the 


1901. 
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drop of a hat. This seems to me the most 


likely explanation for the fall-off in consulta- 


tion rate in adulthood. 

The answer to the question of relative prev- 
alence of emotional disturbance in adoptive 
children will come from epidemiological studies 
not of clinics but of populations. Such an in- 
vestigation has been undertaken in Canada 
by Professor H. David Kirk of the University 
of Warterloo and Professor K. Jonassohn of 
Sir George Williams University, Montreal, the 
results of which should be available soon. 

Joun S. Werry, M.B., F.R.C.P.(C) 
Urbana, Ill. 


THE AUTHORS’ REPLY 


Editor, Tue AMERICAN JouRNAL oF Psy- 
CHIATRY : 
Sm: Our study showed an incidence of 
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extrafamilial adoptees (EFA) two-and-one- 
half times greater than the expected incidence 
in the population from which the sample was 
drawn. For children and adolescents the in- 
cidence was four to five-and-one-half times 
greater than expected. No claim was made in 

our paper that EFA have higher rates of ill- 

ness than other groups, but our data indicated 

a special vulnerability to a certain type of 

psychological illness : e.g., acting-out behavior 

disorders. 

While the crux of Dr. Werry’s comments 
appears to be that socioeconomic variables 
alone account for the high incidence of EFA 

_ in our sample, he suggests parenthetically that 
parental anxiety may have something to do 
with the problem. This anxiety he relates 
to the “unnaturalness of adoption.” Our data 
indicate that the intrapersonal psychodynamics 
of the adoptive parents are critical factors and 

_ that social pressures are secondary. The im- 
portance of anxiety and other feelings such as 

_ anger, rejection, concern about sexual role, 

_ etc., in adoptive parents is indeed one of our 

_ major theses. The EFA patients in our sample 

‘were not usually rushed to the hospital at the 

_ drop of a hat. They were people with major, 

_ diagnosable psychiatric disorders, and refer- 

ral was appropriate. 

Most of Dr. Werry’s comments seem to be 
in agreement with the positions outlined in 
_ our paper. We pointed out that socioeconomic 
_ variables affect rates of adoption and utiliza- 
tion of psychiatric facilities, It was our con- 
clusion that the low incidence of adult EFA 
in our sample was partly related to the ab- 
-sence of guilty and anxious parents who could 
_ bring the child to a psychiatric facility, How- 

ever, we do not believe this factor operates 
alone. Because so many EFA manifest acting- 
out, antisocial behavior disorders, we believe 
they are less likely to refer themselves when 
they become adults, 

We. agree that there is a need for epi- 
demiological studies of extrafamilial adoptees 
in populations not related to clinics and hos- 
pitals. 


NaTHAN M. Simon, M.D. 
AUDREY G. SeNTURIA 
St. Louis, Mo. 


MORE ON POLICE APPLICANTS 
Editor, THE AMERICAN JOURNAL oF Psy- 


CHIATRY : 
Sir: In the November 1965 issue you pub- 


2 


lished a letter from Dr? Edward Dengrove of 
West Allenhurst, N. J., who sometimes ex- 
amines police applicants and who asked 
readers for suggestions as to what to look for. 

The results of a three-year retrospective study 
of 5,000 peace officer personnel files in 14 
police agencies, Public Health Service grant 
MH-1089 from the National Institute of Men- 
tal Health, which we have just completed, 
suggest the following answers : 

1. When police chiefs ask psychiatrists to 
help them identify applicants who are “emo- 
tionally stable,” what they really mean is that 
they would like to select those who are “emo- 
tionally suited” for work in law enforcement. 
Since we do not yet know what constitutes 
emotional suitability for law enforcement (al- 
though there are many hunches), examining 
psychiatrists often fall back on equating ab- 
sence of psychopathology with suitability. 

2. The functions of police officers include 
not only those which suggest socially accept- 
able “forms of counterhostility (crowd con- 
trol, apprehension of criminals, subduing 
homicidal patients), but also functions which 
might be described as nurturing or care-taking, 

3. Because of the variety in expectations in 
different communities, it is more efficient to 
work toward establishing efficient screening 
(of potential failures) rather than selection 
(of successes). 

4. Specific psychopathology does not appear 
to a necessary predictor of occupational 
failure in law enforcement, especially if per- 
sonality defenses are such as: a) to preclude 
or minimize anxiety and conflict in response 
to the unique occupational stresses of law 
enforcement; and b) to demonstrate repres- 
sion and suppression of overt behavior in the 
affectively labile candidates who become 
anxious in their new roles. 

5. Prediction of failure can be aided by 
identification in past history of reversal of 
sexual roles in applicant's parents, lack of 
satisfaction in applicant’s own marital rela- 
tions, nonretention in former employment, con- 
siderable’ affective lability and uncontrolled 
impulsivity. 

6. Psychiatric diagnoses of neurotic anxiety 
and undue personality rigidity are not shown 
to be significantly correlated with later occu- 
Ppational status. 

Ruta J. Levy, Px.D. 


San Jose, Calif. 
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CONCENTRATION CAMP Survivors IN NORWAY 
anp IsraEL. By Leo Eitinger, M.D. (New 
York: Humanities Press, 1965, pp. 199. 
$6.50.) 


The Nazi plague, which held so much of 
Europe in its loathsome grip during the years 
of World War II, has been the source of a 
considerable literature, much of it in the form 
of personal accounts by survivors, but also, in 
recent years, in the form of studies by psy- 
chiatrists of the unexpectedly large amount of 
persistent, long-term damage to the mental 
health and emotional lives of those who 
survived, The problems raised by these sur- 
vivors are of interest to the psychiatric com- 
munity, not only because of the considerable 
clinical problem that they represent or the 
macabre nature of the stress responsible for 
their plight, but also because of their relation- 
ship to certain theoretical psychopsthological 
issues such as the nature of traumatic neuroses, 
the importance of premorbid personality fac- 
tors in their genesis, the relative importance 
of organic and psychogenic factors and, finally, 
their forensic implications. 

The present volume by the respected Nor- 
wegian neuropsychiatrist Leo Eitinger is 
intended “to examine whether the severe 
psychic and physical stress situations to which 
human beings were exposed in the concentra- 
tion camps of World War II have had lasting 
psychological results, to discover the nature 
of these conditions and the symptomatology 
they present, and finally to investigate which 
detailed factors of the aboye-mentioned stress 
situations can be considered decisive for the 
morbid conditions which were revealed.” f 

Dr. Eitinger, himself a former inmate of 
Auschwitz, is uniquely qualified to carry out 
this task. Since the end of the war, he has 


spent much time and effort in studying concen- 


tration camp survivors. The present volume, in 
cellent translation by 


what appears to be an ext a 
Mrs. Peggy Houge, is a systematic and con- 
trolled study of several groups of individuals 
who had had concentration camp experience. 
Five hundred and ninety cases in all are 
included, divided into two major groups: 
Norwegian political prisoners and Israeli for- 
mer concentration camp inmates. Each of the 
Norwegian and Israeli groups was further di- 
vided into three subgroups consisting of hos- 
pital inpatients, outpatients exhibiting varying 
varieties of symptomatology which appeared 


to be directly attributable to the concentration — 
camp experience and apparently healthy work- — 
ets. 

Although many of the Norwegian prisoners 
had been subjected to extremely harsh treat- 
ment in the period between arrest and delivery 
to concentration camps, they differed in certain — 
fundamental respects from the Israeli survivors, : 
whose ordeal began before the arrest and was 
continued in the concentration camp, where 
they were treated much more punitively and 
were subjected to isolation, a hopeless waiting 
for death, almost universal loss of relatives | 
and a savage assault on their very identity as | 
humans, unparalleled in intensity. 3 

The study confirms the presence of very 
profound, often irreversible personality altera: 
tions in a very large number of individuals 
who have been subjected to these almost 
unimaginable stresses in the concentration. 
tamps. The findings, although they are not 
based on exploration in depth of individual 
psychodynamics, indicate that premorbid per- 
sonality predisposition. was not a factor of 
importance in the development and persistence 
of symptoms. j 

Dr. Eitinger’s original study group consisted 
of a considerable number of Norwegian politi- 
cal prisoners in whom there was distinct 
evidence of traumatic encephalopathy resulting © 
from head injuries during imprisonment. This 
factor turned out not to be as crucial in other 
groups, particularly in most of the Israeli 
survivors, since, as Eitinger points out, condi- 
tions in the concentration camps where Jews 
were interned would not have permitted sur- 
vival for anyone with very severe head injuries” 
or, indeed, illness of any kind, However, the 
author does attach more importance than — 
some other investigators to the role of organic 


factors in the concentration camp syndrome. — 
The discrepancy here probably can be ex- 
plained by the fact that his definition of the 


M 


concentration camp syndrome lays more stress 
on symptoms such as memory loss and lack 
of concentration, which would be likely to” 
be based on organic causes, and less on 
more specifically psychoneurotic manifestations, 
which he includes in a different neurotic grou 

of patients. He himself describes these neurotic 
symptom groups as being very difficult to fit 
into ordinary psychiatric nomenclature; and it 
appears to the reviewer that a broadening of 
the concept of the concentration camp syn- 
drome could easily allow these atypical neurot- 
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ics to be included, thus diminishing, although 
not excluding, the relative etiological signifi- 
cance of organic factors. 

An interesting and significant finding of the 
study was that 34 out of 62 hospitalized 
Israeli schizophrenics were felt to be suffering 
from schizophrenic illnesses which could be 
directly attributable to their pathogenic ex- 
periences. Also of interest is that a high per- 
centage of the apparently healthy working 
Israeli survivors, unlike their Norwegian 
counterparts, displayed psychoneurotic symp- 
tomatology similar to, although less severe than, 
that found in the disabled survivors. 

Dr. Eitinger discusses survivor guilt, the 
widespread significance of which has been 
attested to by almost all investigators working 
with these patients. He considers a major 
determinant of this phenomenon to be the 
lack of resistance to the Nazis which had been 
displayed in the concentration camps and 
which has been widely discussed in Israel. 
In this country, this factor does not seem to 
have been of as great importance in the genesi§ 
of survivor guilt, 

If any over-all conclusion is possible from 
this interesting and worthwhile contribution to 
social psychiatry, it rests in its documentation 
of the utterly unique quality of the concentra- 
tion camp experience for the Jewish survivors 
(an experience differing from any other ex- 
treme situation of which we have knowledge) 
and of the long-term and often devastating 
effects of that experience on the personality 
integration and on the emotional and intellec- 
tual lives of those who emerged at least 
physically alive. 

PauL Cuoporr, M.D. 
Washington, D.C. 


Psycuornenarix-Paocnose mir HILFE DER 
“EXPERIMENTELLEN TRIEBDIAGNOSTIK” 
(PSYCHOTHERAPY-PROGNOSIS WITH THE 
Hevr or Exrenmentar Dnive-Diracxosis), 
Vol. 4. By Armin Beeli. (Bern: Hans 
Huber, 1965, pp. 130. DM 25.) 


The author, a pupil of L. Szondi (to whom 
this work is dedicated), undertakes to utilize 
experimental drive and ego-diagnosis for the 
prognosis of neurotic and psychotic distur- 
bances. To know beforehand the good or the 
bad outcome of a disease is very important for 
the selection of the right type of therapy. 
Armin Beeli applies a special therapeutic 
prognosis which he has developed through 


many experiments. $ 
There is a definite correlation between 


catamnesis and experimental prognosis. It is 


accepted that every man comes into the 
not with one existential form, but with 
multiplicity or variety of forms, recei 
through inheritance or by choice or d 
Existential forms develop into destiny pos 
bilities. The great contribution of the author ; 
that he utilizes 17 existential forms to mal 
prognostic scale of values. The author hope 
that not only destiny analysts but also gen 
psychiatric clinics will utilize his scheme. 
In the indications for psychotherapy gi 
by Freud, which the author quotes, he 
cludes : the “value” of the patient (his ed 
tion and reliability), his motivation (as eviden 
from his voluntary attitude), the clinical situa: 
tion, his age (from puberty to 50), the actua 
therapeutic demands (particularly when th 
symptoms must be abolished rapidly) and 
chronic forms of hysteria and compulsion 
One must treat a patient at least two or thre 
weeks before one can differentiate his dis 
from true schizophrenia. The psychiatris 
shoukl not treat a patient from the beginn 
if he offers an unsurpassable resistance. 
In 1952 a work by C. H. Windle appeared 
entitled Psychological Tests in Psychopa 
logical Prognosis. It was based on 
Rorschach Test and also included the Minnes 
Multiphasic Personality Inventory (MMPI). 
Since then many more works in this 
have appeared (Dworetzki, Allen and H 
rower) which help the student of psychiatry 
to make a prognosis. i 
The method for diagnosis and prognosis 
employed by Armin Beeli, in spite of the 
diagrams and charts, is very practical and 
should be familiar to every American stud 
of psychiatry. d 
H. L. Gorvon, M.D. | 
New York, N.Y. 


Inrenstve Famity Tuerary. By Ivan Boszo 
menyi-Nagy, M.D. and James L. Framo, 
Ph.D. (New York: Hoeber Medical Divi- 
sion of Harper and Row, 1965, pp. 507. 
$12.50.) 


It seems like a good idea to get a number 
authorities on a particular topic together and 
have them write papers which will be pub- 
lished together in a symposium. There is the 
advantage of getting a variety of viewpoints 
and of making sure that the total presentation 
is representative. There is, however, the dis- 
advantage that no one author will present ma- 
terial in depth and that the reader will come 
up with the sensation that follows eating a 
frothy, rich dessert—a sort of empty satiation. 
This book has many of the merits of collections 


ma 


of authorities, but does not escape entirely 


from the demerits of this system. 

Nagy and Framo and their , Gerald 
Zuk, present three of the most complete chap- 
ters in their overviews on family py and 


its course and prospects, It is apparent from 
their writings and from several of the other 


papers in the book that already family therapy 


has come of age: Le, is being over, 
splintered into various schools and la by 
terms like “superficial,” “deep,” “intensive” and 


“symptomatic.” This , however un- 
fortunate, probably is unavoidable. I still think 
that the subject is a little too new for labels 
from which it may never kere ib 
Philosophers of science tell us that the great 
scientific revolutions and discoveries have been 
breakthroughs, They have been caused by new 
concepts, not accretions of old concepts that 
finally are formed into some sort of conglomer- 
ate idea, Family therapy was a tour de force 
and is still too young to withstand critical 
evaluation. ».° 
Although family therapy has been actively in 
existence for 12 years, it is still a new form of 
considered 


therapy, pues , it is ae 
that much of tl experience amily 
therapy by the Palo ‘Alto and NIMH groups, 
for example, in patients 
and their families, The ue 
family therapy and conjoint marital therapy on 
a wide range of (from mild 
disturbances, anxiety states, character disorders, 
juvenile delinquency to ulcerative colitis) is 
not commonplace yet. Thus, any discussion of 
techniques of family therapy is premature 
except in a natural history sense, + 

The authors in this volume lean toward a 

ychoanalytic and family 

therapy. They stress in the title the word “in- 
tensive,” and the implication is that intensive 
therapy is equivalent to 
psychoanalytic uncovering 
sight. It is difficult to say 
quate research = bara a 
true these princip! ow 
may be that the actual billiard-ball, effect of 
family behaviors caroming off each other, with 
resultant feelings and response to these 
counters, is a more pertinent lever in the 
ily therapy than the “insights he 
ous individual members. I believe 
Alexander who mentioned in a paper written in 
1927 that he suspected that patients brought 


up dreams about a particular after there 
had been a change in their behavior in rela- 
tion to this topic. The implication 


was that dream analysis in itself did not bring 
about the change but actually followed a 


1966 } i 4 BOOK REVIEWS ba 21 


change. It is quite possible that the “insights” 
of family therapy are primarily a relabeling of 
behaviors between family members that are 
not so much “insightful” in the sense of ungon- 
scious dynamics, as useful for families to tag 
ech others’ behaviors with “explanatory” prin- 
ciples that give some comfort in the feeling one 
knows “what is going on.” d 
This labeling business can be terribly im- 
portant because it seems quite likely that fam- 
ily members are exchanging many bits of in- 
formation about each other every second. The 
enormous amount of data that they have about 
each other requires some kind of classification 
in order to render it more manageable, It is — 
Beene cae Duk. i 
a ic b isu 
partially because it is a simple way of handling 
complex behavioral interchanges. 
The authors are nevertheless entitled to call 
their therapy “intensive” and to put this word 
on the title of their book. Thus, what they do 
pill be distinguished from what some other 
people do who, say, see the family for a total 
of 12 sessions or only once a e= $ However, 
they must be pr to run into the same 
problems that have bugged individual thera- 
pists when this term has been utilized: Le, 
does intensive refer to the amount of time the 
therapist spends, or the frequency of the 
visits, or the pitch of vocalizations and their 
decibel intensity? Does the term 
refer to the use of unconscious material 
at dreams, slips of the tongue, etc; and does 
intensive mean retrospective with the focus on 
the infantile transference? Many intensive ex 
periences can be of very brief duration, and 
going for a long time very frequently to a 
therapist may be a very unintensive experi- 
ence. I recall having seen through a 
mirror an early treatment sexton of pens 
that another therapist was treating three times 
a week, A year later the therapiet sent me a 
tape of this couple in their 75th sesion. i 
were arguing about the same matters that they 
had been on in that early interview and the 
therapist seemed at “quiet” as in the early 
weston 
If we reserve the term “intensive” to mean a 
relatively large number of sexton: at a s 
tively high rate of frequency and employ 
“analytic” techniques in the seme of an 
est in unconscious dynamics, droams, 
and even "the meaning of meaning” 
an implication of “intensive” as it refers 


heng or katy el e 
a to describe cha olats oles aay 
f ly therapists. In my s Co $ 
Paychotberapies (1950), 1 have specified as 


ri 
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type of psychotherapy practiced by some Men- 
tal Research Institute staf members as “inter- 
actional” in order to distinguish it from some 
other kinds of approaches. 

Already some confusion has crept into the 
literature over the term “communication.” It %s 
taken by some people, for example Ackerman, 
to mean talking together in essentially a “non- 
deep” way. Actually, most people dealing with 

communication as a frame of reference are 

talking about the exchange of behaviors be- 
tween people and this means all those observ- 
able or reportable matters that go on in any 
therapy whether psychoanalytic or not. It 
would be unfortunate if “intensive” and “com- 
= munication” (or behavior-oriented) family 
_ therapy were juxtaposed as if there were clear 
_ parameters and clear-cut differences. 
Apart from worrisome theoretical matters, 
this book is an excellent collection of experi- 
ences in family therapy and critiques and 
guidelines. The review of concepts by Zuk and 
_ Rubinstein is especially well done, and the 
chapter by Witaker and associates contains the 
usual poignant and offbeat observations that 
have made the Atlanta group so respected. 
= I was particularly surprised and delighted 
_ with the contribution of Harold F. Searles. 
_ Searles, as one of the leaders in the develop- 
= ment of intensive psychotherapy for schizo- 
_ phrenics and as a psychoanalyst, states that 
he has had almost no experience in family 
therapy. He goes on : “but the primary reason 
for my temerity in presenting my thoughts 
_ about this subject springs from my conviction 
3 that this is an important new field which the 
_ great majority of my fellows in individual 
therapy have not yet tasted and in which those 
persons who count themselves really experi- 
enced authorities are few indeed. . . . Partly, 
__ I think, because of the dyadic context of our 
_ training analyses, we have been slow to recog- 
__ nize the importance in psychoanalysis and psy- 
_ chotherapy of the family frame of reference.” 

As far as I know, this is the first time this pen- 

etrating observation has been made. The in- 

tensity of feeling against family therapy that 

some analysts have expressed might have a 

variety of causes, but it seems to me Searles 

does a great service in pointing to the biases 
which a long training analysis may introduce. 
Other contributors include Murray Bowen 
with his usual sage remarks and clear style, 
and Ackerman with an interesting clinical case. 

I admire Dr. Framo for daring to write a chap- 

ter entitled “Rationale and Techniques of In- 

tensive Family Therapy,” even if I disagree 
with a good bit of what appears in the chapter. 

For example, there is little enough hard data 
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about family therapy to condone dividing it wh 
into the chess game format of early, middle 
and late stages. Lyman Wynne presents a 
thoughtful chapter on indications and contra- 
indications for exploratory family therapy and 
is perhaps more cautious than some family — 
therapy aficionados from the wild west, Lang 
continues a discussion of mystification ; and a 
pair of anthropologists, Wallace and Fogelson, 
discuss via the use of transcripts “The Identity 
Struggle.” It is a particularly valuable chapter 
because, as usual, it points out the need for 
psychiatrists and psychoanalysts to make use 
of their friends in the social sciences, 

All in all, an expensive book, but one that 
the reader will probably refer to over a long 
period of time. 


Don D. Jackson, M.D. 
Palo Alto, Calif. 


Crime anp THE Minp. By Walter Bromberg, 
M.D. (New York: The Macmillan Co., 
1965, :pp. 421, $9.95.) 


This greatly expanded and completely re- 
vised edition of Crime and the Mind is an 
excellent work. Dr. Bromberg has not only 
drawn upon his wide professional experience 
but has made judicious use of the pertinent 
psychiatric literature. A good bibliography is 
appended to each chapter. 

Many illustrative vignettes of offenders ex- 
amined by the author, with suggested psy- | 
chodynamic interpretations of their criminal be- 
havior, are included. Among them are such 
notables as Jack Ruby, Lucky Luciano and 
Richard Whitney. Few of the cases have been 
studied in depth, but tenable dynamic hypoth- 
eses for the basis of their antisocial behavior 
are offered, 

Dr. Bromberg for the most part carefully 
eschews sociological theories. The reviewer be- 
lieves that greater stress of cultural factors 
should have been made in the analysis of some 
of the cases, Although the author has had wide 
forensic experience, this is not stressed. Statutes 
and trial procedures are only considered tan- 
gentially. 

Especially noteworthy is the book’s treatment 
of aggression, adolescent rebellion, pornography 
and drug addiction. The importance of epi- 
lepsy and illiteracy in criminals is stressed. 

The author proposes a catalogue ‘of criminal 
behavior on a Psychological basis. Like other 
attempts to classify criminal behavior, begin- 
ning with those of Aristotle and Dante, the 
results are not altogether satisfying, It is di- | 
ficult to view many of the crimes of burglary 9 
and arson as being essentially passive-aggres- 
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sive in nature. There are other relatively minor 
points with which the reviewer is in disagree- 
ment. He has not found the age period of 
nine to 13 in boys to be marked by especially 
sadistic behavior. Nor has he found rapists 
to be usually more than 25 years of age. Dr. 
Bromberg says that in this country no attorney 
would or could represent a client who sought 
legal consent to have his sex changed; during 
the past year a Baltimore court has passed 
such an order. 

The author’s style of writing is clear and 
attractive. A book of such worth merits a more 
detailed index. 

Manrrep S. GUTTMACHER, M.D. 
Baltimore, Md. 


APPROACHES To CROSS-CULTURAL PSYCHIATRY. 
Edited by Jane M. Murphy and Alexander 
H. Leighton, M.D. (Ithaca, N. Y.: Cornell 
University Press, 1965, pp. 406. $9.75.) 


This book, reporting on methods, and con- 
cepts for comparative studies of mental illness, 
is the outgrowth of efforts sponsored by the 
Cornell Program in Social Psychiatry to explore 
and understand’ the nature of some of the 
problems confronting research in this field. It 
is largely based on the two major epidemio- 
logical studies carried out by the Cornell 
group, the Stirling County Study and the 
Midtown Manhattan Study. Exploratory field 
studies carried ‘out among Eskimos, Navahos 
and Mexicans are also drawn upon. Moreover, 
some of the contributors have recently been 
engaged in an epidemiological study concern- 
ing psychiatric disorders among the Yoruba in 
Nigeria. The 13 contributors to this book are 
specialists in several disciplines—psychiatry, 
general medicine, anthropology, sociology and 
social work. 

The book is divided into two major parts : 
identifying and surveying psychiatric dis- 
orders; and assessing the sociocultural en- 
vironment. $ 

A short chapter giving the nature and 
history of cross-cultural psychiatry, defining 
the terms “psychiatric disorders’ and “socio- 
cultural environment” and identifying problem 
areas ushers in part one. Listed as the main 
problems are: 1) comparative study of diag- 
nostic entities ; 2) comparative epidemiology ; 
and 3) comparative studies of personality and 
personality formation. The problems stated 
reflect the orientation of the editors, who have 
written this chapter on phenomenology and 
epidemiology. No reference is made to patient 
care and attitudes toward the mentally ill. It 
may be a debatable issue as to what extent 


comparative studies of personality and per- _ 


sonality formation are a concern of cross- 
cultural psychiatry or of cross-cultural psy- 
chology. 
„ Chapter 2 deals with the thorny problem of — 
ctoss-cultural identification of psychiatric dis- — 
orders. Arguing that the definitions of psy- 
chiatric disorders have their base in Western 
views about what human nature is or ought 
to be, the authors explore to what extent 
criteria of mental disorders applied to Western 
psychiatry are applicable to other cultures. To 
answer this question the authors compare 
cross-culturally the clinical manifestations of 
the brain syndrome, of mental deficiency, of 
psychosis without demonstrable organic cause, — 
of psychophysiologic conditions, of psycho- 
neurosis, of personality disorders and of socio- 
pathic disorders. They arrive at the conclusions 
that, despite different prevailing beliefs in - 
cultures other than our own, it is, by and 
large, possible to diagnose mental illness as 
such and, despite culture-determined sympto- — 
‘matological variations, to classify mental dis- — 
orders in accordance with a nomenclature ~ 
developed and accepted in the West. The — 
latter view is not shared by all observers in 
the field. i 
A chapter follows dealing with native con- — 
ceptions of psychiatric disorders. It is based on 
an epidemiological study of St. Lawrence 
Eskimos. The conclusion is drawn that there” 
are noteworthy differences between the stream ~ 
of thought of the St. Lawrence Eskimos and i 
that of psychiatry; but there are underlying 
parallels which strongly suggest that cross- 
cultural comparisons can reasonably be made. 
Chapters 4 and 5 explore the usefulness of 
questionnaires and of physiological tests for 
the detection of psychiatric disorders in cross- 
cultural psychiatric epidemiological research. 
The questionnaire employed (Health Opinion ~ 
Survey) proved useful, but no suitable physio- 
logical tests have thus far been developed for 
this purpose. J 
Special problems in the identification of 
psychiatric disorders arise on examination of 
adolescents and children. These problems, 
methods. designed to overcome difficulties 
inherent in examination of patients of these | 
age groups, and the applicability of these 
procedures for cross-cultural epidemiologic: 
research are dealt with in chapters 6 and 7. 
The introductory chapter of the second part 
of the book (chapter 8) reviews the concepts _ 
of culture and society in the light of require- 
ments for conducting empirical research con: 
cerning psychiatric disorders in contrastin; 
culturalegroups. From this point of view five | 
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types of units are dealt with: the tribe, the 
small town or community, the city, the nation 
and various groupings of nations. Special 
attention is paid to some types of cultural 
changes which are hazardous to psychic 
equilibrium and which are therefore of con- 
siderable importance for comparative studies 
of mental health. 

Theretofore the concerns of the various 
contributors to the book have been more or 
less strictly epidemiological. However, as the 
editors point out, material derived from sur- 
veying or census data is rendered more valu- 
able when supplemented by material derived 
from deeper exploration with a limited number 
of people, and vice versa. Accordingly chapter 
9, written by an anthropologist, deals with the 
place of the life history and of role analysis as 
tools in cross-cultural psychiatric research. 

The focus of chapter 10 is on “sentiment” 
and “sociocultural disorganization,” concepts 
familiar from Leighton’s previous writings. The 
question is asked as to whether there are 
psychological effects of sociocultural disinte- 
gration. Criteria of sociocultural disintegration 
are presented. It is proposed that cultural 
change is mainly productive of psychic stress 
when it is part of a disintegrating complex, 
and that conversely, acculturation should not 
be associated with a greater tendency to 
psychiatric disorder when it does not involve 
disintegration. To test this hypothesis the re- 
searcher compared two groups, each with a 
different culture and each disintegrated, to see 
whether their sentiment patterns were group- 
specific or characteristic of the state of socio- 
cultural disintegration. 

Chapter 11, the final chapter, deals with 
symptom prevalence in relation to status of 
women. A questionnaire was administered to 
samples of women in two contrasting Mexican 
communities. The data suggested that women 
whose status approaches that of the men in 
the community report fewer symptoms. 

The contents of this book have been pre- 
sented at some length to pay tribute to Dr. 
Leighton and his group, who have done out- 
standing research in the field of cross-cultural 
psychiatry or, as we prefer to call it, trans- 
cultural psychiatry. The resumé of the book 
shows that it covers a wide ground and that it 
contains a wealth of material. With 13 con- 
tributors, each different in discipline and 
conceptual orientation, a heterogeneity in pre- 
sentation is almost unavoidable. This risk has 
been largely overcome by prefixing to most of 
the chapters editorial notes aimed at estab- 
lishing a continuity of text. However, it is 

. difficult to edit such a book because it2contains 


material of interest to psychiatrists and cultural 
anthropologists, to research workers in the 
field and to others unfamiliar with it. 

For whom is it intended? Surely it cannot 
be primarily intended for research workers in 
this area, because their number is small; and 
if intended for them, much of what is pre- 
sented could be omitted. On the other hand, 
for those who wish to familiarize themselves 
with a field of which they know little, some 
chapters of this book are rather detailed. 
Generally, it appears to this reviewer that this 
book would have gained in strength by 
reduction in length. 

E. D. Wirrxower, M.D. 
Montreal, Quebec 


Tue Emortionatty Distursep CmLD—THEN 
anp Now. By J. Louise Despert, M.D. 
(New York : Vantage Press, 1965, pp. 329. 
$6.00.) 


This hook has a number of fascinating 
aspects. According to the author herself in the 
foreword of this book, her initial aim was to 
write a book entitled “The Emotionally Dis- 
turbed Child.” Doing research on the subject 
and background material, she became fasci- 
nated by the fact that emotional disturbance in 
children historically is only approximately 100 
years old; and as we know it today, it is far 
younger than that. 

The book begins with a rather detailed case 
history of a long-suffering, bitter, frustrated 
woman married to an extremely passive man, 
whom she constantly derogates. In the course 
of this unltappy union, a male child results 
who becomes the recipient of the mother’s 
overpowering, overwhelming, domineering pos- 
sessiveness, and we see in late adolescence 
the product of this unfortunate family situation. 
The object of this case history told in story 
style is obviously to demonstrate how emo- 
tionally disturbed children are “made, not 
born.” 

Dr. Despert then goes into what is perhaps 
one of the more comprehensive reviews of the 
place of the child in civilization from ancient 
times right up until our current 20th century. 
We have been vaguely aware of the status of 
children as little more than chattels in historical 
times and of the brutality and cruelty accorded 
them during the Middle Ages. 

The next section of the book deals with the 
emotionally healthy child, and here we get 
back into what is undoubtedly well known to 
all readers; namely, the standard textbook 
description of personality development of chil- 
dren. 5 
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From there, Dr. Despert launches into a 
discussion of the emotionally disturbed child— 
material which again is pretty much stereo- 
typed, with the usual diagnostic categories and 
pathological considerations inherent in each 
age grouping from birth to 18 years of age. 

She concludes the book with a consideration 
of family relationships and their importance in 
the production of emotional disturbances in 
children. 

The book is written in a very nontechnical 
fashion, so that it could well be aimed at a 
lay audience. It is written in a rather chatty 
form and liberally sprinkled with illustrative 
case histories. 

One of the main theses that emerges is that 
the major threat to children’s emotional health 
is the marriage of emotionally immature 
individuals, which results in the breakdown 
of family life. This is hardly a new concept, 
but it is presented in rather convincing fashion 
by the author. The psychiatrist who is well 
versed in child psychiatry will note find any 
new contributions in this book, except perhaps 
for the historical review. It is, however, a book 
that can be read easily by members of the 
many professions and disciplines who are in- 
terested in the emotionally disturbed child and 
the psychodynamics of such disturbances. 

Epwarp M. Litin, M.D. 
Rochester, Minn. 


MenraL ILLNESS IN THE Ursan Necro Com- 
munity. By Seymour Parker and Robert J. 
Kleiner. (New York: The Free Pr¢ss Divi- 
sion of the Macmillan Co., 19§6, pp. 408. 
$9.95.) 


In two generations’ time this nation has wit- 
nessed a relentless shift in one segment of its 
population : from the rural South by the mil- 
lions Negro families have sought out Northern 
cities—to such a degree that many of our 
metropolitan areas are now filled to the brim 
with psychological emigrés not from abroad, 
but from within the nation. While it takes no 
study to document the terrible moral gnd social 
costs slavery and prejudice exact from every- 
one—oppressor as well as victim—it does re- 
quire a good deal of sensible scrutiny to learn 
exactly what extent of psychiatric illness occurs 
when people are both poor and exiled, yet in 
the curious and ironic presence of wealth that 
is everywhere. : ; 

Once again in psychiatry a sociologist and 
an anthropologist have done a first-rate job of 
making a beginning to an inquiry that needs 
to be pursued continually and in many ways. 
Choosing Philadelphia’s Negro slums as their 


“urban Negro community,” Parker and Kleiner 
set themselves the task of learning through 
both carefully designed questionnaires and in- 
terviews some of the specific social and psy- 
chological differences that may characterize the 
mentally ill, in contrast to those at least able 
to keep going without being labeled or treated ; 
as sick. This book is consequently a description 
of a research project; it is also an instructive 
example of the increasing methodological re- 
finement (and modesty) to be found in the 
field of social psychiatry. 4 

The authors right off dare acknowledge the 
hazards of their kind of work. The term “men- 
tal illness” is a nondescript categorization that 
embraces a variety of complaints which are 
quite probably the result of a number of 
causes, Under such circumstances any study of 
psychiatric disorder on a scale larger than the 
individual must very carefully define its pur- 
poses, not to mention the “population” to be f 
investigated, The authors do both. They had 
gn idea in mind: people who are under social 
and economic pressure but still hopeful of a 
better life, and anxious to obtain it, will be 
particularly vulnerable to the development of 
emotional illness. In other words, it is not so 
much failure per se that is upsetting—in con- 
trast, that is, to damaging—but failure where 
success is very much wanted, and seen as pre- 
dominantly possible, at least for “others.” 

To learn whether such an assumption—long 
proclaimed by Robert Merton—can be support- 
ed, Parker and Kleiner did exhaustive and im- 
pressive research. They closely questioned 
many hundreds of Negroes, both those known 
to be mentally ill and those getting along in 
the world without apparent, explicit or de- 
clared disorder. They were looking for evidence 
of the individual's self-respect, or lack of it; 
his aims in life; his sense of fulfillment or 
despair ; his belief in his own competence and — 
achievements or his resigned acceptance of 
life’s paralyzing hardships and constraints. At 
the same time they were taking careful note of 
their informants, so that their age and sex, 
their yearly income and their social background 
could be fitted in with the profile of their 
self-regard that was emerging. 

What do we learn from this excellent book ? 
For one thing there is the value of its pointed, 
unpretentious style. No sweeping, eyecatching 
generalizations are made ; instead we find dis- 
crete, carefully weighed and worded observa- — 
tions. Chief among them is the clear psychiat- 
ric stress that unfulfilled but still-held dreams 
constitute. Thus, the Negro migrant from the 
South, recently arrived, still not able to be- 
lieve that even the possibility of improvement ¢ 
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is his, seems less susceptible to mental strain 
and collapse than the urban native, stimulat- 
ed and aroused by America’s richness, but 
with nowhere very clear or hospitable to go. 
All in all we are reminded that mental ill- 
ness—both as it is observed by psychiatrists 
and felt by either patients or those never so 
classified—develops in a world that in a num- 
ber of ways either evokes it or makes its 
emergence comparatively unlikely. Here is a 
book that documents the exquisite pain that 
goes with tenaciously wanting what is yet 
unobtainable. One can only hope the people of 
this rich nation are listening. 
Ropert Cores, M.D. 
Cambridge, Mass. 


On ADOLESCENCE, A PSYCHOANALYTIC INTER- 
i PRETATION. By Peter Blos. (New York: 
Free Press, 1966, pp. xii + 269. $2.45.) 


This is the first Free Press paperback edition 
of On Adolescence, a book originally published, 
by the Free Press in 1962. The present edition 
contains the author’s 1961 preface expressing 
his plan to introduce a “unified theory of 
adolescence.” Adolescence is viewed as a 
maturation period, the “sum total of all attempts 
at adjusting to the stage of puberty.” Since 
the main purpose of the book is the de- 
scription of normal adolescence, only the final 
chapter is concerned with particular clinical 
problems in adolescence. Childhood psycho- 
logical development and experience are the 
_ specific backgrounds for adolescent patterns 
of growth, as well as for deviations from these 
i patterns. 

Peter Blos divides adolescent development 
into five phases, without sacrificing within his 
scheme the recognition of the wide variations 
in adolescence based on sex, education and 
environment. These phases are: 1) preadoles- 
cence, marked by “a quantitative increase in 
_ drive ;” 2) early adolescence, characterized by 
an instinctual drive new in quality which 
subordinates previously important pregenital 
impulses; 3) early adolescence, distinguished 
by the waning of bisexual interests and of 
former ties to family love objects; 4) adoles- 
cence proper, during which the dominant 
_ themes are the revival of the oedipus complex, 
_ detachment of emotion from primary love ob- 
jects and the emergence of nonambivalent and 
extrafamilial heterosexual object love; and 5) 
late adolescence, a period of consolidation of 
_ psychic structure and content, leading to the 
formation of individual “character.” The adoles- 
cent phases are preceded by the latency period 
organization of instinctual drives and ego 


functions, “the essential precondition for 
advance to adolescence.” They are followed b 
“postadolescence,” described as an interval o 
experimentation with adult roles and relation- 
ships. f 
The psychological forces in adolescence are 
not only the pressures toward heterosexuality. 
but restitutive, defensive, and adaptive pros. 
cesses in the ego. Blos says that he paraphrases 
Freud to say that “the heir of adolescence is 
the self,” and questions whether some cultural 
and environmental influences may not interfere | 
with the adolescent process : e.g., the emphasis 
of American adolescents on action and be 
havior conformity. 
The book is heavily weighted with descrip 
tive psychoanalytic theory and makes constant 
use of definitive terms from psychoanalyti 
writing. These tend to slow down the reader 
and burden the generalizations presented. The 
happy use of illustrations from famous novel: 
ists (e.g., Thomas Mann, Goethe, and Jame 
Joyce) opce again emphasizes the value of © 
the artistic appraisal as an approach to adoles: 
cent reality. 
Both a chronological and alphabetical bib- 
liography of the psychoanalytic literature on 
adolescence is given, through 1961. Many for- 
mulations remain in mind after reading Peter 7 
Blos’s book: for example, the role of the 1 
adolescent ego in the creation of an “environ- 
ment conducive to his phase of development” 
as a protective barrier against excessive stimu- 
lation. The jacket design for this new edition © 
is a rose in bud, with indications of the areas 
in which the bud may unfold. It is perhaps — 
appropriate*to ask whether a “rose is a rose 
is a rose is a rose.” Fortunately the author re- 
minds us that “adolescent behavior is always 
complex and overdetermined : it does not speak — 
for itself, but requires interpretation.” 
A M. H. January, M.D. ` 
Hartford, Conn. ` 


Mapress anp Civikization. By Michel Fou- 
cault, translated by Richard Howard. 
(New York: Pantheon Books, 1965, pp- 
xii + 299. $5.95.) 


When Michel Foucault’s book, Histoire de 
la Folie, appeared in 1961, it passed practically 
unnoticed in this country. It was a compact 
672-page volume, written in literary style, re- 
plete with quotations and references in the f 
fields of humanities and psychology. However, | 
enlightened French readers immediately recog- t 
nized its value; and Foucault, a young his- | 
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chology, received a special award from the 
Centre de la Recherche Scientifique. 

It is now a pleasure to see the English 
translation of the edition, abridged by the 
author himself. Undoubtedly this is a very im- 
portant book in the history of psychiatry, 
perhaps the most important since Zilboorg’s 
History of Medical Psychology, which appeared 
25 years ago. It is a tour de force that required 
the almost unique combination of diligent 
firsthand research in libraries and archives 
and literary and artistic understanding, coupled 
with historical and psychological training and 
an unusual ability for synthesis. 

As the subtitle of the book indicates, the 
theme dealt with by the author covers “the 
age of reason :” namely, the crucial period in 
the development of modern psychiatry from 
the middle of the 17th century to the end of 
the 18th. Actually, the first chapter attempts 
to give an idea of the position of the insane 
in the late Middle Ages, when they were left 
wandering by themselves in the cogmntr al- 
most as an expression of public testimony to 
insanity, which was viewed as a necessary 
penance by the medieval mind, ready to 
accept everything as coming from or turning 
to God. Only in the later Gothic figurative 
arts and in the humanistic literature—such as 
in Erasmus’ Praise of Folly—did the insane 
come to be embodied with obscure powers 
leading them, paradoxically, to the heart of 
reason and truth? 

The central theme of the book, however, 
deals with the psychological, social and re- 
ligious factors which led from the “gréat con- 
finement” of the 17th century tg the birth 
of the “asylum” at the end of the 18th, By 
“great confinement” the author means the 
tendency of society to hide the mentally ill 
from the rest of humanity by placing them 
in large social (nonmedical)® institutions to- 
gether with criminals, the crippled and the 
mentally retarded, as typified by the Hôpital 
Général of Paris (1656). The basic cause under- 
lying this attitude was the prevalence of ra- 
tionalism in 17th century philosophy, which 
left no room for the understanding of in- 
sanity, “unreason” par excellence. 

To counteract the unconscious guilt caused 
by the confinement of the mentally ill, special 
religious orders were founded which accepted 
the care of the insane as their primary means 
of spiritual edification. As all kinds of offend- 
ers—juvenile delinquents, sexual deviates and 
individuals in need of correction—were con- 
fined together, the king became a father- 
figure custodian of the social, as well as of 
the family, morality. 


The picture of abusive systems practiced 
by sadistic guardians and of scornful attitudes — 
toward the mentally ill held by the society — 
of the time is too well known to be emphasized 
by Foucault in his book. Rather, he has made 
an interesting attempt to offer a rationale of — 
the systems of care, in the light of contem- 
porary medical theories and psychological 
attitudes. Therefore, methods of restraint and 
rotating devices for confining the insane, as 
well as country walks and horseback riding 
for upper-class patients affected by “spleen” — 
or “English malady,” are all grouped under À 
the heading of “regulation of movements,” 
the meaning of which has to be found in the 
dynamic physiological concepts of the time. 

Parallel to the relaxation of the cruel meth- 
ods of restraint, a progressive internalization 
of conscience and guilt took place around the 
end of the 18th century: namely, the men- 
tally ill came to be expected to develop their 
own inner controls rather than to rely on the 
external controls placed on them by society. 
When this attitude was finally crystallized in 
the social and political consciousness brought 
about by English liberalism and the French 
revolution, the moment was ready for Pinel’s 
and William Tuke's reforms in Paris and at 
York, respectively ; the former, based on the 
instrumental use of passions and on the pres- 
tige of the hospital superintendent, the latter 
on religious fear based on guilt. Both attitudes 
fell short of a therapeutic philosophy which 
could be meaningfully taught and continued 
by others; this explains the brief duration of 
“moral treatment.” me 

Clearly, this book is written by a philoso- 
pher and not by a psychiatrist or a medical — 
historian. There is a definite gap between Fou- 
cault’s first-class philosophical grasp of social 
and cultural movements and his rather modest 
familiarity with subtleties of psychopathologi- 
cal concepts of the period under consideration, — 
Furthermore, the discussion of a number of 
points would have gained depth if placed in 
the broader context of the medical tradition, 
especially of Greek origin, from which many 
concepts (ie, purification through water) 
originated. This is doubtless the work of an 
extremely clear mind, which has succeeded — 
in grafting Hegelian dialectic on the trunk of 
classic French rationalism. Whether Foucault's | 
thesis is fully convincing or not remains an 
open question ; what is unquestionable, how- 
ever, is that his thesis has opened new vistas 
in the history of psychiatry. 


GrorcE Mora, MD. j 
e Poughkeepsie, N. Y. 


Tue Psycuoanatytic Stupy or Tae CHILD. 
Vorume XX. Edited by Ruth S. Eissler, 
Anna Freud, Heinz Hartmann and Mari- 
anne Kris. (New York: International 
Universities Press, 1965, pp. 566. $10.00.) 


The appearance of a new volume of The 
Psychoanalytic Study of the Child is always 
a welcome addition to the library of many 
who work with disturbed children. The range 
of topics covered in these volumes has been 
wide and the authors include many of the 
most prominent in the field. Volume XX is 
no exception. It contains both valuable and 
less noteworthy papers ; the usefulness of each 


- will depend, to a great extent, upon the reader's 


particular orientation and type of work. 

The book is divided into four basic sections, 
each having several papers of varying length. 
The sections are divided as follows: Diag- 
nostic Assessments (Profiles), Aspects of Nor- 
mal and Pathological Development, Contribu- 


_ tions to Psychoanalytic Theory and Clinical 


Contributions. p 
The first section is predominantly devoted 


f 3 to the “Profile” as originally proposed by Anna 
_ Freud for children. It has papers dealing with 


an “Adult Profile” as prepared by Miss Freud 
and her group, and similar work in regard to 
adolescents and impulsive psychopathic char- 
racters by Dr. Laufer and Dr. Michaels. A 


_ further paper deals with “The Frequency of 


Psychotherapeutic Sessions as a Factor Affect- 


ing the Child’s Developmental Status.” As 


might be expected, the more frequent sessions 
seem more productive of improvement. Cer- 
tainly everyone who works with children 
should be acquainted with Miss Freud’s work 
on the “Profile” and the additions which are 
being made to it. 


~ The second section is replete with excellent’ 
papers. Peter Blos discusses “The Initial Stage 


of Male Adolescence” and Dr. Brodey presents 
material “On the Dynamics of Narcissism.” 
Several papers are devoted to blind and other 


handicapped children and their early develop- 


ment. Dorothy Burlingham has a paper on ego 
development in blind children and Dr. Nagera 
one on blindness and ego development. Still 


another paper from London discusses blind. — 


children in nursery school, Other papers in 
this section which should be especially men- 
tioned are those by Dr. Benjamin Spock on 
“Innate Inhibition of Aggressiveness in In- 
fancy” and one by Dr. Shevrin on “The Vicis- 
situdes of the Need for Tactile Stimulation in 
Instinctual Development.” 

The third section has only four papers, 
which deal with widely diverse subjects. 
These include one on problems of early de- 
velopment, one on the psychoanalytic con- 
cepts in regard to work, one called “Pain, 
Depression and Individuation” and finally, one 
dealing with obsessional children. 

‘The final section, Clinical Contributions, has 
five papers, again by knowledgeable authors, 
and each interesting in its own right. Dr. 
Ekstein writes about the puppet play of a psy- 
chotic adolescent girl. Dr. Gauthier discusses 
“The Mourning Reaction of a Ten-and-a-Half- 
Year-Old Boy.” Sara Rosenfeld from London 
describes the problems in the handling of 
borderline psychotic children. Dr. Niederland 
addresses himself to “Narcissistic Ego Impair- 
ment in Patients with Early Physical Malfor- 
mations.” Finally, Dr. Vereecken discusses 
that often-forgotten problem of acalculia (for 
those who had the reviewer’s problem, this 
means difficulty with arithmetic) . 

This volume is a worthwhile collection of 
papers. Some are long, some short, some cover 
a small area and some take in a larger one. 
Certain articles will be of greater interest to 
some workers and some to others. The level 
of the’ volume, however, is certainly equal to 
that of its predecessors and it is to be rec- 
ommended. p 


Stuart M. Fincn, M.D. 
Ann Arbor, Mich. 
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THE PSYCHIATRIC INPATIENT UNIT IN A GENERAL 
HOSPITAL: A FUNCTIONAL ANALYSIS 


MANNUCCIO MANNUCCI, M.D. ann M. RALPH KAUFMAN, M.D. 


The establishment of psychiatric units 
in general hospitals is widely regarded as 
one of the more significant trends in pres- 
ent-day psychiatry. 

The first psychiatric unit in a general 
hospital was established in this country at 
the Philadelphia General Hospital in the 
18th century, and the Jews’ Hospital, now 
the Mount Sinai Hospital of New York, was 
one of the first voluntary general hospitals 
to admit and treat psychiatric patients in 
the mid-19th century(9). Howevers it has 
only been in the past ten to 15 years that 
the ‘number of psychiatric wards in general 
hospitals has shown a marked increase and 
that this trend has assumed a significance 
of the first order in the total picture of 
psychiatric care in the United States. 

Cameron states that “the establishment 
of a psychiatric unit in the general hos- 
pital has done nfore to advance psychiatry 
than any single diagnostic or therapeutic 
discovery”(5). f, 

In 1954 only ten percent of our nation’s 
general hospitals admitted psychiatric pa- 
tients ; these hospitals accounted for more 
than half of all first psychiatric admissions 
throughout the country(19). 

In 1958, studies of psychiattic admissions 
showed 265,730 patients in community 
general hospitals as against 210,117 pa- 
tients in the public mental hospitals. This 
represented a 27 percent increase since 
1954 in psychiatric admissions to general 
hospitals, and in the same four-year period 
the number of general hospitals accepting 
psychiatric patients rose by 41 percent(1). 


Read at the 121st annual meeting of the Ameri- 
can Psychiatric Association, New York, N. Y., 
~ May 3-7, 1965. 

The authors are with the Department of Psy- 
chiatry, the Mount Sinai Hospital, New York, 
N. Y., where Dr. Mannucci is Assistant Attending 
cage and Dr. Kaufman is Director. 
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Aécording to the final report of the Joint 
Commission on Mental Illness and 
Health(10), in 1961 there were 621 men- 
tal hospitals in the country while 789 psy- 
chiatric sections of general hospitals had 
come into being. According to a current 
hospital survey completed by the National 
Institute of Mental Health and the Ameri- 
can Hospital Association, a total of 1,005 
general hospitals in the United States ad- 
mit psychiatric patients for diagnosis and 
treatment. In the most recent 12-month 
period, they discharged 412,459 patients 
while public, state and county mental hos- 
pitals admitted 285,244 patients(1). 

Those new trends have been recognized 
also by the Veterans Administration. In an 
article published in 1962, J. J. Blasko 
states that there were 5,500 beds in the 
psychiatric sections of general medical and 
surgical Veterans Administration hospitals, 
as compared to 55,000 beds, ten times as 
many, in the predominantly neuropsychi- 
atric Veterans Administration hospitals, 
However, in the previous three years more 
patients had been admitted and discharged 
from the general hospitals psychiatric ser- 
vices than from the neuropsychiatric hos- 


pitals, As a consequence, the Veterans Ad- | 


ministration has decided to stop building 
predominantly neuropsychiatric hospi- 
tals(3). 

Several authors have written about the 
significance of these developments and 
their implications as to the diverse aspects 
of psychiatric practice, such as manage- 
ment of patients, teaching and planning 


programs, integration of psychiatry into — 


general medicine and others(16). Some of 
the activities of the psychiatric unit at the 
Mount Sinai Hospital, such as the liaison 
service, the outpatient department and 
others, have been studied in several pa- 
pers(2, 12°13, 14, 16, 17). 
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As Felix has pointed out(7), the afore- 
mentioned studies and observations indi- 
cate the over-all picture of radical changes 
in the care of the mentally ill in this coun- 
try and give an idea of their magnitude..At 
the same time detailed studies of the actual 
functioning of any one of these psychiatric 
inpatient units have been scarce and in- 
complete. 

What kind of patients are most fre- 
quently treated in this type of service? 
What is their composition as to age, sex 
and clinical diagnosis? Is the psychiatric 
unit in a general hospital dealing only 
with acute disorders or is it also dealing 
with a chronic psychiatric population ? 
What is the average length of stay ? What 
is the proportion of physical illness among 


_ these patients? How frequently are pa- 


tients referred to the psychiatric ward from 


‘other departments of the general hospi- 


tal? Our study is an attempt to answer 


‘these and other questions through a de- 


_ tailed investigation of the functioning of 


the psychiatric unit of a large metropolitan 
hospital, namely, the Mount Sinai Hospital 
of New York. 

The Mount Sinai Hospital is located at 
the edge of Harlem, It functions in a di- 
rect capacity as the local community hos- 
pital and in the broadest sense as a medi- 
cal center. This means essentially that it 
serves its immediate community and draws 
a great many of its patients from there. In 
addition it is a facility for all the boroughs 
of New York City and for the surrounding 
states. This has some implication for the 
patient population in terms of ethnic ori- 
gin, socioeconomic status and types of 
emergency admission. Since this is a large 
hospital, it has a full complement of differ- 
ent departments ranging from dermatology 
to cardiac surgery. This factor, too, is of 
some significance with regard to the type 
of patient that may be referred as a psy- 
chiatric inpatient. 

The inpatient service, known as Ward 
A until 1963, was an open bed ward of 22 
beds divided into one dormitory of ten 
beds for female patients and five rooms 
containing one, two or four beds for 12 
males and a small recreation room. The 
size of the unit, its location and type 
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served to limit the type of patient | 
could be admitted. For instance, wl 
it was possible to have a single distur 
patient on the service, two or more | 
sented difficult management problems. 
therapeutic modalities were used, but | 
phasis was placed on psychoanalyties l 
oriented psychotherapy. 


METHODS AND PROCEDURE 


Our study was based on the utilizatio 
of 1,264 hospital records, including a 
missions from 1947 to 1957, An infor 
tion sheet containing several sets of 
that could be easily checked and tr 
ferred to the IBM card was set up as 
sult of a preliminary examination oi 
records. 

One of the many purposes of this 
has been to demonstrate the value and 
limitations of the patient’s record as a 
search tool. Our observation is that 
record is of great potential value. t 
such as age, sex, birthplace, marital 
and length of stay were easily availa 
Other data such as economic status or 
cupation were less clearly and reliably 
corded. 


research, such as length of psychiatr: 
ness, family psychiatric history, durati 
psychiatric illness, duration of psychi 
symptoms prior to admission and reason 
transfer from the general hospital to | 
psychiatric unit, while available i 
records, required a great deal of ferre 
out in others, The need for improved me 
ods of recording information was dei 
strated by the limitation of the records 
in this study. 
No attempt was made to reevaluat 
discharge psychiatric diagnosis as 
peared in the records. 


FINDINGS 


During the 11 years from 1947 throu 
1957 there were 1,264 admissions to | 
psychiatric unit, with an average 115 
missions per year and a capacity of 
beds. The number of admissions per 
showed little variation. 

The 1,264 admissions represented a 
of 1,037 patients of pony 887 hog 
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one admission to the psychiatric unit. Of 
the remaining patients 104 had two ad- 
missions, 29 had three admissions, nine 
had four, five had five and three had six or 
more admissions. 

Sex distribution. It is of interest to note 
that 864 (68 percent) admissions were fe- 
males and 400 (32 percent) were males. 
The ratio between female and male pa- 
tients in our population is similar to the 
one found by Bush and associates in their 
survey of psychiatric admissions to gen- 
eral hospitals (4). 

If we could understand all the factors 
leading to higher numbers of female than 
male admissions, it might be suggested 
that, due to socioeconomic factors, female 
patients are more easily hospitalized. At 
the same time it must be noted that a 
higher ratio of female to male patients is 
reported in other studies dealing with psy- 
chiatric patients(17). 

Ethnic composition. Our population was 
predominantly white (93 percent). In 
spite of the fact that the area bordering 
the hospital has changed markedly in re- 
cent years, with an emphasis on a large 
Puerto Rican population, it is of interest 
that Puerto Ricans made up only a very 
small percentage of our total admissions 
(three percent). This may indicate that 
there was a selective screening policy for 
admissions that placed emphasis upon in- 
dividual psychotherapy and theréfore lim- 
ited admissions of individuals with a lan- 
guage problem. ; . 

During the years 1947 to 1957, the ad- 
mission of three percent Negro patients is 
worthy of comment, since the hospital is 
located at the fringe of Harlem. This situa- 
tion may be different than that of the Puer- 
to Rican group since it does not involve 
a language barrier. There is a suggestion, 
however, that the requests for admissions 
from this segment of our population were 
much fewer than from the segment which 
consisted essentially of a white population. 
Since figures on ethnic origins of hospital- 
ized patients are not available we have no 
way of knowing the admission picture of 
various ethnic groups for the total hospital 
population for this time period. 

Religious distribution. In relation to this 


aspect of our psychiatric population, the 
survey demonstrated that 62 percent of 
the admissions were Jewish. This factor 
may be related to the source of referrals 
and to the type of self-admissions to the 
hospital. 

There was a substantial number of pa- 
tients whose religion was not specified 
(20 percent). We have reason to assume 
that the majority of these patients were 
also Jewish. 

Age distribution. The age distribution 
ranged from pre-adolescence to over 70 
years. However, the group between 20 to 
49 was the largest, since 839 or 67 percent 
of our admissions were within that age 
group (see Table 1). 


TABLE 1 
Age Distribution 


° AGE NUMBER OF PATIENTS PERCENT 


10-19 years 
20-29 years 
30-39 years 
40-49 years 
50-59 years 
60-69 years 
70 years and above 
Total 100 


Length of stay. The philosophy of the 
function of the psychiatric service operat- 
ing in general hospitals will have a rela- 
tionship not only to the type of patients 
but also to the length of stay. J. Silverman 
in England(20) found that the median 
length of stay for male patients was ap- 
proximately six weeks and for female pa- 
tients was four to six months. 

Odoroff(19) reports that the median 
length of stay in a psychiatric unit in a 
general hospital in this country is about 
15 days. It must be pointed out, however, 
that he included in his survey psychiatric 
services with the most varied kinds of ap- 
proaches and admissions policies, such as 
psychiatric units in general hospitals which 
also functioned as acute emergency triage 
wards from which patients were quickly 
sent to specialized mental hospitals, 

The median length of stay in our service 
was approximately 50 days. It must be 
stressed at this point that the length of 
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stay in our service may have been partly 
influenced by the emphasis placed on psy- 
chotherapy in the teaching program for the 
residents. 

The following tables illustrate in greater 
detail data pertaining to the length of the 
hospitalization in our service. As Table 2 


TABLE 2 
Length of Stay o 
DURATION NUMBER OF PATIENTS PERCENT 

1 month or less 570 44 
1 to 2 months 325 26 
2 to 3 months 203 17 
3 months or more 166 13 
Total 1,264 100 


shows, 44 percent of the patients were dis- 
charged within 30 days of their admission, 
26 percent within 60 days and 17 percent 
within 90 days. Altogether 87 percent 
of the patients were discharged within 90 
days and only 13 percent stayed beyond 
this period of time. It must be pointed out 
that this pattern was present even before 
a New York City limitation of 90 days per 
year was established for psychiatric pa- 
tients. 

A correlation between the length of stay 
and the year of admission failed to reveal 
any significant differences, showing that 
the length of stay was approximately the 
same throughout the years of our survey. 
Most of the patients admitted to our ser- 
vice were amenable to various modalities 
of treatment and could be discharged to 
function in the community after a relative- 
ly short hospitalization. 


TABLE 3 
Correlation Between Diagnoses of Depressive State and Age 


In view of the prevalence of young and 
middle-aged adults among our patients, it” 
is interesting to note that patients in the 
older age group (above age 50) showed 
a much higher percentage of early dis- 
charges from the service than any other 
age group. About 70 percent of the older 
patients stayed in the ward for less than 
30 days, while approximately 40 percent 
of the younger age groups stayed for the 
same length of time. It is suggested that 
the following factors were possibly respon: | 
sible for the shorter stay of older patients: 

1. These patients were considered to be 
less suitable for analytically oriented psy- 
chotherapy and as a consequence they 
were hospitalized for a shorter time. " 

2. The prevalent clinical diagni 
among the older patients was a depres- 
sive state (see Table 3), whether of a 
manic-depressive, reactive or involutional 
type. In the light of this, we found a posi- 
tive correlation between older age groups 
and diagnosis of depressive state on one 
hand and diagnosis of depressive state and 
early discharges on the other (see Table 
4). As one would expect, ECT was the 
treatment most frequently administered to 
patients with a diagnosis of depressive 
state. x 

Duration of illness prior to admission. 
The findings relating to this aspect of our 
survey bring out very clearly that we are 
dealing in most cases with chronic pa 
tients (see Table 5). Although we are 
not in a position to extrapolate our findings 
to the general. psychiatric population, they 
suggest that the statement made else- 


DIAGNOSES OF DEPRESSIVE STATE 


NUMBER OF MANIC- TOTAL 

AGE PATIENTS REACTIVE DEPRESSIVE INVOLUTIONAL DEPRESSED 
10-19 170 8 ( 5%) 8 ( 5%) 
20-29 328 15 ( 5%) 2 (1%) 17 ( 6%) 
30-39 262 30 (11%) 3 ( 1%) 33 (12%) 
40-49 249 24 (10%) 9 ( 4%) 8 ( 3%) 41 (17%) 
50-59 142 24 (17%) 13 ( 9%) 18 (13%) 55 (39%) 
60-69 81 23 (28%) 7 (9%) 17 (21%) 47 (58%) 
70 and 

over 32 7 (22%) 13 (41%) 2 ( 6%) 22 (69%) 

Total 1,264 131 47 45 223 
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TABLE 4 
Correlation Between Diagnosis of Depressive State and Length of Stay 
MANIC- 
REACTIVE DEPRESSIVE INVOLUTIONAL 
LENGTH OF STAY DEPRESSION DEPRESSION DEPRESSION TOTAL 
(DAYS) (N=131) (N=47) (N=45) (N=223) 
1-9 31 (23%) 12 (25%) 10 (22%) 53 (24%) 
10-19 29 (22%) 10 (21%) 9 (20%) 48 (23%) 
20-29 10 ( 8%) 5 (11%) 7 (16%) 22 ( 9%) 
30-39 14 (11%) 5 (11%) 3 ( 7%) 22 ( 9%) 
40-49 9 (7%) 3 ( 6%) 5 (11%) 17 ( 8%) 
50-59 6 ( 5%) 4 ( 9%) 1 ( 2%) 11 ( 5%) 
60-69 7 ( 5%) 1 ( 2%) 8 ( 3%) 
70-79 6 ( 5%) 2 ( 4%) 1 ( 2%) 9 ( 4%) 
80-89 7 (5%) 3 ( 7%) 10 ( 5%) 
90 and over 12 ( 9%) 6 (13%) 5 (11%) 23 (10%) 
TABLE 5 
Duration of Symptoms Prior to Admission 
MORE THAN ONE YEAR LESS THAN ONE YEAR TOTAL 


NO INFORMATION 


799 patients (63%) 


409 patients (33%) 1,264 patients (100%) 


56 patients (4%) 


TABLE 6 
Correlation Between Age and Type of Psychiatric History 

AGE GROUPS NO PREVIOUS HISTORY EPISODIC CONTINUOUS TOTAL 
10-19 62 (36%) 25 (15%) 83 (49%) 170 
20-29 91 (28%) 53 (16%) 184 (56%) 328 
30-39 ee 82 (31%) 57 (22%) 123 (47%) 262 
40-49 75 (30%) 55 (22%) 119 (48%) 249 
50-59 45 (32%) 43 (30%) 54 (38%) 142 
60-69 36 (44%) . 27 (33%) 18 (22%) 81 
70 and above 13 (40%) . 12 (38%) 7 (22%) 32 
Total 1,264 


where(10, p. 177)—“these psychiatric de- 
partments are geared to the active treat- 
ment of acute disorders’—has to be am- 
plified to include the help these units can 
provide for most types of psychiatric pa- 
tients, including those with chronic malad- 
justment problems. i 

As in the case of the length of stay, there 
is a definite difference between the older 
and the younger age groups in relationship 
to the duration of illness. Patients in the 
younger age groups had a greater tendency 
to show longer history of psychiatric dis- 
order prior to admission. 

In conclusion, our findings show that the 
average older patient had a shorter hos- 
pitalization and a shorter duration of ill- 
ness prior to admission. 


We thought that, in addition to dura- 
tion of symptoms prior to admission, it 
would be useful to ascertain how often 
the hospitalization occurred in patients 
who were having the first episode of emo- 
tional illness and in patients who had 
previous psychiatric history, and also 
whether the previous psychiatric history 
was of an episodic or a continuous type.’ 
We found that 860 patients (68 percent) 
had a history of previous psychiatric ill- 
ness which was continuous in 588 cases 
(46 percent) and episodic in 272 cases (22 
percent) and 404 patients (32 percent) 
had no such history. A correlation between 


1A psychiatric history of more than three 
years’ durafion was considered as continuous. 
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the type of psychiatric history and the 
age groups shows again findings worthy of 
attention. 

As Table 6 shows, older patients above 
the age of 60 present a relatively smaHer 
proportion of cases with continuous psy- 
chiatric history, a greater proportion of 
episodic illness and an even greater pro- 
portion of cases without any previous his- 
tory. A possible explanation for the low 
percentage of chronic continuous cases in 
the older population is to be found in the 
selective admission policy : due to the na- 
ture of the service, mainly centered around 
psychoanalytically oriented _ psychother- 
apy, older patients with chronic psychiatric 
illness were either not referred or not ac- 
cepted for admission. 

As far as the population covered by our 
survey is concerned, it would appear that 
more of the younger patients had a history 
of chronic continuous psychiatric illness 
than did older patients. We are in no posi- 
tion to extrapolate our findings to the 
general population since the factors men- 
tioned above have to be considered. 

On the whole, however, the data related 
to items “duration of illness and previous 
psychiatric history” point up two main 
findings: 1) the essential “chronicity” of 
psychiatric illness; and 2) the very useful 
role that the general hospital psychiatric 
unit plays in caring for and treating pa- 
tients during exacerbations of the under- 
lying chronic condition. 

Table 7 shows the diagnoses made in our 
patient population. As already pointed out, 
we have made no change in the recorded 
diagnoses even when a reading of the 
record strongly suggested that a diagnosis 
other than the one recorded would have 
been more appropriate. It was also ap- 
parent to us from a survey of the records 
that the diagnosis of psychoneurosis and 
the one of character neurosis were fre- 
quently interchangeable and were applied 
to many cases with very similar history and 
clinical manifestations. 

As our Table 7 shows, the number of 
cases in which no final psychiatric diag- 
nosis was made was relatively high (13 
percent). In our opinion the omission of 
> the diagnosis was more the result of poor 


TABLE 7 
Psychiatric Diagnosis 
NUMBER OF 
DIAGNOSIS PATIENTS PERCENT 
Psychoneurosis 491 39 
Character neurosis 144 11 
Personality disorder 82 7 
Schizophrenia 204 15 
Paranoid state 4 0.5 
Manic-depressive illness * 48 4 
Involutional psychosis 45 4 
Psychopathic personality 6 0.5 
Postoperative reaction 6 0.5 
Organic brain syndrome 42 3 
Mental deficiency 4 0.5 
Alcoholism 11 1 
Drug addiction 21 um 
Anorexia nervosa 23 2 
Suicidal attempts ** 35 3 
Sex deviation 3 05 
Psychophysiological reaction 49 4 
No diagnesis made 160 13 
Total 1,378 *** 


* 47 diagnoses were of manic-depressive depression and 
only one was of manic-depressive mania. 

** Except for two cases, all preceded Mount Sinai Hospital 
admission. 

*** The total number of diagnoses exceeds the number of 
patients because of some patients receiving more than 
one diagnosis. 


record keeping than of any particular di- 
agnostic difficulty. 

The diagnosis of 635 patients (slightly 
above 50 percent) was psychoneurosis oF 
character’ neurosis. As already mentioned 
these two diagnoses were often inter- 
changeable. However, the remaining half 
of the cases cover a wide spectrum of 
psychiatric nesology, indicating the 
ferent types of treatment and flexibility of 
approach needed in a psychiatric unit of 
a general hospital. It is important to stress — 
here the variety of diagnostic categories ~ 
in terms of the basic requirements and the 
necessary experience needed for the resi- 
dents’ training program. 

Among the psychoneuroses, the depres- 
sive reactions were the most frequently 
diagnosed, followed by mixed states am 
by hysterical reactions. 


CORRELATIONS BETWEEN DIAGNOSIS 

AND OTHER VARIABLES ; 
Diagnosis and age. It is of interest tO 

relate the diagnostic categories to the agè 
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groups. The distribution of the psychiatric 
diagnosis according to age indicates the 
following : 

1. Psychoneurosis. This diagnosis was 
most prevalent in the adolescent group 
and in the groups between the ages of 30 
and 49, Older age groups also show a 
high incidence of psychoneurosis, the ma- 
jority of which, however, fell in the cate- 
gory of depressive reaction. This finding 
strongly suggests that in these cases other 
etiological factors were involved besides a 
purely psychoneurotic etiology. 

2. Character neurosis. This diagnosis, 
which was prevalent among the ages 20 to 
49, could have been in many cases inter- 
changeable with a diagnosis of psycho- 
neurosis or of personality disorder. 

3. Personality disorders. This diagnostic 
category was mostly found in younger and 
middle-aged patients and very eseldom 
among older patients. 

4. Manic-depressive psychosis. There 
was only one diagnosis of a manic psy- 
chosis. The diagnosis of manic-depressive 
depression was mostly seen in the middle- 
aged and older groups. 

5. Schizophrenia. As to be expected, this 
diagnosis was mostly encountered in the 
younger patients? 

6. Drug addiction and anorexia nervosa. 
These diagnoses were found only among 
the younger patients. ae 

Diagnosis and sex. There seems to be no 
sex-linked psychiatric diagnosis with the 
possible exception of hysteria, which «was 
made more frequently in female patients. 

Diagnosis and length of stay. While we 
are fully aware that diagnostic categories 
do not cover the wide range of factors 
which may influence the length of hos- 
pitalization (the teaching function of such 
a unit must be emphasized in this context), 
an attempt to establish a relationship be- 
tween the length of stay and the type of 
diagnosis would be most useful both in 
gathering more basic information about 
psychiatric illness and in making clear the 
service that a psychiatric unit in a general 
hospital can render to certain categories of 
patients (see Table 8). 

The general trend we have already not- 
ed toward early discharge is observable 


here. It can again be noticed that this 


trend is particularly marked in the cate- 


gories of depressive reactions, whether 
they be of the neurotic or of the psychot- 
ic type. Anxiety states, hysterical reactions 
and unspecified psychoneurosis also tend 
to follow the same pattern. 

It is of interest that the largest single 
group of schizophrenic patients in our ser- 
vite also was discharged from the hospital 
within 30 days from the admission date. 
Obsessive compulsive neurosis showed a 
more even pattern of discharge, about the 
same number staying 30, 60 or 90 days. 
Character neurosis behaved somewhat sim- 
ilarly with a greater number of them stay- 
ing beyond 90 days. 

Patients with a diagnosis of anorexia 
nervosa tended to have a more prolonged 
period of hospitalization. The number of 
cases of psychopathic personality was too 
small to be able to derive any pattern of 
length of stay in the hospital for this diag- 
nosis. 

Diagnosis and type of previous psychiat- 
ric history. An analysis of the psychoneu- 
rotic subgroups shows a marked tendency 
toward a high proportion of patients with 
chronic history (for example, 82 percent 
diagnosed as psychoneurosis unspecified 
and 73 percent diagnosed as obsessive 
compulsive neurosis) with the notable 
exception of psychoneurotic depressive 
reactions, which showed the following per- 
centages : 24 percent had a continuous his- 
tory, 31 percent had episodic and 45 per- 
cent had no previous history. This latter 
finding, along with the finding showing a 
very high concentration of psychoneurotic 
depressive reactions in the older age group 
(see Table 3), raises the question as to 
whether a certain number of depressive 
reactions labelled as psychoneurotic may 
not actually be milder or atypical forms of 
endogenous depressions or in some way 
related to cyclothymic disturbances. 

From the point of view of the course of 
illness as manifested by the type of psy- 
chiatric history and by the age incidence, 
the psychoneurotic depressive reactions ap- 
pear to behave quite differently when 


compared to the other types of psycho- 
neuroses.cAt the same time this finding 
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TABLE 8 
Psychiatric Diagnosis and Length of Stay 


LENGTH OF STAY 


ABOVE 
30 DAYS œ> 60 DAYS 90 DAYS 90 DAYS 
DIAGNOSIS PATIENTS  % PATIENTS % PATIENTS % PATIENTS % 
Psychoneurosis 
(491 patients) 
Unspecified 
(27 patients) 13 49? 7 26 2 7 5 18 
Hysteria 
(97 patients) 44 47 28 28 15 15 10 10 
Obsessive-compulsive 
(45 patients) 13 30 14 31 13 29 5 10 
Anxiety 
(77 patients) 40 52 16 21 15 19 6 8 
Depression 
(131 patients) 70 53 29 23 20 15 12 9 
Mixed 
(114 patients) 45 38 35 31 22 20 12 11 
Character neurosis 4 
(144 patients) 44 30 + 48 33 25 18 27 19 
Schizophrenia 
(204 patients) 87 43 48 24 39 19 29 14 
Manic-depressive depression 
(47 patients) 27 57 12 26 2 4 6 13 
Psychopathic personality 
(6 patients) 2 34 3 49 1 17 = na 
Involutional psychosis 
(45 patients) 26 48 9 20 5 1l 5 1 
Anorexia nervosa 
(23 patients) 6 28 ul 48 3 12° 3 12 


may lend some support to the view of some 
authors( 18) that, although the conditions 
themselves have to be considered as dis- 
tinct disease entities, there are certain com- 
mon traits between patients who develop 
psychoneurotic depressive reactions and pa- 
tients who develop endogenous or manic- 
depressive types of depressive reactions. 

As far as character neurosis is con- 
cerned; the high proportion of cases with 
a chronic history was to be expected. How- 
ever, this is a finding which is shared by 
most psychoneuroses (with the exception 
of depressive reactions) and this further 
reaffirms observations that a rigid line of 
demarcation between patients with psy- 
choneurotic reactions and patients with 
character neurosis is in practice difficult to 
establish (6). 

The diagnostic subgroups of schizophren- 
ia showed a wide variation in types of 
previous psychiatric history. o 


Diagnosis and its relationship to the 
duration of illness. The very high incidence 
of chronicity among our patients has al- 
ready been indicated. 

In all of the diagnostic groups more than 
50 percent of, the patients had a history 
of illness lasting for more than one year 
with the notable exception of the depres 
sive reaction, consisting of the neurotic 
(39 percent), manic-depressive (40 per- 
cent) and involutional (34 percent) types: 
This finding would seem to indicate that 
one of the important functions of the psy- 
chiatric units in a general hospital is diag- 
nosis and treatment of acute episodes in 
chronic psychiatric illnesses. 

Diagnosis and final evaluation. A Cor- 
relation between psychiatric diagnosis and 
result of treatment will help to evaluate 
what categories of patients are most likely 
to benefit from admission to the psychiatric 
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service of a general hospital (see Tables 9 
and 10). 


TABLE 9 
Final Evaluation of Psychiatric Condition 

FINAL NUMBER OF 
EVALUATION PATIENTS PERCENT 
Unspecified 139 11 
Improved 759 60 
Unimproved 341 27 
Worse 25 2 

Total 1,264 100 


In the psychoneurotic group the obses- 
sive compulsive neurosis had the lowest 
percentage of improvement and the high- 
est percentage of lack of improvement, 
while the depressive reactions behaved in 


ability to treat a wide variety of patients 
with different illnesses and to attain, with- 
in a relatively short period of time, suffi- 
cient improvement in most cases so that 
they can be returned to the community, 
even though many of them will still need 
ambulatory therapy. 


DISPOSITION 


* Table 11 shows the various ways in 
which patients were discharged from the 
psychiatric unit. 

The majority of patients were discharged 
to their families. A certain number of the 
patients discharged without being referred 


TABLE 11 
Disposition 


= NUMBER OF 
exactly the opposite way. TYPE OF DISPOSITION PATIENTS PERCENT 
On the whole about 60 percent Of all e eai 
patients were discharged as improved, the E O pSyEetric, bg ag 
best results being obtained with the psy- s es ! 
£ t Home with psychiatric OPD 
choneurotic patients and with all types Rtr 519 0 
depressive reactions, whether of the neu- Returned to referring service 20 2 
rotic or the psychotic type. Fifty percent To other service 52 5 
of the schizophrenic patients were found Other psychiatric hospitals 92 8 
improved upon discharge from the service. Neustadter Home * 15 1 
The over-all figures relating to the results Death 21 2 
obtained indieate one of the most im- gee ies in 
portant aspects of the function of a psy- , 
chiatric unit in a general hospital, i.e., its * Convalescent home. 
X TABLE 10 
Correlation Between Final Evaluation and Psychiatric Diagnosis 
== 
FINAL EVALUATION 

DIAGNOSIS UNSPECIFIED IMPROVED UNIMPROVED WORSE TOTAL 
Psychoneurosis 29 ( 5%) 346 (70%) 113 (25%) 3 (2%) 491 
Character neurosis 5 ( 4%) 84 (56%) 55 (38%) 144 
Personality disorder 6 ( 7%) 40 (49%) 34 (42%) 2 (2%) 82 
Psychopathic personality 3 (50%) 3 (50%) 6 
Schizophrenia 4 ( 2%) 102 (50%) 83 (40%) 11 (5%) 204 
Manic-depressive depression 1 (2%) 39 (83%) 7 (15%) 4] 
Involutional psychosis 3 ( 7%) 24 (53%) 15 (33%) 1 (2%) 45 
Paranoid state 1 (25%) 3 (75%) 4 
Postoperative reaction 1 (16%) 4 (66%) 6 
Organic brain syndrome 1 ( 2%) 21 (50%) 19 (47%) 1 (2%) 42 
Mental deficiency 1 (25%) 1 
Alcoholism 1 (9%) 9 (82%) 1 (9%) 11 
Drug addiction 2 (9%) 7 (33%) 11 (53%) 1 (4%) 21 
Anorexia nervosa 13 (56%) 10 (44%) 23 
Sexual deviation 1 (33%) 2 (67%) TEE) 
Suicide attempt 3 ( 8%) 24 (68%) 5 (14%) 3 (8%) 35 
Psychophysiological reactions 8 (16%) 29 (59%) e 10 (20%) 1 (2%) 49 
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to the follow-up clinic continued to re- 
ceive private psychiatric care. It must be 
pointed out that not all the patients re- 
ferred to the psychiatric outpatient depart- 
ment did actually attend it. It would be of 
interest to conduct a survey of this group 
of patients to determine how many actual- 
ly used the psychiatric service which was 
offered to them. 


cent) were either returned to the original 

service which referred them to psychiatry 
or to another service within the Mount 

Sinai Hospital, and thus continued to be 

patients of the general hospital. Ninety- 
_ two patients (about eight percent) were 
_ transferred to other institutions for long- 
term care, 

An analysis of the correlation between 
the type of disposition and the diagnostic 
categories shows that most of the patients 
referred to other institutions for prolonged 
care were diagnosed as schizophrenics. 


TABLE 12 
Treatment 
NUMBER OF 

TYPES OF TREATMENT PATIENTS PERCENT * 
$ Unspecified 39 3 
Ý Psychotherapy 1,192 94 
Sedatives 636 50 
3 Psychic drugs 274 22 
ECT 102 8 
Total 2,248 


* The percentages are of total number of patients (1,264) 
in our survey. 


Seventy-two patients (about seven per” 


FORMS OF TREATMENT 


All modalities of psychiatric treatment — 
were utilized, including ECT, psycho- 
tropic drugs and milieu therapy. All of 
this, however, was within a psychothera- 7 
peutic setting with individual and group — 
therapy playing an important role wher- 
ever applicable. Table 12 shows the types 
of treatment applied in our service. 

Since many patients received more than 
one modality of therapy, the total of 2,248 
in Table 12 is naturally higher than the 
total number of patients. p 

Since virtually all patients received some — 
form of psychotherapy (the exceptions are 
made by patients who stayed only one or i 
two days and refused further hospitaliza- 
tion) we did investigate the correlation i 
between types of treatment other than l 
psychotherapy and the different diagnos- 
tic groups (see Table 13). 

Sedatives, which consisted for the most 
part of barbiturates, were used for a con- 
siderable number of our patients as an ad- 
junct to a more basic form of treatment. 
Our figures include many cases in which 
barbiturates were utilized only for night 
sedation and other cases for which they 
were prescribed only on occasion. 

The psychotropic drugs were introduced 
to psychiatry and therefore played a role 
only in: the last four years of our survey: 
They were-used more frequently in patients 
with the diagnoses of schizophrenia, manic- 


chosis. 


depressive depression and involutional psy- 
| 


TABLE 13 
Correlation Between Psychiatric Diagnosis and Types of Treatment 
NUMBER OF ak 
DIAGNOSIS PATIENTS SEDATIVES DRUGS ECT 
Psychoneurosis 491 > 
Unspecified 27 9 (33%) 1 ( 4%) 
Hysteria 97 46 (47%) 12 (12%) 
Obsessive-compulsive 45 18 (40%) 3 (7%) 1 ( 2%) 
Anxiety 77 35 (45%) 9 (12%) 
Depression 131 65 (50%) 28 (21%) 25 19%) 
Others 114 37 (32%) 23 (20%) 3 ( 3%) 
Character neurosis 144 70 (49%) 15 (10%) 5 ( 3%) 
Manic-depressive depression 47 28 (60%) 26 (55%) 28 (60%) 
Schizophrenia 204 118 (55%) 79 (39%) 15 ( 7%) 
Involutional psychosis 45 23 (51%) 17 (38%) 25 (56%) 


® Note: The percentages are those of patients in eack diagnostic category. 
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The figures seem to indicate that these 
drugs were not utilized indiscriminately 
but rather in accordance with indications 
for the specific patient. 

It should be noted that 102 patients, less 
than ten percent of our cohort, received 
ECT. This type of treatment was admin- 
istered primarily to the three types of de- 
pressive reactions, including the psycho- 
neurotic type. It may be that in some cases 
the diagnosis of psychoneurotic depressive 
reaction in our group was a misdiagnosis 
and that they really represented psychotic 
depressions. 

The data examined so far illustrate the 
configuration of our service, the type of 
diagnostic problems encountered and 
point to the wide range of psychiatric con- 
ditions that can be successfully treated in 
the open psychiatric setting of the general 
hospital. al 

In the next section of this paper we will 
examine those aspects of our service which 
will best indicate the actual integrative ef- 
fect of the interrelationship between the 
psychiatric unit and the general hospital. 


HOSPITAL SERVICES TO WHICH PATIENTS 
WERE ORIGINALLY ADMITTED 


The significance of the usefulness of the 
psychiatric unit in a general hospital may 
be judged in part by noting the service to 
which a psychiatric patient was originally 
admitted (see Table 14). 

The fact that 823 or 65 percent qf our 


TABLE 14 o 
Hospital Services to Which Psychiatric Patients 
Were Initially Admitted 


NUMBER OF 


SERVICE PATIENTS PERCENT 
Psychiatry 823 : vd 
Medicine 282 
Surgery 51 
Neurology 42 
Dermatology 20 
Obstetrics-gynecology 16 oe 
Orthopedics 10 
Ear, nose and throat 3 
Urology 6 
Neurosurgery 2 
Others 3 

Total 1,264 109 


admissions came as direct admissions to 
the psychiatric service and 431 or 35 per- 
cent were originally admitted to other hos- 
pital services demonstrates the dual rela- 
tibnship of a psychiatric unit. On one hand 
it serves the community and on the other 
hand it serves the general hospital popula- 
tion. Of further interest is the number of 
ee patients who came from the 
lepartment of medicine(12). 

When these figures are broken down 
year by year, a significant change in the 
pattern of admissions is observed. Namely, 
there was a marked increase in the num- 
ber of direct admissions to the psychiatric 
service with a concomitant diminution of 
the number of patients transferred from 
other hospital departments. 

In the first three years of its functioning 
only 41 percent of the patients were direct- 
ly admitted to the psychiatric unit and 
59 percent were referred to it from other 
hospital services. In the following years 
the trend toward more and more direct 
admissions to the psychiatric service be- 
comes increasingly more marked. In 1954 
the percentage of patients referred to 
Ward A from other hospital services is 32 
and in the next three years it is only 20. 

Patients transferred from the medical 
service (about 75 percent of the total 
number of transfers) alone constituted 23 
percent of the total Ward A population in 
1954. This figure drops to 13 percent in 
1955 and to 9 percent in 1956. 

What do these figures mean? What are 
the reasons for this change and what is its 
significance? An understanding of this 
change helps us to assess concretely the 
basic function of our service as it operates 
in a general hospital. We would like to 
describe what seem to be the most im- 
portant factors in this change of the 
sources of admission. 


l. In our opinion the increasing im- — 


portance of our liaison service was among 
the main reasons for the significant change 
in the type of admission to the psychiatric 
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unit. The liaison service was not only con- ~ 


sultative but also provided some form of 
psychiatric care to patients and advice to 


the staff of other departments in the gen- 


eral hosþital. It reduced the flow of pa- 
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tients with psychiatric conditions to the 
psychiatric inpatient unit and limited 
transfers to those patients whose primary 
diagnosis and treatment problems became 
psychiatric. * 

2. Another possible factor operating in 
the same direction was indicated by the 
decreasing proportion of certain medical ill- 
nesses considered as psychosomatic entities 
in the course of the years covered by our 
survey (see Table 15). This table shows 
how the great interest in psychosomatic 
patients, who were actually sought out 
and transferred to the psychiatric service 
at its inception, somewhat lessened in the 
following years, probably in part because 
of an evolving concept of psychosomatic 
medicine(15) and also perhaps because of 
the difficulty in the treatment and the un- 
certainty of the results obtained in these 
conditions (21). ° 

3. A third factor may be a wider recog- 
nition on the part of physicians in general 
and of psychiatrists of the increasing use- 
fulness of the psychiatric unit. Many more 
patients who previously could only have 
been hospitalized in private sanitariums or 
mental hospitals can now be treated in the 
completely different setting of a general 
hospital. 

The diminution of the number of pa- 
tients transferred from other services does 
not affect the function of the general hos- 
pital psychiatric service. To the contrary, 
the inpatient service of the psychiatric 
unit opens its doors more to the commu- 
nity, but this can only happen because it 
is fully integrated into the other services 
of the general hospital. At the same time 
its intramural function is not diminished 
because fewer patients are transferred 
from within the hospital as inpatients, but 


rather expands through some of its sub- 
services, such as in this case the liaison 
service( 11). At any rate, even considering 
the downward trend of the number of pa- 
tients transferred from other services to the 
psychiatric unit, their number still con- 
stituted a sizable quantity and reaffirmed 
the close relationship between psychiatry 
and the other medical specialties. 

Bush and associates(4) in their survey 
of psychiatric units of six general hos- 
pitals observed that the greater the inte- 
gration of the psychiatric service with 
the general hospital the greater was the 
number of referrals from within the hos- 
pital. They quote the figure of 14 percent 
for intramural referrals as a high one. On 
the whole, the referrals from other hospital 
services were about ten percent of the 
total, 

e stress again that in our service up 
to 1957 the rate of intramural transfers was 
at least 20 percent. These data, we feel, 
spell out very concretely the measure of 
integration of the psychiatric unit and give 
an idea of the new dimension added to the 
function of both psychiatry and medicine. 


INCIDENCE OF MEDICAL ILLNESS AMONG 
PSYCHIATRIC INPATIENTS 


We consider this item of particular in- 
terest for several reasons. 

Among ,our patients 859 (68 percent) 
had a physical illness while in our service. 
For the years 1947 to 1949, 85 percent of 
our patients had some form of somatic or 
organic medical diagnosis and only 15 per- 
cent were without such a diagnosis. In 
the years 1955 to 1957, the patients with 
somatic or organic diagnoses in addition 
to psychiatric diagnoses still ran as high as 
70 percent. 


i TABLE 15 
Changes in Distribution of Psychosomatic Illnesses Among Patients in the 
Psychiatric Ward According to Year of Admission 


ASTHMA PEPTIC ULCER ULCERATIVE COLITIS SKIN DISORDER 
YEAR (PERCERT) (PERCENT) (PERCENT) (PERCENT) 
1947-49 12* 16 15 
1950-52 12 10 15 
1953-55 5 10 7 
1956-57 2 5 5 


° +The numbers represent percentages of the total” patient population in the psychiatric ward. 
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This finding may not be one that can 
be extrapolated into psychiatric admissions 
in other types of hospitals. It undoubtedly, 
however, indicates one aspect of the role 
of a general hospital in that it is possible 
that patients with organic illness, medical 
or surgical, more readily seek admission or 
are admitted to a psychiatric facility in a 
general hospital. 

Another aspect of this may be the trans- 
fer of patients originally admitted to other 
services in the hospital to the psychiatric 
unit when psychiatric symptoms become 
of primary importance. It is worth men- 
tion again, in the light of the above figures, 
that only 35 percent of the total number 
of patients admitted were referred from 
the other hospital services, since a pre- 
vious study(14) indicated that patients 
with psychiatric illnesses constituted 66.8 
percent of the studied sample on the med- 
ical service of the Mount Sinai Hospital. 

It must also be noted, however, that the 
transfer of patients from other hospital 
services explains only in part the high in- 
cidence of medical illnesses in our psy- 
chiatric population. In fact only 35 per- 
cent of the total number of patients were 
referred from other hospital services and 
the over-all incidence of other than psy- 
chiatric diagnoses in our sample runs at an 
average of 68 percent. 

It would seem, then, that many ôf the 
patients in our survey would béhave, in 
respect to the incidence of multiple ill- 
nesses, similarly to groups of patients de- 
scribed by Hinkle and Wolff(8). Epidemi- 
ological investigations by these authors 
have indicated that the total life experi- 
ence of some patients includes manifold 
manifestation of illness, medical as well 
as psychiatric, This finding was in part 
supported by a previous study of ours(17) 
which surveyed chronic attendance pat- 
terns in patients coming to our general 
hospital outpatient department, showing 
that some patients are more prone to de- 
velop multiple illnesses. 

A further consideration prompted by 
the evidence of this finding is related to 
its importance for the training program 
of the psychiatric residents. As a resident 
in a general hospital and treating patients 


“we 


with serious medical diseases, the psy- | 


chiatric resident’s identity as a member of 
the medical community is maintained. In 
addition, the basic organismic and holistic 
point of view in relation to patients be- 
comes operational. The high proportion of 
physical illness in our population is, finally, 
once again an excellent spectrum of a 
caseload. 

*The correlation between the presence of 
physical illness and sex of patient revealed 
no significant difference between male and 
female patients. 

The correlation between the presence of 
physical illness and the age of our pa- 
tients shows an interesting finding, Pa- 
tients above the age of 50 had a lower in- 
cidence (about 65 percent) of physical 
illness than the average, which is 68 per- 
cent, and an even lower one than our pa- 
tignts between the ages of 20 and 50, who 
had an incidence of physical illness of ap- 
proximately 78 percent. 

It must be remembered that the patients 
in the older group represent approximately 
20 percent of our total population. This 
finding seems to be somewhat paradoxical 
in the light of general experience, which 
seems to indicate that the older age 
groups by and large have an increase in 
physical illness, particularly of the chronic 


type. 


MEDICAL AND SURGICAL CONSULTATIONS 


In order to provide a further indication 
of the interrelationship between psychiatry 
and the other hospital services, we investi- 
gated the number of medical and surgical 
consultations that psychiatric patients had 
while on Ward A. 

In the light of the above it is of interest 
to note that in 710 or 56 percent of our pa- 
tients, 1,100 consultations were requested 
from the general and special medical and 
surgical services. This was true even 
though the psychiatric service had its own 
liaison internist and these requests were 
over and above the routine medical or 
surgical work-up. 

Of these 1,100 consultations, 805 or 73 
percent resulted in positive findings and 
295 or 27 percent were negative. Medicine, 
dermatology and surgery were the three 
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services called on for the most part, in that 
order. For the group with negative find- 
ings the consultant most frequently called 
was the neurologist. This may indicate 
_the ambiguous type of symptomatologyein 
` many psychiatric conditions. 


SUMMARY 


The establishment of psychiatric units in 
general hospitals is widely regarded ùs 
one of the more important developments 
to have taken place in psychiatry in the 
last 15 years. The number of these units 
and of psychiatric patients admitted to gen- 
eral hospitals is constantly increasing. 

Much has been written on the signif- 
icance of this phenomenon but detailed 
studies of the function of any one of these 
units have been scarce and incomplete. 

What kind of patients are most fre- 
quently treated in this type of service? 
What is their composition as to age, sex 
and clinical diagnosis? What is the aver- 
age length of stay ? What is their response 
to treatment? What is the ratio between 
patients referred from other hospital de- 
partments and patients directly admitted 
to the psychiatric service ? 

Our study is an attempt to answer these 
and other questions through a detailed 
investigation of the functioning of the psy- 
chiatric inpatient unit of a large metropoli- 
tan hospital, namely, the Mount Sinai 
Hospital of New York. 

The 1,264 records of admissions to this 
service between 1947 and 1957 were in- 
dividually examined and the extracted 
data placed on computer cards. Thirty-two 
percent of the patients were male and 68 
percent were female. Sixty-seven percent 
of the patients were between the ages of 
20 and 49. The median length of stay was 
approximately 50 days, with as many 
as 44 percent of the patients being dis- 
charged within one month from date of ad- 
mission. 

The relatively short period of hospitali- 
zation when compared with the length of 
stay of patients in mental hospitals in- 
dicates the primary therapeutic and re- 
habilitative function of this type of ser- 
vice, with fairly rapid restitution to the 

community of patients in impreved con- 


dition. Only eight percent of the patients 
had to be transferred to other institutions 
for long-term care and 60 percent of the 
patients were discharged as improved. 
The role played by selectivity of patients 
in this regard is discussed. 

The majority of the patients (63 per- 
cent) had a history of chronic mental ill- 
ness. 

A study of the sources of admissions 
showed that 65 percent of the patients 
were directly admitted and 35 percent 
referred from other hospital services. There 
has been, however, a marked change in the 
pattern of admissions over the years, the 
percentage of patients referred from with- 
in the hospital becoming increasingly small- 
er and that of patients directly admitted 
to the psychiatric service increasingly high- 
er. The possible reasons for this change, 
narhely, an evolving concept about “psy- 
chosomatic” illness and the effect of the 
liaison service, are considered. 

The proportions of patients with physi- 
cal illness (68 percent), and of patients 
on whom medical, surgical and other con- 
sultations were performed (56 percent), 
give a concrete illustration of the close 
interrelationship between our service and 
other services in the general hospital. The 
assignment of an attending physician on 
the medical staff to the psychiatric ward 
and the diversified function of the psy- 
chiatric liaison service are other significant 
aspects illustrating the full integration of 
psyehiatry into the general hospital. 

Incidental to our main purposes were 
findings deriving from the longitudinal 
character of our study, which have a 
specific bearing on increased knowledge of 
certain nosological entities and on the im- 
portance of the clinical record as a re- 
search’ tool. 
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e THE LEADEN-EYED 


Let not young souls be smothered out before 
They do quaint deeds and fully flaunt their pride. 
It is the world’s one crime its babes grow dull, 
Its poor are ox-like, limp and leaden-eyed. 

Not that they starve, but starve so dreamlessly, 
Not that they sow, but that they seldom reap, 
Not that they serve, but have no gods to serve, 


Not that they die, but that they die like sheep. 


—VACHEL LINDSAY 
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The utilization of expert psychiatric 
testimony in military courts is similar to 
that in civilian courts. The military psy- 
chiatrist is requested to submit a pretri&l 


4 evaluation report which may be stipulated 


for use in the proceedings. In many cases, 
the report is sufficient and a court appear- 
ance by the psychiatrist is not required. 
In selected cases, however, especially those 
involving the insanity defense or the issue 


fof mental responsibility, the military psy- 


chiatrist is requested to elaborate and 

clarify his statements. 

_ The present study was performed in an 

attempt to assess the value and the consis- 
tency of quality of the expert’s testimony 

throughout the military and to clarify the 

meaning of mental responsibility as used 


= by military attorneys and psychiatrists. 


| RESEARCH DESIGN 


Questionnaires were sent to 50 military 


attorneys and 50 military psychiatrists in 


all branches of service at all levels of 
practice to collect their opinions and ex- 
periences in the area of expert psychiatric 
testimony. The focus was on the issue of 
“responsibility” and specifically the military 
test for criminal responsibility as outlined 
in the Manual for Courts-Martial (MCM, 
1951, Par. 120b).1 The questionnaire con- 
_ sisted of 17 and 21 parallel questions to 
attorneys and psychiatrists, respectively. 
Most of the questions called for numerical 
or short answers geared for statistical 


Dr. Sadoff is Director of the Forensic Psychia- 
try Clinic and Instructor in Psychiatry, Temple 
University, Philadelphia, Pa., Dr. Collins is Chief, 
Clinical Psychology Service, Walson Army Hospi- 
tal, Fort Dix, N. J., and Lt. Col. Keeler is Staft 
Judge Advocate, McGuire Air Force Base, Fort 
Dix, N. J. 

1“A person is not mentally responsible in a 
criminal sense for an offense unless he was at 
the time so far free from mental defect, disease, 
or derangement as to be able, concerning the 
, Particular act charged, both to distinguish right 

from wrong and to adhere to the right”(1). 
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comparison, but some required discussion- 
type responses.” 


RESULTS 


The results of this study are presented 
both in tabular and discussion form. Table 
1 indicates a relatively similar return rate 
of the questionnaires by both attorneys 
(60 percent) and psychiatrists (54 percent). 
There was a greater response by senior 
psychiatric officers than by senior attorney 
officers. This difference may be due to the 
fact that lower-ranking attorneys are the 
ones who make the greater number of court 
appearances, whereas a psychiatrist of any 
rank may be called as an expert witness. 


TABLE 1 
Characteristics of the Study and Sample 


ITEM ATTORNEYS PSYCHIATRISTS 
Number of questionnaires 
sent 50 50 
Number of questionnaires 
returned 30 (80%) 27 (54%) 
Average age of 
respondent 31.0 years 35.5 years 
Range differential in 
sample ° 
Percentage Captain 
„and below 63.4 40.7 
Percentage Lt. Col. 
and above 6.7 33.3 
Percentage Majors 29.9 26.0 


aaa 


Table 2 represents an attempt to corre- 
late the responses by both professions to 
the parallel questions. The defense counsel 
calls for expert psychiatric testimony far 
more frequently than does trial counsel 
(prosecuting attorney ) presumably because 
the issue of insanity or that of mitigation 
or extenuation due to mental disorder is 
usually raised by the defense. 

The attorneys call for psychiatric testi- 


2 Although the questionnaire is not reproduced, 
reader may determine the types of questions 
asked by a review of Table 2 or may request a 
copy of the questionnaire from the senior author. 
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TABLE 2 
Responses of Attorneys and Psychiatrists to Questions on Psychiatric Testimony and Legal Responsibility 
J ATTORNEYS PERCENT PSYCHIATRISTS PERCENT 
i Percentage utilizing psychiatric _ ]. Percentage of psychiatrists with 
testimony in court 93 experience as expert witness 92 > 
2. Called psychiatrist when: 2. Called by: 
A Trial e A a. Trial counsel 25 
s b. Defens 
3. Average number of calls to have SERRE P E 
psychiatrist appear in court #3. Average number of calls to testify 
per year 1.5 calls Per seat 4 calls 
4. Satisfied with psychiatric pretrial 4, Feel pretrial report sufficient without 
reports 56 court appearance 65 
5. a. Favor strict testimony by the 5. a. Prefer strict testimony 23 
psychiatrist limited to test b. Prefer elaborated testimony 67 y 
i 5 jeri dil 5 c. Allowed elaborated testimony 82 
. Favor elaborated testimony ; r 
6. Request opinions from psychiatrist 6. Request testify to defendant's 
regarding defendant's responsibility 81 responsibility, a 
7. a. Feel psychiatrist should testify 7. a. Feel psychiatrist should testify to 
to defendant’s responsibility 86 defendant's responsibility 32 
b. Feel psychiatrist should not aed ~ b. Would rather not make statement 
testify to defendant’s responsibility 14 regarding defendant's responsibility 44 
8. Feel psychiatric testimony used by the 8. Feel psychiatric testimony used by military 
military court in reaching decision 96 court in reaching a decision 74 
9. Feel the Manual for Courts-Martial test 9 
for responsibility is adequate 52 } Feel the Manual for Courts-Martial test 
10. Would advocate some changes in for responsibility is adequate si 
the Manual for Courts-Martial test 10. Would advocate some changes in the Manual 
for responsibility 64 for Courts-Martial test for responsibility 68 


mony in cases ‘primarily involving insanity 
determination, sex offenses and mental re- 
sponsibility. Psychiatrists say they- testify 
most frequently in the following types of 
cases : sex offenses, theft and fraud, mental 
status determination, homicide and AWOL. 

Slightly over half the attorneys are satis- 
fied with the pretrial psychiatric reports, 
but as a group they feel the psychiatrist is 
often vague, excessively technical, unfamil- 
iar with the patient and “doesn’t adequately 
comprehend legal needs or the Uniform 
Code of Military Justice.” On the other 
hand, two-thirds of the responding psy- 
chiatrists feel their pretrial reports should 
be sufficient for court use, thereby making 
a personal appearance unnecessary. They 
contend there are too many communication 
difficulties between lawyers and psychia- 
trists, that it is impossible to answer the 
question of responsibility asked of them 
and their court appearance is “purposeless 
and a waste of time.” 

Those psychiatrists who do testify, how- 


ever, find they are allowed to elaborate 
their responses and are not held to “yes 
and no” answers or to a strict reply to 
the questions posed in the Manual for 
Courts-Martial test for insanity. Two-thirds 
of the psychiatrists prefer this elaboration 
as do 85 percent of the attorneys because 
they feel it leads to greater understanding 
of the defendant and better communication 
between lawyers and doctors. On a rating 
scale of 1 to 7 from “Very Frustrating” to 
“Very Rewarding,” attorneys ranked their 
experiences with psychiatric testimony and 
psychiatrists as expert witnesses as “Satis- 
factory” (4.0); psychiatrists rated their 
experiences in testifying as expert witnesses 
in military courts as tending toward “Re- 
warding” (4.4). 

The question of responsibility of the 
defendant at the time of the act is usually 
the key issue in cases involving psychiatric 
testimony. Eighty-one percent of the attor- 
neys request replies and 80 percent of the 
psychiatfists have been asked to respond ‘ 
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to this question. However, discrepancy 
occurs between attorneys: and psychiatrists 
When they are asked whether this question 
is in the realm of psychiatric expertise. 
Eighty-six percent of the attorneys feel tke 
psychiatrists should answer the question, 
whereas only 32 percent of the psychia- 
trists feel that this is an appropriate ques- 
tion for them. 

Almost half the psychiatrists woulà 
rather not make a statement in court re- 
garding the defendants responsibility at 
the time of the act. They would prefer to 
testify to mental state and mental capacity, 
but feel that the question of responsibility 
is a legal issue beyond the limit of their 
expertise, 

Generally, both attorneys and psychia- 
trists feel the expert testimony is utilized 
by the court in its determination of verdict 
and disposition of the defendant. About 
half the respondents feel the Manual for 
Courts-Martial test is an adequate one, or 
' the best available at present, but two-thirds 
advocate a change in the test to meet 
current criticisms. Figure 1 indicates that 
in a ranking of the five most-used tests of 
_ criminal responsibility in the United States, 
_ the military psychiatrists select the Ameri- 
_ can Law Institute Model Penal Code first ; 
_ the military attorneys choose a variant of 
the military rule first (M’Naghten plus Ir- 
_tesistible Impulse) and M’Naghten second. 

Both groups rank Durham last by a fairly 
_ wide margin. 
The discussion-type questions were 
geared mostly to a consideration of the issue 
_ of criminal responsibility and a proper legal 
test for this determination. The current 
state of the problem can best be demon- 
strated as follows. When asked, “Nosologi- 
cally, whom do you consider mentally un- 
responsible for criminal acts?” the 
psychiatrists listed in decreasing order of 
frequency : psychotics, no one, mental de- 
fectives, severe character and behavior 
~ disorders, organically impaired individuals, 
severe neurotics, psychomotor epileptics 
with dissociation. When military psychia- 
trists were asked when persons should be 
held criminally responsible, they replied 

(again in decreasing order of frequency ) : 

» “always, according to the MCM teSt, those 


if 


with no neuropsychiatric disorder, and 
according to M’Naghten formulation.” 
Eight-five percent of the responding psy- 
chiatrists feel behavioral science is not 
sufficiently sophisticated at present to judge 
responsibility and many were unsure of 
their testimony on a statement of responsi- 
bility in 15-25 percent of the cases. 

Although half the responding attorneys 
favor the current test for responsibility in 
the military and feel it is a proper test 
for criminal responsibility, almost two-thirds 
advocate changes. The vast majority of 
military attorneys declare that any psychi- 
atric condition, including anxiety neurosis, 
character and behavior disorder, low IQ 
and personality disorganization, would be 
warranted after findings and before sen- 
tence. These same lawyers are in favor of 
allowing great latitude to the psychiatric 
expert irvhis testimony. 

The military attorneys proposed the 
following changes in the present system 
on the issue of responsibility: increased 
communication between lawyers and psy- 
chiatrists ; expanded research and rehabili- 
tation techniques ; increased elaboration of 
testimony by the psychiatrists; provision 
for a board of psychiatrists to testify instead 
of one; inclusion of degrees of responsibili- 
ty in the test; formulation of a test more 
in the direction of the Durham concept ; 
independence of the question of responsibil- 
ity from other issues; and exclusion of 
insanity as a defense. 

Thè psychiatrists would prefer to testify 
as “friends of the court,” not to be called 
by either side ; they wish to assist in dis- 
position and sentence rather than in the 
determination of guilt or innocence. They 
favor indeterminate sentences and individ- 
ualizing the disposition to include provision 
for severe character and behavior disorders. 
Finally, they declare that psychiatric testi- 
mony should be in relation to mental or 
emotional illness and not to the issue of 
responsibility. 


DISCUSSION 


The data collected in this study indicate 
that there are several areas of concern by 
psychiatrists and attorneys in regard to 
psychiatric testimony in military courts. 
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FIGURE 1 ly 
Preferences of Attorneys and Psychiatrists for Five Tests of Responsibility yi 


A B cue D. E 


PSYCHIATRISTS O_o 
ATTORNEYS e.e 
. 
A. M'Naghten 


“To establish a defense on the groung of ‘insanity, it must be clearly proved that, at the time of committing 
the act, the party accused was laboring under such a defect of reason from disease of the mind, as not to 
know the nature and quality of the act he was doing; or, if he did know it, that he did not know he was doing 
what was wrong.” . 


B. M'Naghten plus Irresistible Impulse—Variant of the MCM Test 
“If the accused possessed the kħowledge of right and wrong in regard to the act charged he may, nevertheless, 
not be legally responsible if the following condition occurred: 
“If by reason of the duress of such mental disease, he had so far lost the power to choose between 
the right and wrong, and to avoid doing the act in question, as that his free agency was at the time 
destroyed.” 


C. Durham . 
“An accused is not criminally responsible if his unlawful act was the product of mental disease or mental defect.” 


D. American Law Institute, Model Penal Code 
“1. A person is not responsible for criminal conduct if at the time of such conduct as a result of mental disease 
or defect he lacks substantial capacity either to appreciate the criminality of his conduct or to conform his con- 


duct to the requirements of law. 
“2. The terms ‘mental disease or defect’ do not include an abnormality manifested only by repeated criminal or 


otherwise antisocial conduct.” 
E. Currens 
“A person is not criminally responsible for an act if, at the time of the commission of such act, as a substan- 
tial consequence of mental disorder, he did not have adequate cpa to conform his conduct to the require- 
ments of the law which he is alleged to have violated.” 
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Both groups feel there is a communication 
barrier, created by professional differences, 
which prevents proper testimony in many 
cases. The attorneys feel that doctors use 
confusing, technical language and do nôt 
understand the nature of the legal pro- 
ceedings, 

The psychiatrists, on the other hand, 
feel that although they are allowed ample 
opportunity to clarify and elaborate their 
testimony, they continue to be bound by 
_ the limitations of the Manual for Courts- 
Martial rule for criminal responsibility. 
_ They feel generally that they can be of 
greatest service to the military court if they 
_ were to testify to mental status and mental 
__ illness and leave the issue of responsibility 
_ to the court. Further, they would prefer to 
aid in sentencing and disposition after 
findings, rather than to be involved in the 
_ determination of the verdict. s 
_ The attorneys welcome psychiatric testi- 
= mony after findings and before sentence, 
= as they feel any psychiatric condition is 
warranted for presentation at that time. 
_ On the other hand, they feel that psychia- 
_ trists should also be involved in the deter- 
mination of the verdict and that the question 
of criminal responsibility is an appropriate 
one on which the psychiatrist should render 
an opinion. 

‘ What should be done to resolve the 
_ existing difficulties? Some of the respond- 
ents propose the instituting of weekly 
meetings between the Department of Psy- 
chiatry and the Judge Advocate’s office to 
discuss the problems involved in penetrating 
the communication barrier. Others suggest, 
as a means of alleviating the problem of 
conflicting expert testimony, the establish- 
ment of a board of medical officers to 
examine a defendant and to prepare a 
collective testimony. Still others advocate 
the abolition of the insanity defense, stating 
that all men are responsible for their acts 
and should be held accountable for their 
misdeeds. Whether they are treated or 
punished will depend on the recommenda- 
tion of the Board of Psychiatric Examiners. 

It is beyond the scope of this paper to 
pursue in depth the suggestions and recom- 
mendations proposed both by military 
_~ attorneys and psychiatrists, RatHer, it is 


intended to report the findings of this 
study reflecting the situation as it exists in 
the military and, presumably, also in the 
nonmilitary courts. 

There is some suggestion in the responses 
by the psychiatrists polled that their experi- 
ence in military courts is regarded as more 
favorable than that in the nonmilitary 
courts. This feeling is based in part on 
the ability to elaborate and clarify expert 
testimony in the military. In addition, the 
increasingly liberal approach by the Court 
of Military Appeals in regard to the doc- 
trine of partial responsibility, or lack of 
mental capacity to form specific intent, 
has been helpful to the psychiatrists in 
approaching the issue of responsibility in 
court. These steps, although significant, are 
but a beginning to the resolution of the 
difficulties that exist. 

In general, the working relationship be- 
tween military lawyers and psychiatrists 
seems to be a sound one on which signifi- 
cant improvements have ample opportunity 
to develop and existing difficulties may be 
resolved. Nevertheless, it is essential that 
continued efforts be made to alleviate 
communication barriers, both of a conscious 
procedural nature and of an unconscious 
relationship process, between lawyers and 
psychiatrists. 


SUMMARY 


A questionnaire, tapping attitudes and 
opinions of military psychiatrists and at- 
torneys in the area of psychiatric testimony 
in military courts and specifically on the 
issue of responsibility, is presented and 
responses were analyzed. 

Difficulties in communication between 
lawyers and doctors on the issue of psychi- 
atric testimony are reflected in the issue 
of mental responsibility and the role of 
the expert witness. 

Suggestions for resolving the difficulties 
involved are presented. It is felt the 
military provides an atmosphere conducive 


to the resolution of these interdisciplinary 
problems. 
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ADAPTATIONAL AND DEFENSIVE BEHAVIOR IN YOUNG 
HEMOPHILIACS AND THEIR PARENTS 


AKE MATTSSON, M.D. ann SAMUEL GROSS, M.D. 


Hemophilia is a lifelong, serious illness 
almost exclusively of males characterized 
primarily by bleeding into the soft tissues 
and joints(16). The bleeding tendency is 
due to defects in clotting caused by a de- 
ficiency in the plasma antihemophilic fac- 
tor (factor VIII) in classic hemophilia and 
in the Christmas factor (factor IX) in 
Christmas disease. Clinically, the two 
types of hemophilia are practically indis- 
tinguishable. The clotting defects are trans- 
mitted as sex-linked recessive traits by 
carrier mother to recipient son. Conse- 
quently, half of a carrier's sons are hemo- 
philiacs and half of her daughters are car- 
riers. * 

Most patients with hemophilia show an 
onset of symptoms in early childhood and 
are subjected to repeated bleeding epi- 
sodes, often causing severe pain and re- 
quiring immobilization, hospital admis- 
sions and various treatment procedures. 
Thus, a constant threat of fresh bleeding 
looms over the hemophilic child. In addi- 
tion, his parents are expected to supervise 
his activities, to observe and report hemor- 
rhages and to administer local therapy at 
home for benign episodes. . 

This longitudinal psychiatric study of 
hemophilic children and their parents, was 
undertaken in order to obtain information 
about the psychic stress associated with 
such a serious disease. The study also in- 
tends to contribute to the understanding 
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of “coping behavior” and adaptation in 
chronic illness in children. The term cop- 
ing behavior has been suggested to denote 
all the adaptational techniques and defen- 
sive activities that an individual uses to 
deal with common stress situations such as 
illness, injury, separation and the threat of 
death(4, 6,14). 

Coping behavior includes the use and 
alteration of cognitive functions, motor ac- 
tivity, emotional expression and psychic 
defenses(14). Adaptation is the result of 
successful coping and implies that the in- 
dividual is functioning effectively. 

Another purpose of this study is to pro- 
vide long-term observations on the | pos- 
sible effect of emotional factors on the 
course of hemophilia. Previous reports on 
hemophiliacs noted that psychological fac- 
tors may influence the clinical severity(1, 
2,3, 15,16). There was also evidence that 
clinical improvement among some patients 
followed a reversal of their behavior from 
passive dependence to a more aggressive, 
active independence, usually during ado- 
lescence(1). 


SUBJECTS AND METHOD OF STUDY 

Thirty-five hemophilic boys! and their 
parents (representing 22 families) have 
been followed for two years by using psy- 
chiatric interview techniques and observa- 
tions. The patients represent practically all 
boys with hemophilia currently followed by 
University Hospitals. The 35 patients 
ranged in age from one to 24 years, with 16 
patients falling in a 6-11 year age group and 
13 patients in a 12-24 year group. The dis- 
tribution of children among the 22 families 
was, in addition to the 35 bleeders, 15 non- 
hemophilic boys and 25 girls. Nine families 
had more than one hemophilic child. Most 
of the families belonged to the‘ middle 
economic class, resided in urban areas and 
were equally divided between Roman 
Catholics and Protestants. 


Classic hemophilia : 34 cases; Christmas dis- 
ease : one® case. 
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= There was a known family history of 
_ hemophilia in 25 patients, representing 14 
_ families. In 12 of these, the mothers had 
_ known about the possible heredity as 
young adults and, with one exception, 
__ had told their husbands before their mar- 
_ riages. The majority of the boys—26—were 
found to be bleeders during their first 
_ year of life and had a pronounced clinical 
_ severity. Most patients had frequent, yeaf- 
ly hospital admissions before adolescence 
with a trend towards fewer admissions as 
they grew older. 
_ With the exception of a few mothers of 
adolescent bleeders, each mother and child 
_ Was seen in psychiatric interviews at least 
_ twice during remissions. Thirteen of the 
fathers were seen individually ; the remain- 
ing fathers were either divorced, having 
only rare contacts with their children 
_ (five families), or declined to cooperate 
(four families). 
During their frequent admissions, the 
children were seen on the ward almost 
_ daily by both authors, and the mothers 
_ Were interviewed repeatedly by the psy- 
chiatric investigator. The interaction be- 
_ tween the patients and their visiting par- 
ents was also observed. Hospital records 
predating the study period and con- 
_ ferences with the ward staff assisted in 
_ delineating the children’s past histories 
and understanding their current behavior. 
= All mothers and patients and several 
_ fathers asked for and received repeated 
_ information and guidance about hemophil- 
ia, Short-term psychotherapy was occasion- 
_ ally given to children on the ward, when 
_ clinical exacerbations caused anxiety re- 
_ actions, depressions or management prob- 
lems. 

The interviews and observations aimed at 
gaining information relative to each child’s 
and parent's understanding of hemophilia, 
the clinical course in the individual patient 
and his reactions to hemorrhages, hospital- 
izations and treatment procedures, the 
~ child’s ongoing adaptive process as mani- 
fested at home, in school and with his peers 
and the parents’ way of dealing with prob- 
lems of raising a hemophilic child. The for- 
mat of the study does not allow a compre- 
_» hensive description of the psychological 
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processes underlying the observed behavior 
of parents and children. Nor can it give 
more than occasional data regarding the 
unconscious, symbolic meaning of hemo- 
philia. 


FINDINGS 


Emotional factors and clinical course. 
During their first 12 years, most of the 
hemophilic boys had recurrent, long pe- 
riods of freedom from major bleeding, al- 
ternating with periods of increased bleed- 
ing tendency, which were characterized by 
many hemorrhages seemingly unrelated to 
known physical trauma. Another type of 
“spontaneous” bleeding was observed in 
eight patients under age 12. They often 
began to bleed, without previous injury, 
just before a holiday, camp meeting or 
similarly highly anticipated event. The par- 
ents described them as “overenthusiastic” 
and “excited” in looking forward to such 
events. 

Three bleeders, now in their late teens, 
showed earlier in adolescence a change in 
their behavior and activity pattern, which 
preceded or coincided with a clinical im- 
provement. Having been inactive, fearful 
and overprotected since early childhood, 
they developed over a short period of time 
into more active, independent, at times 
daring, teenagers (despite maternal pro- 
tests). The marked increase in physical 
activities was accompanied by a decrease 
in bleeding episodes. (More detailed ob- 
servations on the clinical course of the 
patients will be reported in another pub- 
lication[13].) ` 

Several previous reports on hemophili- 
acs have noted variations in the occur- 
rence of fresh hemorrhages, similar to 
those of our patients, and for which there 
are no ‘convincing explanations( 1, 2,3, 16). 
The clinical improvement in most adoles- 
cent bleeders has been attributed to pos- 
sible greater cautiousness, the protection 
of a well-developed musculature and other 
as yet ill-defined factors related to the bi- 
ological changes of adolescence( 1, 16). 

Our observations of increased bleeding 
among many of the younger patients be- 
fore highly anticipated events suggest an 
emotional relationship to some episodes of 
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seemingly spontaneous bleeding. Both Agle 
(1) and Browne(3) described hemophiliacs 
who frequently developed hemorrhages 
while exposed to emotionally stressful 
situations, Because of the lack of evi- 
dence of changes in levels of antihemo- 
philic factor at times of inner stress, some 
authors have suggested that variations in 
the integrity of the capillary wall as an 
autonomic response to stress may be re- 
sponsible for certain periods of increased 
bleeding(1,15). This would be in line 
with the work of Grace, Wolf and 
Wolff(8), and Graham and Wolf(9), who 
demonstrated marked physiological effects 
of emotions upon the capillary flow and 
fragility in various organs. 

Agle(1) described some hemophiliacs, 
who, like our three mentioned adolescent 
patients, showed a markedly improved 
clinical state following a reversaleof be- 
havior from a passive, fearful dependence 
to a state of aggressive and active in- 
dependence. 

Coping behavior and adaptation in pa- 
tients. The majority of the hemophilic 
boys—27—have for at least the past two 
years shown a satisfactory to optimum 
adaptation to their illness; i.e., they were 
functioning effectively at home, in school, 
at work, with their peers, and with few or 
no limitations other than those realistically 
imposed by the disease and its gomplica- 
tions. 

A description of the development and 
use of the coping techniques that appeared 
essential for this successful adaptation may 
begin with some aspects of cognitive func- 
tioning. The four- to five-year-old hemo- 
philiacs usually could relate memories of 
past bleeding episodes, associating them 
with bumps or falls. They would refer to 
themselves as, for instance, “a bleeder” or 
“a hemophishie.” From the age of six to 
seven years, the well-adapted patients had 
an increasing comprehension of the rela- 
tionship between physical trauma, bleeding 
and the common treatment procedures, 
They could to a greater degree be trusted 
to report injuries and to cooperate in treat- 
ment. Their better understanding of the 
necessary physical restrictions together 
with a widening acceptance of compensa- 
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tory activities, such as reading, building 


models and playing table games, helped 


these boys to cope with the repeated hem- — 


orrhagic episodes. 

The importance of intellectual pursuits 
and realistic attitudes toward their illness 
was equally apparent in the well-adapted 
adolescent patients. Like the younger 
bleeders, they performed in school accord- 
irg to their abilities, but they were also 
preparing for college or a relatively seden- 
tary trade. Of the five oldest patients, two 
are attending college while three have held 
semi-skilled jobs for several years and can 
support themselves. 

The well-adapted hemophiliacs had 
made an extensive use of reasonable motor 
activities as a means of coping with their 
illness. At all age levels, they voiced a 
strong dislike for immobilization and in- 
activity (notwithstanding their actual co- 
operation). The preschool patients showed 
particularly that their fears and distress 
would mount whenever they had to be 
restrained in bed during admissions and 
their normal means of discharging tension 
through motor activity was curtailed. 

Both the younger and older bleeders 
took part in a variety of activities appro- 
priate to their ages, such as bicycling, 
playing catch, swimming, baseball, golf, 
fishing and even touch football and weight 
lifting in some cases. Their fathers often 
joined and guided them in these activities. 
Most of the boys also attended the gym 
classes in school, accepting a limited pro- 
gram as called for. When attacked by other 
children, they usually would defend them- 
selves even if hampered by braces or 
crutches; these occasional fights seldom 
led to major bleeding. There was no evi- 
dence of repeated, dangerous activities in 
this group of well-adapted hemophiliacs. 
They would often imagine themselves, 
however, as taking part in hazardous sports 
such as horseback riding, ice hockey and 
car racing, well knowing that they had to 
settle for less risk-filled, competitive pur- 
suits. 

The appropriate expression of emotions 
was commonly seen as the patients tried 
to adapt to their illness and especially dur- 
ing acute*bleeding episodes. In the young- 
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er children, anxiety caused by the pain, 
the immobilizations and the separations 
from the parents at times of admission was 
most apparent. The older patients, from 
the age of six and up, in addition dis- 
played anger and impatience when ad- 
mitted, mixed with feelings of sadness and 
hopelessness about the chronicity of their 
` disease. None of the patients overtly ex- 
pressed a fear of dying. All of the well 
functioning hemophiliacs would release 
_ some of these distressing feelings at times 
= of clinical exacerbations, while remaining 
-cooperative in the treatment given them. 

The use of some common psychic de- 
_ fenses, serving to protect the boys from 
__ high degrees of anxiety and sadness, char- 
acterized the large group of well-adapted 
bleeders. Serious and painful hemorrhagic 
episodes in the three- to eight-year-olds 
often resulted in a withdrawal type of re- 
action, with a minimal interest in the en- 
vironment. Severe pain, in connection with 
immobilizing medical procedures and a 
certain apprehensive alertness on the part 
of the staff seemed to be associated with 
this withdrawal response. As soon as the 
physical distress subsided, the boys re- 
sumed their verbal and affective interac- 
tion with the parents and the ward per- 
sonnel. This behavioral change was always 
accompanied by a reappearance of their 
use of denial. The previous pain and the 
still present discomfort were minimized or 
denied, and the boys’ attention turned to- 
ward the discharge date. 

Denial as well as isolation of distressing 
feelings associated with hemophilia were 
observed in all effectively coping patients, 
from age three years and on. This adaptive 
use of denial of current discomfort and 
anticipated future bleeding enabled the 
boys to maintain hope for a rapid recovery 
' at times of bleeding, for clinical improve- 
ment as they grew older and for more ef- 
fective medical care. The common fantasy 
gratifications of the wish for a normal and 
active life were also made possible through 
their reliance on denial; an illustration 
was provided by a nine-year-old bleeder, 
who told the story about a thrilling 
= dodgem-car race with his hemophilic 
2 brother, while he was receiving plasma 
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infusions and had traction applied to his 
leg. 

Trom seven to eight years of age, the 
hemophiliacs increasingly showed an intel- 
lectual approach to their illness. They be- 
came more knowledgeable of cause and 
effect in regard to hemophilia and took an 
active interest in its treatment. Along with 
the establishment of intellectualization as 
a defense, identification with other bleed- 
ers, especially older hemophilic siblings, 
emerged. Afflicted brothers would often 
discuss their illness and plans for the fu- 
ture. They watched out for each other, and 
assisted each other in home treatment. 
Many of the older boys identified with the 
hospital staff and planned for a medical 
career, which would aim at research in 
blood disorders. During episodes of pro- 
longed bleeding, the younger patients oc- 
casionally projected their resentful feelings 
onto parents and staff; for instance, they 
accused their mothers of having transmit- 
ted the illness, or made the doctors re- 
sponsible for delays in their improvement. 

Among the well-adjusted hemophiliacs, 
few discipline problems were noted, and 
their parents expected similar social be- 
havior of their ill sons as of their healthy 
children. From about the age of nine years, 
these patients began to show a certain 
pride and confidence in themselves when 
discussing, their disease. As they experi- 
enced repeated successful attempts at mas- 
tering bleeding episodes, they consolidated 
their individual means of adapting and 
developed their own coping styles along 
the lines previously described. 

These older boys denied the possibility 
of premature death, stating that “plasma 
and blood can always get us over the 
hump.” They felt confident that they would 
find gainful jobs as adults and lead a 
reasonably active life. Many of the adoles- 
cent bleeders related their positive out- 
look to their parents’ early and consistent 
efforts to raise them with realistic restric- 
tions. As one 16-year-old boy put it, “Don’t 
worry about the kids, Doc, but help the 
parents with their worries, so they can 
treat us like normal children,” 

Eight of the 35 hemophiliacs showed a 
prolonged poor adjustment to their illness 
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and often also poor peer relations and 
school problems. They belonged to two 
groups of extremes of behavioral response. 
One group of three boys displayed a strong 
reluctance to participate in any physical 
activities because of fears of trauma. They 
preferred to sit or lie on their beds, read- 
ing and watching television, even during 
symptom-free periods. They passively ac- 
cepted treatment procedures and tended 
to remain depressed and whiny long after 
a hemorrhagic episode had subsided. Their 
clinical picture was reminiscent of a begin- 
ning passive-dependent state in that these 
boys were emotionally very close to their 
always worried and overprotective moth- 
ers. 

The other group of five bleeders, also 
raised by overanxious mothers, had re- 
belled against the parental restrictions. 
They had turned into very active aud dar- 
ing boys who often incurred trauma and 
bleeding as a result of their careless ac- 
tivities. Their angry frustration at being 
hemophiliacs at times gave place to states 
of depression; “Why can't you find a 
cure?” was then a frequent question. The 
patients showing this risk-taking behavior 
had made a strong use of denial as a 
means of coping with their (and their 
parents’) fears related to hemophilia. As 
a result, their reality sense suffered, and 
they actually seemed to seek out certain 
feared activities, challenging the risk of 
trauma. 

An example was given by a 16-yeartold 
boy, reared by an oversolicitous mother, 
who one day observed some? friends in a 
motorcycle accident and told himself, “If 
that were me, I would have died. What 
the hell, I have to live.” Shortly there- 
after he purchased a motorcycle and be- 
came a racing enthusiast. He also’ quit 
school and found employment as an un- 
skilled machinist, which he has kept for 
three years. He is still outspokenly fearful 
of needles and admissions, which he 
believes aggravate bleeding episodes. 
(Agle[1] also quoted this case. ) 

Recent advances in the medical care of 
hemophilia have greatly increased the life 
expectancy of these patients and their 
chances for productive, relatively normal 
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lives. Despite these facts, many physicians 
are still reluctant to undertake the con- 
tinuous care of the hemophiliac, often re- 
ferring to difficulties in handling the early 
and frequently crippling emotional and 
physical effects of the illness. The previous 
reports(1,2,3,7,15) on the psychological 


aspects of hemophilia mainly focused upon _. 


the various emotional conflicts and adjust- 
mént problems that were abundant among 
the patients studied. The findings included 
little data on the gradual, successful adap- 
tation of a growing hemophiliac. 

The long-term observations on the 35 
young bleeders reported here give evi- 
dence of a brighter outlook for the hemo- 
philiac’s personality development than 
generally expected. The majority of the pa- 
tients had already at age three to four 
years begun to employ some characteristic 
coping devices and defenses(14), which 
within a few years seemed to be consoli- 
dated and responsible for a good adapta- 
tion. The use of such cognitive functions 
as memory, speech, reasoning and reality 
testing provided the six- to seven-year- 
old hemophiliacs with an understanding of 
the relationship between injuries and 
bleeding and with a beginning ability to 
set their own limits of activity and to 
assist in the medical management. This ap- 
propriate appearance of a sense of self- 
protection and of assuming some responsi- 
bility for the care of their body not only 
served the vital function of self-preserva- 
tion(5) but precluded the development of 
the helpless, inactive dependence noted 
in other reports on hemophiliacs(2, 3, 12, 
17). 

The use of compensatory motor activity 
and intellectual pursuits became increas- 
ingly evident in the prepubescent and 
adolescent boys in this study. Several writ- 
ers have already established that a superior 
intellect often enables the hemophiliac to 
find avenues of satisfaction to compensate 
for the limitations imposed by the ill- 
ness(2, 15, 17). However, the range of 
physical activities that our well-adapted 
patients took part in, often under their 
fathers’ direction, was an unexpected find- 
ing. Their® participation in most play and 
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„sports appropriate for their ages seldom 
resulted in major bleeding. 

In addition to the cognitive flexibility 
and the compensatory motor activity, the 
release of emotions and the employment 
of certain defenses were essential parts of 
the coping process. The well-functioning 
hemophiliacs would express, often in suc- 
cession, anxiety, sadness, anger, hope and 
confidence at times of critical bleeding 


x episodes. Murphy(14), in particular, has 


also described how emotional and cogni- 
tive flexibility help children cope with 
stressful situations, provided the adult en- 
vironment accepts the release of various 
feelings, encourages verbalization and pro- 
vides for substitute gratifications. 

The observations on the patients’ use of 
some defenses contribute to an under- 
standing of the different outcome of the 
coping efforts seen in the well-adapted 
hemophiliacs (27) and in the poorly adapt- 
ed patients (8). In the former group, de- 
fenses such as denial, isolation of affect, 
~ intellectualization, identification with other 
~ bleeders and the physician and occasional 
projection of resentful feelings, protected 
‘the children from disruptive degrees of 
fears and despair. The optimum employ- 
ment of these defenses enabled them to 
maintain hope(4) and develop a positive 
self-image as socially competent and pro- 
ductive individuals with hemophilia(12 
17). 

Among the eight poorly-adjusted bleed- 
ers we find illustrations of Hartmann’s(11) 
statement that “A ‘successful’ defense may 
amount to a ‘failure’ in achievement.” Five 
of these patients had made an extreme use 
of denial in order to master their fears of 
the illness and engaged in recurrent risk- 
taking activities, challenging the risk of 
injury in a counterphobic manner. Agle(1) 
first called attention to counterphobia as a 


> 


neurotic mechanism responsible for the- 


dare-devil reactions in some hemophiliacs, 
He agreed with Alby(2) that maternal 
overprotection is an important factor in 
the production of these reactions, 

Our daring patients had also been raised 
by oversolicitous and guilt-laden mothers. 
As preadolescents, they rebelled against 
the maternal interference and turned into 


active, defiant boys. The remaining three 
poorly adapted patients showed the op- 
posite reaction in that they had acquiesced 
to the maternal demands and led a fearful, 
inactive life. Their passive-dependent states 
appeared similar to those found among al- 
most all of the 28 hemophilic children 
studied by Browne and his associates(3). 
The mothers of these patients were also 
noted to be guilt-ridden and saw them- 
selves as the only effective protector of the 
child. They had received little continuous 
guidance, felt isolated and afraid and al- 
ways questioned their ability to raise their 
sons. The fathers played little or no role 
in the care and rearing. The report by 
Browne(3) documents the extent to which 
adverse personality development may oc- 
cur in hemophilic children and highlights 
the need for a close family-doctor relation- 
ship insthe care of such patients. 

Coping behavior and adaptation in pa- 
rents. It has already been mentioned that 
most of the mothers of the eight poorly- 
adapted bleeders had shown markedly anx- 
ious attitudes in raising their hemophilic 
children. Their overprotective tendencies 
were often coupled with a strong resent- 
ment of their fate. Five of these mothers 
had witnessed earlier fatal outcomes of 
hemophilia or other congenital illnesses in 
their siblings or their own children, They 
vividly recalled their ensuing persistent 
fears, sadness and guilt. Their guilt feelings 
were further heightened by cognizance of 
their genetic responsibility for the transmis- 
sion of hemophilia. In attempting to cope 
with their fears and guilt, these five moth- 
ers, with one exception, employed rigid pre- 
cautions in raising their sons, who for many 
years acquiesced to the maternal demands 
only to rebel as they reached adolescence. 

The exception was a mother who 
showed the opposite reaction by denying 
worries about her 11-year-old son’s illness 
and serious behavior problems. He was 
barely supervised in his often dare-devilish 
play, and both parents’ attention centered 
around his younger, healthy brothers. This 
mother had shown a strong reaction of 
anger and guilt upon learning about his 
bleeding disorder and was for several years 


very overprotective of him. Her attitude 
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changed drastically after she gave birth 
to the healthy sons, and she now refers to 
her unconcern by stating, “It’s his life, Pm 
not going to stifle it.” She openly compares 
him to her “happy-go-lucky hemophilic 
brother, who never became anything; he 
just seemed to dwindle away.” (This moth- 
er was in her late teens when her brother 
died. ) 

In considering the 16 mothers of the 
well-adapted patients, it is of interest to 
note that five of these mothers also had 
encountered hemophilic fatalities in their 
immediate families in the past, but had 
mastered their conflicting emotions. Over 
a course of a few years these 16 mothers 
had learned to cope with their initial re- 
actions of anxiety, sadness and guilt fol- 
lowing the diagnosis of hemophilia. They 
came to accept the fact that, despite vigi- 
lant supervision, repeated bleediag “epi- 
sodes would occur in their sons, often 
without any obvious trauma. Their use of 
denial of the constant dangers inherent in 
the illness was within optimum limits; 
they cooperated well with the medical 
care and raised their sons with realistic 
restrictions, helping them to obtain sub- 
stitute gratifications. 

The nature of the disease was explained 
to the patients and their siblings at an 
early age, and the mothers never tried to 
deny their genetic roles. They „gradually 
tended to isolate much of their anxiety 
and showed an increasing intellectual ap- 
proach to the illness. These mothers, how- 
ever, were flexible in their use of affect 
isolation. They invariably * vented their 
heightened feelings of anxiety, often mixed 
with guilt, with the physician at times of 
critical situations. Most of the mothers as- 
sociated and identified with other parents 
of young bleeders, and their informal as 
well as organized meetings served as a 
means for a constructive channeling of 
fears and guilt. The successful adaptation 
to the task of raising a hemophiliac seen in 
the majority of the mothers did not appear 
to be influenced by such variables as the 
child’s age at diagnosis, the clinical sever- 
ity, the presence of another son with the 
same illness or parental knowledge of the 
genetic risk before marriage. 


The fathers of the well-adapted patients ù 


had taken active part in caring for their ill 


sons and provided good masculine models A 


for them. They tried to relieve the guilt of 
the mothers by stressing their mutual re- 
sponsibility for having borne a hemophiliac 
and for raising him. A few fathers had 
evinced short-lived, uncooperative atti- 
tudes following the knowledge of the di- 
agnosis. They accused their wives of “hav- 
ing caused” the illness. Implied in their 
behavior was a blow to their self-esteem in 
begetting a hemophilic son, and they ap- 
peared moderately depressed. The fathers 
of the eight poorly-adjusted bleeders had 
either been absent for several years due to 
divorce sought by their wives following 
charges of abusiveness and alcoholism (3 
cases), or they had left all initiative and 
decisions regarding the children to their 
usually oversolicitous wives (5 cases). 

The good adaptation of the large group 
of hemophiliacs in our study thus appears 
intimately related to the relatively early 
adjustment of their parents. The crucial 
factor determining this positive adaptive 
outcome seemed to be the mother’s ability 
to master her guilt over having transmitted 
the illness. Her frequent expression of guilt 
and depressed feelings to the pediatrician, 
the father and other close adults was im- 
portant for her gradual mastery of the 
initial strong, conflicting emotions. Most of 
the mothers of the eight poorly-adapted 
bleeders had never mastered their guilt 
and anxiety, which were further complicat- 
ed by their previous exposure to fatal 
outcomes of congenital diseases in their 
immediate families. 

In this identification of their hemophilie 
child with the deceased, close relative (us- 
ually a bleeder), these mothers saw their 
sons as unrealistically vulnerable at all 
times, This mechanism provides an exam- 
ple of one important, predisposing factor 


for the development of a “vulnerable child » 


syndrome” (aptly defined by Green and 
Solnit[10]), characterized by a serious dis- 
turbance in the parent-child relationship 
following parental reactions to an acute or 
chronic life-threatening illness in the child. 
Such a child senses his mother’s expecta- 
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death, and, like many of our overprotected 

< ophiliacs, he often challenges this ex- 

i S nom and the risk of injury in a coun- 
Ebi manner previously described. 


ARY AND CONCLUSIONS 


ip "Thirty-five hemophilic children and their 
© parents have been subjected to a longi- 
udinal psychiatric study in order to eval- 
uate their ways of coping with a chronic, 
ous illness. A majority of the patients 
‘their parents showed a good to op- 
adaptation, which was related to 
| n enterate use of cognitive functions, 
m activities, emotional expression and 
~ certain psychic defenses. The mother’s mas- 
tery of her initial guilt, sadness and fears 
~ appeared crucial for the hemophilic child's 
‘relatively normal personality development. 
Bleeding episodes without known trauma, 
often at times of anticipated events, were 
common in many prepuberty boys. Several 
_ adolescents showed an improved clinical 
state following a reversal of behavior from 
a passive dependent state to an aggressive, 
| at times daring, independence. 
= The continuous reassuring support by 
the pediatrician seems essential for the 
ional and social adaptation of the 
ung bleeder. The physician must be 
amiliar with the psychological problems 
the hemophiliac and his parents and be 
‘particularly alert to feelings of guilt and 
overconcern experienced by the mothers. 
‘The encouragement of healthful, interper- 
L sonal activity and reasonable aggressive 
"pursuits seems to promote a good adjust- 
ment of the hemophiliac. Psychiatric inter- 
-vention can be of value for some children 
with marked difficulties in adapting to 
_ their illness. 
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SUICIDE CONSULTATION : 
TO SOCIAL AGENCIES “ 


MARVIN N. KAPHAN, M.S.W. ano R. E. LITMAN, M.D. 


“The Suicide Prevention Center in Los 
Angeles ! (S.P.C.) (6, 7)utilizes an interdis- 
ciplinary team as one aspect of its multi- 
level approach to the problem of suicide. 
Many of the direct clinical activities have 
been performed by psychiatric caseworkers 
with support, consultations and super- 
vision from psychologists and psychiatrists. 
Although the primary function of this team 
has been the evaluation, emergency psy- 
chotherapy and referral of suicidal indi- 
viduals(2), increasing emphasis has been 
placed upon collaboration with existing 
agencies in the community through con- 
sultation. are 

In a community the size of Los Angeles, 
the number of individuals arousing concern 
about suicide is so large that no single 
organization could reach all of them direct- 
ly. For example, there are each year more 
than 1,000 deaths by suicide in Los Angeles 
County and approximately 10,000 suicide 
attempts serious enough to require medical 
attention, It is*almost impossible to esti- 
mate the number of individuals who make 
suicidal threats, other suicidal communica- 
tions or by their depressed behavior suggest 
the possibility of suicide. The number 
might well approach 50,000. 

Since unlimited expansion of the $.P.C. 
clinical services was not possible, one 
practical solution seemed to*be an attempt 
to aid those already in contact with suicidal 
individuals in dealing with them more 
effectively. These professional groups in- 
clude physicians, police, ministers, school 
personnel and social agencies. The S.P.C. 
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A PSYCHIATRIC SERVICE 


has attempted to disseminate knowledge 


about suicide through the community by | 


publications, training institutes, presenta- 


tfons to lay and professional groups and, 


by its consultation service(8). The consul- 
tation service is the focus of this paper. 


CREATION OF A CONSULTATION SERVICE — 


Before the S.P.C. initiated its service in 
1959 it explored the policies, both official 
and unofficial, of social agencies regarding 
suicidal clients. This was necessary because 
these agencies were often the first profes- 
sional contact of a person in a suicidal 
orisis and because casework seemed to us 
to be the therapeutic resource to which 
many suicidal individuals would be re- 
ferred, 

In general, the agencies tended to be 
very reluctant to deal with these clients, 
and in at least one case a family agency 
had an explicit written policy statement: 
excluding suicidal clients from service. In 
those cases where agencies were knowingly 


working with suicidal clients, both workers 
and administrators felt considerable anxiety. É 


The stated reasons included concern about 
social workers’ lack of training and experi- 
ence in evaluating suicidal danger and a 
strong feeling that suicide was a “psychiat- 
ric” problem. y 

We speculated that some of the unspoken 
bases for this reluctance also included the 
taboo nature of suicide(1), concern about 
the potentially lethal outcome and fear of 
adverse publicity in case of a suicidal death. 
As a result of these policies of exclusion, 
many suicidal individuals were referred 
elsewhere at intake. Although they needed 
immediate help, they were often placed on 
the long waiting lists of psychiatri¢ clinics. 

The immediate response of the social 
agencies to the existence of the S.P.C. was 
a feeling of relief that there was now a 
service to which they could refer, for 
immediate attention, patients who were 
suspected of being suicidal. The Suicide © 
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Prevention Center could accept each of 


these patients for an evaluative study. In 
a majority of the cases the suicidal danger 
proved to be low and in many of them 
casework seemed the appropriate treatment 
modality. Many of the cases were then 
- referred back to the original agency. After 
some initial resistance, the agencies were 
‘willing to accept the client back on the 
basis of our study, The principal factors 
this acceptance seemed to be the willing- 
_ ness on the part of the S.P.C. to share the 
responsibility and to offer ongoing consul- 
tation as needed during the course of the 
case. Further, the S.P.C. gave an evaluation 
of the suicidal danger and the reasons for 
_ feeling that the case could be appropriately 
_ treated in a casework agency in an informal 
_ conversation, followed by an appropriate 
written report. 
As the agencies began to acquire experi, 
ence with S,P.C. referrals, freed from the 
total responsibility for making evaluations 
for which they felt ill-equipped, some of 
__ the taboos on suicide began to lift and they 
came to accept the fact that there were 
‘some suicidal clients with whom they could 
_ work comfortably. 
The S.P.C. policy of accepting referral 
of every suspected suicidal client of the 
social agencies, while useful initially as an 
experiment, proved to have several draw- 
backs, First was the tendency toward in- 
_ adequate screening of the cases before 
referral, often on the basis of only a brief 
_ telephone application, resulting in the re- 
ferral to the S.P.C. of many cases of low 
suicidal danger. 
= Second was the danger that a suicidal 
person who had chosen a social agency as 
_ a potential rescuer might feel rejected and 
_ give up, because he felt that the referral 
_ to the S.P.C. was an additional complica- 
tion in the path of his effort to get help 
in a crisis. For example, a client who 
needed eventually to be referred to a psy- 
_ chiatric clinic might have to form a relation- 
_ ship with a worker in a social agency first, 
- then be referred to the Suicide Prevention 
Center and be faced with the need for 
forming a relationship with a worker there, 
simply for the purpose of effecting a 
> referral to a third clinic where the process 
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would be repeated. Even in those cases 
where clients were returned to the agency 
referring them, it was necessary for the 
S.P.C. worker to establish a relationship 
with the client in order to motivate the 
client to return to the agency in which he 
was originally seen. 

Finally, this procedure was inadequate 
in achieving the goal of the S.P.C. of more 
effective handling of subsequent cases, 
since the emphasis in these cases was dis- 
position by the S.P.C. rather than feedback 
to the agency of information on evaluating 
suicidal danger. 

Many of the cases referred by social 
agencies began to fall into patterns which 
could have been recognized by the re- 
ferring workers if they had had sufficient 
knowledge of criteria for evaluation. The 
number of referrals of cases with similar 
pattérns» continued to increase, until by 
1960 more than 50 percent of the patients 
dealt with at the S.P.C. had originated as 
referrals from professionals. 

In that year, the S.P.C. began a concerted 
program of encouraging social agencies to 
use consultation before considering referral 
in suicidal situations, In cases that were 
referred, we made a special effort to trans- 
mit back to the agency as mùch information 
as possible about the factors that had been 
important in evaluating the case. 


EVALUATION OF SUICIDAL RISK 


Some of the information which we hoped 
to teach was general knowledge about 
suicide. This included the concept that 
virtually every suicidal person was ambiv- 
alent about dying. Therefore, the critical 
evaluation was not whether the patient was 
“suicidal” or “not suicidal” but where the 
person fell on a continuum of potentialities. 
Without this knowledge, the worker might 
tend to feel hopeless about a patient he 
thought was “suicidal” and overconfident 
about a patient he felt “doesn’t really mean 
it.” We also taught that suicidal phenomena 
are attempts at communication. 

_ We try to get across the fact that suicide 
is not a disease entity in itself, but rather 
may be a symptom of many different 
problems, ranging from chronic psychosis 
to acute interpersonal difficulties, In exam- 
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ining a suicidal patient the worker should 
not become so involved in estimating the 
strength of the suicidal aspect that he 
loses sight of the underlying problem and 
the steps which can be taken to deal with 
it. It is important in the emergency handling 
of suicidal crises that the patient feels his 
problem is understood. 

Where depression is a major factor the 
worker can communicate understanding by 
being familiar with the symptoms of de- 
pression and pointing them out to clients. 
By interpreting the depression as an illness, 
by pointing out the distortion of thinking 
involved and the self-limited nature of de- 
pression, the worker helps to instill realistic 
hope and to partialize the problem. During 
these steps of instilling hope and moving 
from the question of life or death to such 
questions as “How can I get out of this 
depression ?” or “How can I get alpng with 
my wife?” the worker is carrying out the 
role of rescuer which the client has assigned 
to him by coming to him for help. 

We also hope to get across in the consul- 
tation some knowledge of the evaluative 
techniques which we have found useful in 
estimating the suicidal danger. Important 
among these is direct questioning of the 
client about his suicidal thoughts and his 
suicide plan. Obviously, a nebulous plan 
and lack of available means indicate lower 
immediate danger than a detailed, well- 
formulated plan by lethal methods that are 
available. 

In addition, the client’s reaction to the 
offered hope and help, his willingness to 
part with the means of suicide and such 
statements as “Now it looks as if I won't 
have to do it” or “I'll be all right until 
our next appointment” are indicators of 
lessening danger. Unfortunately, we found 
that workers were reluctant to ask direct 
questions about suicide out of fear of 
suggesting suicide—“giving them ideas.” We 
could assure professional workers that when 
they are concerned about suicide, the cli- 
ents have already thought about it and are 
usually relieved to have the thought brought 
out into the open. 

Other evaluative criteria include statisti- 
cal factors (e.g, a suicidal communication 
from an older man is much more likely to 


result in suicide than one from a young 
girl), the nature of the stress (eg. a 
suicidal situation, entirely the result of © 


intrapsychic conflict in a psychotic, is likely 


te be more dangerous and unpredictable — 
than one resulting from an acute interper- 


sonal conflict), the personality pattern of 
the individual and the resources for dealing 
with personal crises(3, 4). hy 
+ In giving consultation the S.P.C. functions 
as an “agency’s agency.” The telephone call 
not only represents the client’s crisis, but 
the agency worker's. Various techniques are 
employed to deal with the worker's anxiety 
and to give him the support he needs. 
Among these are avoidance of punitive 
criticism, frank recognition of the lethal 
possibilities involved in dealing with suici- 
dal individuals and the fact that even the 
S.P.C. has fatalities. 


= 
EXAMPLES OF THE CONSULTATION PROCESS 


The consultation process generally be- 


gins by telephone. Many of these need go 
no farther than this point. These are cases 
in which the suicidal danger is quite low 
and where the consulting agency seems to 
be appropriate for continued handling of 
the case. In these situations, the agency 
gains a learning experience about suicide 
evaluation and handling. 


A worker called for consultation after a first 
interview with a rebellious girl who was un- 


cooperative and left the interview before the 


end of the hour. In examining the reasons for 
the consultation, the worker recognized that 
there was really little basis 
suicide. He was able to recognize his own 


for concern about — 


anger, frustration and feeling of inadequacy. , 


With the help of the consultant he was able 
to work these out and make concrete plans for 
handling the case. 


Some calls point up the need for addi- 
tional information and lead to a recommen- 


dation of further interviewing, looking for _ 
specific information and continued consul- 
tation later, These calls represent 4 valuable 


teaching opportunity. 

A worker called for consultation following a 
telephone application from a mother about a 
14-year-old boy who had taken six aspirin 
tablets. We were able to point out that in boys 
this agee who are not psychotic a suicide at- 
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= coming is usually sufficient in putting an en 
to the suicidal situation. me 

It was agreed that the worker would offer 
an emergency interview to the family. She 
= would look for the signs of psychosis we had 
_ y discussed, If she did not find these, she would 
“attempt to identify the family problem and 
offer the boy a firm commitment for family 
atment with a specific date. If there were 
itional questions after the intake inter- 
ew, she felt free to call for another consulta- 
| tio In any case, she knew that consulta- 
tions during the course of treatment would be 
available. 


NS sy 
“wa times, the consultation indicates the 

j nae for emergency action. In these cases 
e telephone call will result in a recom- 

f mendation for direct action on the 


theagency. 
wy 


A worker called upset. An old client with a 
“history of schizophrenic episodes had walked 
in without an appointment. He was clearly 
decompensating, He was agitated, hallucinat- 
ing and incidentally making suicidal state- 
4 ments. The opportunity to discuss the case 

gave the worker a chance to calm down. She 
recognized that hospitalization seemed indicat- 
_ ed but had been hesitating to make the de- 
cision. We agreed that the appropriate step 
would be direction to the admitting physician 
at the psychiatric unit of the county hospital. 
She felt that her relationship with the client 
was good enough to effect the referral with- 
i out difficulty. 


part of 


"OF course, there are many patients who 
‘cannot be evaluated without being seen. 
In these cases the consulting agency sends 
‘the patient to the S.P.C. for a consultation 
“interview. As a rule, these patients return 
_ to the consulting agency for their next 
ee intent The S.P.C. can then 

cuss its findings with the agency worker, 
who can then carry out the S.P.C.’s recom- 
_ mendation, using the relationship which he 
_ has already established with the client as 
`a motivating influence. This recommenda- 
_ tion would usually call for either continued 
treatment in the family agency or referral 
to a psychiatric resource, 

It should be noted that throughout the 
consultation process the agency rerAains in 


control of the case, is under no obligation 
to carry out the recommendations of the 
S.P.C. and can use the existing relationship 
in the delicate task of referral. The only 
exceptions to these procedures have been 
the rare instances in which the consultation 
interview uncovers some previously con- 
cealed information that indicates a highly 
emergent situation requiring immediate 
action. In these cases the S.P.C. might 
arrange for immediate hospitalization(5). 

The consultation policy seems to have 
been quite effective in filling the needs of 
all concerned. There is no longer any agency 
which categorically refuses to deal with 
suicidal patients, At a recent meeting of 
agency executives at the S.P.C. it became 
evident that both formal and informal 
agency policies had been reexamined on 
the basis of their experience with S.P.C. 
consultations and referrals. 

Agencies have become quite sophisticated 
about the facts of suicidal crises and the 
number of repetitive pattern cases referred 
to the S.P.C. has decreased sharply. In 
1961, the percentage of S.P.C. cases re- 
ferred by professionals dropped to 41.5 
percent. In 1962 it was 39.1 percent, in 
1963, 19.8 percent and in 1964, 18.8 percent. 
At the same time, the number of suicidal 
individuals recognized and treated in the 
social agencies has clearly increased. The 
number of clients who are unnecessarily 
obstructed in getting help by inappropriate 
referral and re-referral has dropped con- 
siderably. 

There have, of course, been problems. 
Early in the history of this service the 
agencies were often so anxious about 
working with potentially suicidal patients 
that they would over-react to the smallest 
indication of a new suicidal situation. 


Mrs. A. was seen in consultation in 1959. She 
was in her sixties and all her life had been 
totally dependent upon her aged mother. Her 
mother had just died and she felt desperate 
and helpless. She had sought help at a family 
agency and although they felt confident about 
their ability to work with her, they had re- 
quested a consultation because of her vague 
Suicidal remarks. We felt that she was well 
suited to treatment in a family agency and 
were able to assure them that the suicidal 
danger was minimal. 
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A year later she appeared at our office tell- 
ing us that she had been sént to us because 
she was “suicidal again.” She was tearful and 
terrified that she would not be allowed to con- 
tinue to see her worker. We learned that the 
recent suicidal behavior consisted of getting 
drunk and stretching out on the grass in a city 
park “waiting to die of pneumonia.” When 
someone suggested she get up, she left im- 
mediately for her worker's office and confessed. 
We were able to reassure the agency and her 
treatment continued successfully. 


Another problem has been that in spite 
of the willingness of an agency to deal 
with suicidal cases, new workers on the 
staff may feel fearful. This has usually 
been handled successfully by a presentation 
by the S.P.C. to the agency staff, including 
detailed discussions of previous and current 
cases on which we have collaborated. 

An additional problem has been thgt of 
“labeling.” Although many cases* in the 
caseload of the typical family agency might 
te diagnosed as “borderline” or “ambula- 
tory psychotic,” many of the clients have 
never been formally diagnosed. A referral 
of an identical individual from a psychiat- 
ric clinic where he has been subjected to 
psychiatric evaluation and psychological 
tests would usually carry such a designa- 
tion. Initially we found that agencies were 
reluctant to accept cases “labeled” in this 
way, although we felt they were wall suit- 
ed to treatment by a social agency. As the 
agencies gained more confidence in our 
recommendations, they tended to accept 
more of these low suicide risk patients as 
clients, and in some situations to reexamine 
their own policies as they affected this group 
of patients, who represent a difficult re- 
ferral problem in many communities. 


SUMMARY 


The Suicide Prevention Center in Los 
Angeles, in its diagnostic and referral ser- 
vices focusing on the problem of suicide, 
has worked toward a community program 
of early detection of potentially suicidal 
individuals and location of suitable treat- 
ment services for them and has, in this 
endeavor, put considerable emphasis upon 
collaboration with social agencies. 

In the course of this collaboration, the 
agencies have been accorded a consultation 


service providing evaluations of suici 
risk, treatment indications and suitability — 
for casework handling. The S.P.C. has re- 
ceived from the agencies increased cooper- 
ation and willingness to accept patients who 
under other circumstances might have been 
rejected, as well as an opportunity to 
disseminate knowledge about the phenom- 
enon of suicide. An important factor in | 
ttis collaboration has been the develop- 
ment of methods of sharing responsibility 
without taking control of the case from 
the agency. "AR 

One by-product of the consultation ser- 
vice has been the reexamination by the 
social agencies of their usual policies re- 
garding such stereotyped categories. as 
“severely disturbed,” “psychotic” and “sui- 
cidal” clients. $ 

The paper includes discussion of some 
af the criteria used in the consultation, 
case illustrations and examples of policy 
changes in community facilities. 


REFERENCES 


1. Farberow, N. L., ed. : Taboo Topics. New 
York : Atherton Press, 1963. 

2. Heilig, S. M., and Klugman, D. J.: “The 
Social Worker in a Suicide Prevention 
Center,” in National Conference on Social 
Welfare: Social Work Practice, 1963. 
New York: Columbia University Press, 
1963, pp. 102-112. a: 

3. Kaphan, M., and Litman, R. E.: Tele- 


phone Appraisal of 100 Suicidal Emer- 
gencies, Amer., J. Psychother. 16:591- 
599, 1962. 


4. Litman, R. E.: Emergency Response 
Potential Suicide, J. Mich. Med. Soc. 62: 
68-72, 1963. Ei 

5. Litman, R. E.: Suicide Prevention Center 
and Psychiatric Hospitals, Compr. Psy- 
chiat. 6:119-127, 1965. A 

6. Litman, R. E., Shneidman, E. S., and 
Farberow, N. L.: A Suicide Prevention 
Center, Amer. J. Psychiat. 117:1084-1087, — 
1961. Ri 

7. Shneidman, E. S., and Farberow, N. Lit f 
The Los Angeles Suicide Prevention Cen: 
ter: A Demonstration of Feisibilities, — 
Amer. J. Public Health, in press. 

8. Suicide Prevention ‘Center. Los Angeles : 
University of Southern California Press, 
1965, (This brochure describes the center 
and includes a bibliography of staff pub- 
lications.) ‘ig 


Peptic ulcer, a term covering ulcers of 
both the stomach and duodenum, is con- 
sidered by many investigators to be a 
psychophysiologic illness resulting from 
_ intrapsychic conflicts. Psychiatric therapy 
x has been used relatively little in the man- 
agement of peptic ulcer. Instead, the ulcer 
is usually treated medically by diet, ant- 
acids and antispasmodics and surgically by 
gastrectomy. At most hospitals hemigas- 
__ trectomy with vagotomy is now the opera- 
_ tion of choice when a gastrectomy is indi- 
cated, 
The indications for surgical treatment 
are a prolonged history of ulcer unre- 
_ Sponsive to medical treatment and the 
_ development of complications such as 
bleeding, perforation, obstruction or “in- 
__tractability.” Hemigastrectomy is aimed at 
~ the removal of the acid-secreting parietal 
_ cells of the stomach; in the process be- 
~ tween 40 and 60 percent of the stomach is 
a removed. The gastric remnant is anasto- 
~ mosed with the duodenum in accordance 
_ with the “Billroth Type I” technique. 
Many attempts have been made to clar- 
ify and define the psychodynamics and 
personality traits common to ulcer patients. 
__ Anxiety is the mental state most often in- 
‘dicated in this regard. The ulcer is thought 
‘to be a physical expression of anxiety re- 
k; d in a body organ, the stomach or 
duodenum. Various hypotheses have been 
7 explored as to why ulcer patients may 
dergo sufficient emotional conflict to 
necessitate this being expressed in the 
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physical illness, peptic ulcer. Perhaps best 
known is Alexander's hypothesis(1), which 
sees the ulcer patient as having a strong 
drive for achievement, independence and 
self-sufficiency conflicting with persistent 
infantile wishes to be dependent and pro- 
tected. 

Many other workers also have attempted 
to further categorize the ulcer patient(10, 
11, 19,20). All of these papers give some 
insight into the personality dynamics of 
the ulcer patients, but no one hypothesis 
is wholly satisfactory. As one would expect, 
not all ulcer patients fit into a given cate- 
gory and all people who fit a given “ulcer 
category” do not develop ulcers. 

If peptic ulcer is considered to be a 
psychophysiologic illness, then one might 


wonder about the effects of a surgical- — 


treatment, gastrectomy, in alleviating the 
symptomatology of the peptic ulcer pa- 
tient. The surgeon, in his investigations of 
the results of gastrectomy, is primarily con- 
cerned with such physical factors as in- - 
fection, leakage at the anastomosis, gastric 
retention, recurrent ulceration and the 
“dumping syndrome.” pt 

The dumping syndrome is a symptom 


complex usually occurring within one-half — è 


hour after meals and including one or more 


of tke following: weakness or faintness, ‘ 


nausea, a feeling of distention, a feeling of — 
warmth, vomiting, sweating or palpitations. — 
A survey of the literature shows that the - 
dumping syndrome tends to be the most 
prevalent physical complaint of postgas- 
trectomy patients(5). Penick and Arm- 
strong(12) in their series of 413 postgas- 
trectomy patients found that 30 percent 
were affected by this syndrome. Hardy(6) 
says that at least 10 percent and up to 40 


percent of gastrectomized patients can be 3 


expected to develop this complaint regard- 
less of what surgical procedure is followed. 

It is now believed by some investigators 
that the symptomatology of the dumping 
syndrome is due to a decrease in plasma 
volume’ due to fluid loss into the bowel 


lumen. They believe that the dumping 
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syndrome may be hormonally mediated 
and relieved by serotonin antagonists. Al- 
varez(2) believes that this syndrome can 
be seen also in the hypersensitive, psy- 
choneurotic or overly reactive individual 
who has not had any gastric operation. 
Harvey(7) found that ulcer patients who 
were described preoperatively as being 
tense, nervous and fidgety, or as being 
clearly abnormal psychologically, had be- 
tween two and three times the incidence 
of poor results found in a group of “nor- 
mals.” 

Weiner(18), using the Minnesota Multi- 
phasic Personality Inventory (MMPI) as 
a tool, found that the personality differ- 
ences between successful and nonsuccess- 
ful gastrectomy patients in regard to 
dumping were of such a nature that in- 
dividual MMPI profiles could be correctly 
sorted as to surgical results in 87.5 pereent 
of the cases. He believed that MMPI per- 
sonality profiles could be used as a simple, 
objective additional aid in the assessment 
of suitable gastrectomy patients and, fur- 
thermore, when feasible, psychoneurotic 
candidates for gastric resection might be 
treated psychotherapeutically rather than 
surgically in conjunction with medical 
management. , 

‘Strandness(15) has found several pa- 
tients who complain of severe dumping 
when certain foods are ingested in the 

© home situation. In a laboratory* situation 

“these same patients fail to “dump” when 

‘these same “taboo” foods are admjnis- 
tered. 

“It is probable that the pathogenesis of 
the dumping syndrome lies in a complex 
` interaction of anatomic, physiologic, psy- 

chologic and environmental stress factors, 

as other workers have suggested(9). 

Thoroughman and associates (17) ,advo- 
cate the use of what he calls his depriva- 
tion scale as a useful instrument in predict- 
ing the outcome of surgical intervention in 

_ patients with intractable duodenal ulcer 
symptoms. He states that cutoff scores are 
given for predicting surgical outcome and 
that when these cutoff scores are used the 
scale has a high predictive value. 

Rond(13) discussed 50 postgastrectomy 
patients evaluated from a psychiatric view- 
point and concluded that the postopera- 


tive course was dependent upon two — 


factors: the personality dynamics of the ~ 


patient and the importance of the ulcer as 
an operant stress factor. If the ulcer is the 
primary stress factor in a stable personal- 
ity, its removal leads to excellent results 
postoperatively. If, however, the ulcer is 
associated with an emotionally unstable per- 
sonality, Rond expects nothing but poor 
results from surgery. 

Szasz(16) conducted follow-up studies 
of ulcer patients who had been treated by 
means of vagotomy and presented some 
findings which suggested that removal of 
ulcer symptoms may be followed by the 
development of other symptoms. Brown- 
ing and Houseworth(4) report a study 
utilizing a control group of 30 duodenal 
ulcer patients undergoing medical treat- 
ment for their ulcers and an experimental 
group of 30 patients who have undergone 
gastrectomy for their ulcers. They found 
that the surgically treated group had a 
significant decrease in ulcer symptoms fol- 
lowing gastrectomy but that there was a 
concomitant increase in other psychoso- 
matic and psychoneurotic disorders. In fact, 


the incidence of psychosomatic symptoms 


in the surgically treated group was said to 
increase from 13 to 37 percent and the 
incidence of psychoneurotic symptoms 
from 50 to 100 percent. None of these pa- 
tients in the surgically treated group was 
studied prior to surgery. At follow-up the 
medically treated control group still had 
their ulcer symptoms but had developed 
few new ones. 


Roth, Cogbill and Onufrock(14) discuss 


x 


a series of 100 men from the Cleveland — 
Veterans Administration Hospital who had’ ~ 


elective partial gastrectomies between 1951 
and 1955, They found that postoperative 


fatigue and weakness were important ~ 
enough to interfere with work and social , 


activities and that these symptoms ap- 
peared or increased in 56 patients. About 
one-third of the patients took lower-pay- 
ing jobs. This confirmed the experience of 
other investigators. Few patients blamed 
their “dumping syndrome,” but blamed in- 
stead their weakness and fatigue. 


SUBJECTS AND PROCEDURES 
The subjects in this study are patients 
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admitted to the ical and medical ser- 
vices of the Seattle Veterans Administra- 
tion Hospital and the University of Wash- 
: ington Hospital. All subjects must meet the 
_ following requirements: a) peptic ulcer 
demonstrable by X-ray; b) under 60 years 
of age; and c) no other major physical dis- 
ability at the time the patient is taken into 
the study. 

BT tis were psychiatrically inter- 
; ed and in addition completed a Cor- 
nell Medical Index(3) and a Minnesota 
; _Multiphasic Personality Inventory (8). 


oS 
Re, 


_ The interviewer attempted to gather 
_ standard information about each subject, 
_ inquiring particularly into his work history, 
age at onset of symptoms, stress factors, 
presence or absence of symptoms other 
han those of peptic ulcer and other details 
personal history. 
Some of the subjects receive medical 
Pees for their ulcer and do not un- 
rgo surgical treatment. Later, some of 
ese have surgical treatment for their pep- 
ulcer, Others very promptly have a 
gastrectomy with vagotomy for the man- 
ement of their symptoms. Therefore, 
‘there are two groups for comparison. The 
st group is a control nongastrectomy 
roup which has been followed at approxi- 
mately yearly interviews for up to three 
years. The second is an experimental group 
or gastrectomized group which has been 
4 followed at yearly intervals for up to four 


= years. 
‘i It has not always been possible to get 
patients back to the hospital for reevalua- 
tion in a given year. The data, therefore, 
iow some difference in the number of 
_ subjects, depending on the number that 
were available for follow-up in a given 
year. As an additional complication some 
patients have, on occasion, been unwilling 
_to complete the full test battery and so the 
amount of data on each patient has varied 
_ Somewhat. Because of this the information 
is sorted into subcategories and means are 
used so that groups are as comparable as 
possible. The first patient was admitted to 
3 ieee in 1960 and the most recent fol- 
low-up was in November 1964, 


RESULTS g 
» At the present time 42 subjects have 
eh 


been interviewed and tested. Follow-up 
data are available now on 34 of these. 
However, four of this group have been 
discarded for the purpose of this paper, 
since two of them are women (an insuffici- 
ent number) and two of them have had a 
different surgical procedure than the rest 
of the group (pyloroplasty and vagotomy 
as contrasted with a hemigastrectomy and 
vagotomy). Our data deal, then, with 30 
patients, 15 of whom have been treated 
surgically with gastrectomy and 15 of 
whom have been treated medically. The 
nonoperated group of patients had their 
ulcer symptoms from one to 20 years be- 
fore entering the study. 

At follow-up interviews 12 of these non- 
gastrectomy patients reported recurrent 
ulcer symptoms and three reported no fur- 
ther ulcer symptoms. The severity of symp- 
tom’ was rated on the following scale: 
severe—intractable pain or repeated bleed- 
ing ; moderate—constant symptoms, not in- 
capacitating; mild—occasional symptoms, 
not interfering with function. 

At the time of the most recent follow- 
up, three of these patients had severe ulcer 
symptoms and seven had symptoms that 
could be rated as mild. Three of these pa- 
tients have developed new symptoms over 
the years ; these have included weight loss, 
“nervousness,” dizzy spells, one man com- 
plains of a swelling foot and one patient 
has developed multiple complaints. This, 
however, is a small segment of this patient 
population and indicates that only the rare 
patient in this group developed new symp- 
toms. a 

The gastrectomized group consists of 15 
patients who had their ulcers for from 
one to 40 years before entering the study. 
When seen for follow-up, none of these 
patients currently report ulcer symptoms. 
New symptoms, however, were reported 
by 13 of the patients and consisted of 
such complaints as chest and back pain 
(two patients), abdominal cramping (two 
patients), easy fatigability (five patients), 
medically diagnosed hypertension (one pa- 
tient), insomnia (two patients), “increased 
nervousness” (five patients), weight loss 
(two patients) and assorted other com- 
plaints such as decreased stamina, diar- 
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rhea, dizzy spells not related to meals, neck 
pain and back pain. 

A review of work status of the two 
groups reveals two unemployed among 
the nongastrectomized patients. The re- 
mainder have worked steadily and appar- 
ently at the same level of function as pre- 
viously. The gastrectomized group report : 
three unemployed ; two retired (older pa- 
tients); two marginally employed; and 
nine steadily employed. Of these nine 
steadily employed, two report an increase 
in the status of their work, three report a 
decrease in status and one reports de- 
creased effectiveness at his work. 

One of the frequent complaints of the 
gastrectomy group involved “dumping.” 
Symptoms are classified as: a) mild (do 
not interfere with work or usual activity ) 
—four patients; b) moderate (occasionally 
interfere)—three patients; and c} severe 
(frequently interfere )—two patients. Thus, 
a total of nine patients out of the 15 who 
have been treated surgically have com- 
plaints of “dumping.” 

The Cornell Medical Index. All subjects 
completed the Cornell Medical Index 
(CMI) each time they were asked to. The 


FIGURE 1 


structure and ease of completing this form 
made it more acceptable than some of the ` 
other instruments employed. 

For reasons commonly associated with 
long-term follow-up procedures, the num- 
ber of subjects available for testing and 
analysis has varied. This, plus the shift of 
some subjects from the nonoperated group | 
to the gastrectomized group, has made it 
desirable to treat the data in terms of 
mean scores (see Figures 1 and 2). 

When viewed in this fashion the mean 
scores hold relatively steady, but they tend 
to go down in the nonoperated subjects: 
This is in spite of the three members of the 
group who had surgery either between the 
initial and the second test or between the 
first and second year. (Their scores tend- 
ed to go up.) 

In contrast the mean scores for the surgi- 
eally treated patients tended to increase 
gradually. “Sy 

Examination of the item scores in the 
two groups shows no change of any re- 
markable degree in the nonoperated group, 
although the mean scores do tend to de- 
crease. In the surgically treated group 
there are some small increases in mean 
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Mean Scores of the Nongastrectomized Patients on the Cornell Medical Index 


HE Original Test 
HW Ist Follow-up 
GZ 2nd Follow-up 
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scores in the cardiovascular scale and in the 
ee scales which include more general 
ry és of complaints (Land J, K and L, M to 
R). This indicates an increase in complaints 
Sout such symptoms as exhaustion, tired- 
ness, feelings of illness and “sickliness,” 
aches and pains making work difficult, gen- 
eralized unhappiness, other systemic illness, 
injuries and neurotic complaints of various 
sorts, including feelings of isolation, de- 
pression, worrying, sensitiveness, suspicious- 
ess, etc. 
Tha, what appears to happen is an in- 
' crease in the essentially neurotic kinds of 
complaints in the patients who have had 
Surgical treatment of their symptoms. At 
the same time the gastrectomized group 
shows a decrease in the symptoms ascribed 
to under the gastrointestinal category. This 
decrease is more marked in the first year 
after surgery than it is by the second 
year when it has again increased to almost 
its original level for the group. 

The Minnesota Multiphasic Personality 
Inventory. The Minnesota Multiphasic 
Personality Inventory has been adminis- 
tered to all patients in the series. There are 

ə a total of 18 subjectsiin the nongastrectomy 


HB Original Test 
“NII Ist Follow-up 
YHA 2nd Follow-up 


che FIGURE 2 
Mean Scores of the Gastrectomized Patients on the Cornell Medical Index 
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group who have had more than one ad- 
ministration of the test with at least one 
year between administrations. In the gas- 
trectomized group there gre 13 patients 
who had preoperative and one year post- 
operative follow-up with the MMPI. In 
addition eight had two-year tests and four 
had three-year follow-ups. The MMPI 
profiles shown are the standard 13 scales, 
plus four derived scales which are desig- 
nated Low Back Pain (LBP), Social De- 
sirability (SD), Dependency (Dep) and 
Manifest Anxiety (MAS). 

Figure 3 shows the mean MMPI profile 
of the nongastrectomized patients on the 
initial administration of the test and one- 
year follow-up test. Figure 3 also illus- 
trates the range of mean scores for the 
individual scales on the follow-up test. 

The MMPI scores for the gastrectomized 
group are on Figure 4 which shows the 
mean profile for the pre- and postoperative 
samples. 

Examination of Figures 3 and 4 re- 
veals that the mean scores on the scales 
Hs, D, Pt and Sc are lower for the gastrec- 
tomized group at the time of the follow- 
up examination than they were originally. 
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Mean MMPI Profiles of the Nongastrectomized Patients 


—— First test 


mae Follow up 


L F K Hs D Hy Pd Mf Pa Pt Sc Ma Si 


L, F and K—Validity scales 
Hs—Hypochrondriasis” 
D—Depression 
Hy—Hysteria 
Pd—Psychopathic deviate 
Mf—Masculinity-femininity 
Pa—Paranoia 
Pt—Psychasthenia 

*  Sc—Schizophrenia 
Ma—Hypomania 
Si—Social introversion 
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LBP—Low Back Pain = 
SD—Social Desirability 
DEP—Dependency 4 
MAS—Manifest Anxiety __ 
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This change does not occur on’ the non- 
gastrectomized group, where the scores on 
«the Hs and Hy both increase slightly at the 
time of the follow-up examination. 
Statistical evaluation of the scores shows 
that the changes between the means on the 
Hs scale of the second test were significant 
(p=.05) suggesting that the nongastrec- 
tomized patients were complaining signifi- 
cantly more about their stomach pains. THe 
other differences are not statistically sig- 


f 
> 
f nificant. The F, Hy and SD scale scores 
= vary more in both directions on retest 


$ 


AN gastrectomy patients) than did the scores 


_of nongastrectomized group. 
_ On the Si scale the nongastrectomized 
patients appear more extroverted, that is, 
‘more externalized in social responsiveness 


a 
g 
_ (perhaps asking for help as the need for 


ee other scale which changes signifi- 
mtly is the LBP scale in which both 
groups increase over the one-year period 
“with the nongastrectomized group increas- 
ing significantly more. 

‘Examination of the MMPI profiles for 
the eight patients who had two-year fol- 
low-ups are shown in Figure 5. The com- 
parison of the mean profile of the original 
test and the two-year test shows a differ- 
ence on the Mf, Ma, LBP and Dep scales ; 
however, again this is of questionable sig- 
nificance. When the mean profiles for the 
four patients who had three-year follow- 


Jan operation seems to become greater). 


“ups are examined, the most notable factor 


is the return of the three-year postopera- 
tive profile to a level equal to or above the 
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original one on all scales except Mf and ~ 


SD (Figure 6). 

One additional view of the MMPI data 
is provided by adding the actual changes 
in score of the mean profiles between the 
original test and the second test and di- 
viding by the number of items (see Table 


1). 


TABLE 1 
Changes in MMPI Group Profiles Between Original and 
Follow-Up Tests 


NET MEAN GROSS MEAN 
GROUP CHANGE CHANGE 
Nongastrectomy 1.05 6.49 
Gastrectomy —1.18 7.41 
Gastrectomy, two years .94 4.86 
Gastrectomy, three years 1.39 7.66 


There is a greater net change in the +- 


MMPI scores in the gastrectomy group.at 
the end of one year. This net change is a 
decrease. The gross change is also greater 
in the gastrectomized patients at the end 
of one year. However, in the second and 


third years the scores return to levels above + 


the first follow-up, apparently as new | 


symptoms appear. 
DISCUSSION 


In comparing these two groups of pa- 


FIGURE 5 
Mean MMPI Profiles of Eight Gastrectomized Patients After Two-Year Follow-Up 
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Mean MMPI Profiles of Four Gastrectomized Patients After Three-Year Follow-Up 
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tients, 15 of whom are in the nongastrec- 
tomy group and 15 of whom are in the 
gastrectomy group, there appears to be an 
obvious difference in the follow-up materi- 
al obtained in the interviews. Of the 
nongastrectomy group 80 percent (12 pa- 
tients) complain of recurrent ulcer symp- 
toms, whereas of the gastrectomy group 
none have such complaints. Among the 
latter group it iş obvious that hemigastrec- 
tomy with vagotomy has virtually elimi- 
nated the ulcer symptoms. However, in re- 
gard to the development of new symptoms 
the results appear to be opposite in char- 
acter. The nongastrectomy group showed 
only 20 percent (three patients) devlop- 
ing new symptoms such as weight loss and 
nervousness, but of the gastyectomy group 
87 percent (13 patients) have developed 
new symptoms comprising a varied mix- 
ture of psychoneurotic and psychophysio- 
logic complaints. 

It is possible to raise the questiop as to 
whether the emergence of such symptoms 
in the gastrectomy group is entirely “new” 
or whether such complaints may have been 
present initially but not mentioned by 
the patient. During the initial interview of 
. all patients it was attempted to elicit any 

and all symptoms of even the very mildest 
nature by direct questions into each separate 
area comprising a system review. The pa- 
tients involved in this ulcer study in gen- 
eral at the initial interview had few com- 


Sc Ma Si LBP SD DEP MAS 


plaints other than those centered around 
their ulcer problems. Therefore, it is our 
opinion that these symptoms complained 
of by the gastrectomy group after surgery 
are really new symptoms. 

In regard to the work status it again ap- 
pears that there has been more change 
among the members of the gastrectomy 
group than among the members of the 
nongastrectomy group. 

The findings in regard to “dumping” 
among the gastrectomy group were treated 
as separate findings and do not constitute 
what we have considered to be new com- 
plaints subscribed to by the gastrectomy 
group, except insofar as the two patients 
who complain of severe dumping may 
have been affected in their abilities and 
energies in general. j 

The findings from the Cornell Médical 
Index in general parallel the findings ob- 
tained by interviews. The gastrectomy 
group tends to gradually increase the num- 
ber of complaints subscribed to on the 
Cornell Medical Index. In the gastrectomy 
group on the initial follow-up by the Cor- 
nell Medical Index after surgery there was 
a decrease in the symptoms subscribed to 
under the gastrointestinal category which 
appeared to approach the original pre- 
operative level for the group with the 
passage of time. 

The data from the MMPI profiles also 
tend to follow the pattern set by the Cor- « 
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nell Medical Index material. The gastrec- 
tomy group tends to show more change in 
both directions, that is, toward more psy- 
chopathology and toward less psychopa- 
thology than the nongastrectomy group. 
This is particularly true on the initial MMPI 
after surgery. With subsequent follow-ups 
(although a low N may make this of 
questionable significance) the MMPI pro- 
files tend to approach that of the initial 
_ preoperative profile. 
Therefore, it is apparent that the follow- 
up material from psychiatric interviews 
_ reveals that the gastrectomy patients have 
a definite decrease in ulcer symptoms and 
a definite increase in new symptoms and 
complaints, with the opposite findings be- 
ing true for the nongastrectomy group, The 
findings from the Cornell Medical Index 
and the MMPI profiles tend to indicate 
more change occurring in the gastrectomy 
group after surgery, with these changes, 
however, in subsequent follow-ups tending 
to return toward the preoperative levels. 


| SUMMARY 


This is a long-term study of 34 peptic 
_ ulcer patients who have had repeated psy- 
_ chiatric and psychological evaluations. 
_ They have met the following criteria: a) 
peptic ulcer demonstrated by X-ray; b) 
under 60 years of age ; and c) no other ma- 
_ jor physical disability. 
= All patients were evaluated before any 
of them had a gastrectomy. Subsequently 
__ U5 have had a gastrectomy and another 15 
have continued on medical management, 
_ thus providing a control group which has 
not undergone gastrectomy and an experi- 
_ mental group which has had a gastrectomy. 
_ Four patients of the original group were 
K eliminated from the study because of hav- 
ing had different procedures from the re- 
mainder, 

Evaluations, both initial and follow-up. 
have consisted of psychiatric interviews 
j and a psychological test battery consist- 
___ ing of the MMPI and the Cornell Medical 
_ Index. The patients have been evaluated 

yearly for a period of up to four years. At 

the follow-up evaluation an assessment is 
made of the patient’s state of health as well 
»as his home and job adjustment during 


the interval. It is determined whether or 
or not he still has ulcer symptoms, other 
symptoms subscribed to at the first inter- 
view, postgastrectomy symptoms or some 
totally new set of symptoms. 

The results show that most patients (80 
percent) in the nongastrectomy control 
group have recurrent ulcer symptoms. Only 
three of this group developed any new 
symptoms. 

The gastrectomy group at follow-up, 
however, had no patients who complained 
of recurrent ulcer symptoms. Thirteen pa- 
tients (87 percent) of the gastrectomy 
group complained of new symptoms, such 
as chest and back pain (two patients), 
abdominal cramping (two patients), easy 
fatigability (five patients), medically di- 
agnosed hypertension (one patient), in- 
somnia (two patients), “increased nervous- 
ness? (five patients), weight loss (two 
patients) and assorted other complaints such 
as decreased stamina, diarrhea, dizzy spells 
not related to meals and neck and back 
pain, 

The data derived from the Cornell Med- 
ical Index indicate that the complaints of 
the nongastrectomy group remain fairly 
stable. The gastrectomy group initially had 
a decrease in complaints in regard to the 
gastrointestinal items which has sub- 
sequently in yearly follow-ups tended to 
return ‘to the original level. Complaints in 
other areas of a psychoneurotic and psy- 
chophysiological nature tended to increase 
in the gastrectomy patients. 

The MMPI data tended to indicate 
greater change in the gastrectomy group 
both in the direction toward more psycho- 
pathology and in the direction toward less 
psychopathology than any change noticed 
in the nongastrectomy group. The latter 
group tended to remain fairly stable. The 
MMPI profiles of the gastrectomy group 
tended to move back toward the original 
preoperative MMPI profile in subsequent 
years, 

In regard to the new symptoms com- 
plained of by the gastrectomy group dur- 
ing the follow-up psychiatric interviews, it 
appears likely that gastrectomy with its 
relief of ulcer symptoms was instrumental 
in pushing these new symptoms into sig- 
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nificance. It appears, therefore, that surgical 
treatment of the ulcer without treatment 
of the underlying anxieties and conflicts 
tends to result in the development of 
new symptoms which replace the function- 
al role served by the ulcer symptoms in 
the maintenance of psychodynamic homeo- 
stasis. 
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Delusion among the insane may be supposed to bear about the same relative part in 
their unnatural acts that a well-defined motive does in the acts of those who reason 
correctly. Persons possessed of reason perform the larger portion of their acts from no 
well-considered motive of which they are conscious. Acts are done from an impulse 
which is, after all, the result of some former reasoning process. So the phenomena of 
moral insanity, so called, may follow some former diseased process of thought of which 


the individual himself has no consciousness, and which, of course, 


could detect. 


no skill of another 


ANDREW MCFARLAND, MD. 
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PRIVATE PRACTICE OF PSYCHIATRY : A SYMPOSIUM 


A ten-year review of the private practice 
of psychiatry took place on May 3, 1965, 
during the annual meeting of the American 
Psychiatric Association. The speakers in- 
cluded : 

Mr. Robert L. Robinson, Public Informa- 
tion Officer, American Psychiatric Associas 
tion. 

Charles H. Brown, M.D., Wichita Falls, 
Texas, 

Max Rinkel, M.D., Boston, Mass. 

Wilfred Dorfman, M.D., Brooklyn, N.Y., 
who discussed Dr. Brown’s and Dr. Rink- 
el’s papers. 
= Alexander Gralnick, M.D., Port Chester, 
BEN: Y. 
= Jesse Arnold, M.D., Worcester, Mass. 
Their papers are abstracted below. 


MR. ROBERT L. ROBINSON 


Psychiatry has succeeded in establishing 
a meaningful and sympathetic dialogue 
_ with the American people. Perhaps the 
most acid test of the existence of this di- 
_ alogue lies in the manifest willingness of 
the American people to channel a far 
greater portion of their national wealth 
into meeting mental health needs. The 
people, through their legislators, have 
made clear their willingness to share with 
the private segment of the economy in 
doing what is necessary. 

The establishment of this dialogue, I 
Suggest, emanated in the first instance 
from the demonstration by the private 
practice sector of the profession since 
World War II that it is indeed feasible to 
launch a wholly new approach to mental 
illness in our country, This would probably 
never have been possible so long as we 
relied on the large public mental hospital 
as our main instrument for coping with the 
mental illnesses. 

We know that the psychiatrist in private 
practice may now be treating as many as 
a million patients a year, a very substantial 
number of them psychotic. We know that 
more than half of Private-practice psy- 
chiatrists spend some time outside their 
offices as teachers or consultants to all 

> manner of community agencies. > 
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As for the private psychiatric hospitals, 
dour prophets who predicted their inevita- 
ble demise a few years back did so pre- 
maturely. There is so much life in these 
hospitals that today they are admitting 
about a third as many patients as are the 
public mental hospitals. But what is more 
exciting to me is the manifest capacity of 
the private hospitals to adapt to changing 
patterns of psychiatric care. They are 
rushing in to meet community needs that 
are not, and probably cannot be, met as 
effectively by public agencies. Many of 
them provide the range of services en- 
compassed in the term “community mental 
health center.” 

I will confess to being a little confused 
every time I use the term “private practi- 
tioner.” it does not convey a clear image. 
What's so private about him? It seems to 
me that what I have been talking about is 
a public servant and public service. There 
may be some valid distinction between the 
psychiatrist who draws most of his income 
from patient fees and the one who draws 
a public salary, but even this distinction is 
blurred when one thinks of the number of 
so-called public servants who engage in 
part-time private practice and the number 
of so-called private practitioners who en- 
gage in part-time public service. The di- 
chotomy appears to me largely artificial 
and unproductive. 

I would like to mention one final impres- 
sion which helps, I think, to account for 
our success in establishing the dialogue I 
mentioned earlier with a degree of suc- 
cess that goes beyond what the rest of or- 
ganized medicine has been able to achieve. 
This has something to do with what may 
be called the social conscience factor, 
which appears to be more predominant in 
our specialty than in the rest of medicine. 
We have, on the whole, been able to com- 
mit ourselves to sincere support of the 
principle that the national cost of doing a 
civilized job of caring for the mentally ill 
must be shared by the taxpayer and the 
private individual. I think I spout no radi- 
cal dictum when I say that the America 
people propose to meet the great health, 
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education and welfare needs of the day 
without allowing some artificial shibboleth 
known as “private practice” to stand in the 
way. 

Psychiatrists have shown `a capacity sin- 
gular in medicine to sense the will of the 
people and to adjust to it in sufficient degree 
to engender the warmth that characterizes 
our dialogue. 


DR, CHARLES H. BROWN 


The most important change that has oc- 
curred in the past decade has been the 
gradual effort toward implementing what 
has been called community psychiatry. 
This may be a new concept to some in- 
dividuals primarily engaged in institutional 
work or teaching, but to those of us in 
communities of about 100,000 it is “old 
hat.” With the advent of chemotherapy, 
beginning in about 1952, it has become 
possible to handle a much wider Spectrum 
of problems outside the hospital so that the 
patient is not separated from his work and 
family. This in turn has increased the con- 
fidence of the patients and their families 
and has changed onlookers’ attitudes to- 
wards psychiatry and psychiatrists. 

Our colleagues in medicine seem less 
fearful and defensive about psychiatric 
problems since they now utilize the psy- 
choactive drugs (with varying degrees of 
efficiency) and are beginning to feel more 
confidence in their ability to «cope with 
the early and minor psychiatric symptoms. 
There has been a slow but definite reinte- 
gration of psychiatry into the rest of medi- 
cine. $ 
Among the public there has gradually 
developed a realization that the dramatic 
and painful alternatives for psychiatric pa- 
tients, such as electric and insulin shock 
therapies and state hospital commitment, 
are not the only devices that psychiatry 
has to offer. This of course lessens the fear- 
fulness of the patient and his family and 
leads to earlier recognition and accept- 
ances of symptoms so that procedures can 
be instituted at a more reversible stage of 
their development. Consultations in gener- 
al hospitals with medical and surgical ser- 
vices have increased qualitatively and 
quantitatively as a result of this new ap- 


proach. 


Another important change has taken 
place in the field of economics. Those of 
us who remember the late 30s and early 
40s, prior to the new treatment methods, 
recall the relatively poor prognosis and ex- 
pected long-term hospital stay for most 
patients. Because of this, large numbers of 
people were committed to state hospitals 
and many became wards of the state. Fol- 
lowing the advent of electroshock therapy 
in 1933-34 there was a drop in the aver- 
age length of hospitalization, but even then 
stays of three to four months were com- 
mon. Since the development of chemo- 
therapy, and with the added impetus of 
improved relationships with the commu- 
nity, hospital stays have dropped dramat- 
ically. 

In our own general hospital, which has 
a 30-bed unit for psychiatric patients of all 
types—no psychiatric problem is refused 
admission—the hospital stay for 1963-64 
averaged 13.5 days. This is a far cry from 
the statistics of 30 or even 15 years ago. 
Because of the drop in hospital stay there 
has been an improvement in the coverage 
of psychiatric disorders by insurance car- 
riers, which in turns adds to the number 
of people now eligible for private hos- 
pitalization and early treatment. 

Another trend is that we find ourselves 
seeing patients intermittently over a longer 
period of time than previously for psycho- 
therapy, readjustment of drugs and other 
procedures that might be considered “pre- 
ventive.” 

The changes that have taken place are 
not without their problems. One of these 
relates to the fact that the majority of pa- 
tients referred to us for help have often al- 
ready been “seen” and “treated” by other 
people, not only in the medical profession 
but by friends, neighbors and family who 
have been exposed to chemotherapy and 
have passed the word around. 

It is not unusual for a patient to have a 
handbag full of tranquilizers which he 
has been taking irregularly and ineffi- 
ciently, sometimes over a period of months, 
before seeking psychiatric help. In many 
instances the medicines were given in 
good faith by a physician, but as we all 
know, such patients have a tendency to 
“shop atound,” and in many cases they « 
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will have counteracting drugs and more 
than one drug with the same effect. Many 
times I have seen evidence of lack of 
_ diagnostic acumen so that a depression un- 
derlying hyperactive symptoms goes unreç- 
= ognized. This is probably the greatest dis- 
= advantage of the last ten years—the 
tendency to “over-pill” the patient. 
5 Another difficulty that may become more 
apparent later is the effect of drugs on the 
_ classical development of schizophrenia. 
We can raise the question “Will the vari- 
ous drugs now being used influence what 
used to be considered the average life his- 
tory of a schizophrenic development?” 
_ The dynamics of early life and reaction 
formation of later life seem to be in- 
fluenced; will changes brought about by 
chemotherapy result in a new breed of 
psychiatric entities that will not be clear- 
ly defined ? 


Í DR. MAX RINKEL 


-One of the major problems of the psy- 
_ chiatrist in private practice is his relation- 
_ ship to hospitals. While a number of psy- 
_ chiatrists are on the active or consulting 
_ staff of a private or general hospital where 
_ they are privileged to treat their patients, 
N few, if any, have such welcome relation- 
ships with the Veterans Administration, 
state or teaching hospitals. One of the 
major reasons for this may be the great 
_ distances that often separate the psychia- 
__ trist’s office from these hospitals which, at 
least in Massachusetts, are located at 
_ Some distance from the major cities. 
__ A tabulation by Schulberg! reveals in- 
_ teresting data about the problem of selec- 
_ tion of patients by psychiatrists in private 
_ Practice. According to this tabulation, some 
— 20 to 50 percent of the psychiatrists in 
_ Boston do not accept for treatment the 
-following categories of patients: adoles- 
_ cents with behavior problems, adult socio- 
k paths, alcoholics, drug addicts, delinquent 
minors, persons suffering from acute and 
chronic brain syndromes, the mentally re- 
tarded or those afflicted with convulsive 
disorders. Most psychiatrists in the area 


1Schulberg, H. C.: Private Psychiatric Services 
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do accept for evaluation and treatment pa- 
tients with psychoneurotic disorders, chron- 
ic borderline disturbances, marital prob- 
lems, sexual deviations, psychotic disorders 
and symptoms of acute disturbance. 

The problem of the selection of patients 
becomes even more aggravated when it 
comes to the treatment of children and 
adolescents. A genuine paucity of child 
psychiatrists exists and the public agencies 
such as the Judge Baker Guidance Clinic, 
the Massachusetts Mental Health Center 
and others usually have a long waiting 
period before a child can be admitted, 
even in an emergency. 

Another problem is the regrettable ab- 
sence of a fee schedule to serve as a guide. 
Such an instrument would certainly be to 
the advantage of both patient and phy- 
sician since it would eliminate the bewilder- 
ment of patients forced to shift from one 
psychiatrist to another and spare the psy- 
chiatrist embarrassment when his fees 
grossly diverge from those previously 
charged. 

Also related to the question of econom- 
ics is the emergence of the community 
mental health center, which some psychia- 
trists in private practice consider an eco- 
nomic threat. I feel, however, that one 
must recognize the state’s justified interest 
in the prevention of mental illness and its 
moral and legal obligation to indigent cit- 
izens who suffer mental disturbances. 

At present Massachusetts has only one 
mental health center, the former Boston 
Psychopathic Hospital, now reorganized as 
the Massachusetts Mental Health Center. 
The construction of four or five new cen- 
ters is being planned and one, in Lowell, is 
nearing completion. An economic threat 
arises from the fact that patients will ap- 
parently be admitted to the centers regard- 
less of financial status. Thus patients with 
private funds or insurance coverage could 
become lost to the private psychiatrist who 
derives his livelihood exclusively from his 
office practice. Since the private psychia- 
trist is highly essential in providing neces- 
sary mental health services to the com- 
munity, it is to be hoped that policies for 
the admission of financially able patients to 
publicly supported mental health centers 
will be carefully evaluated. 


ROBINSON, BROWN, RINKEL, DORFMAN, GRALNICK AND ARNOLD 


DR, WILFRED DORFMAN 


I am convinced that Wichita Falls and 
Boston are in different states than Brook- 
lyn—psychiatrically as well as geograph- 
ically. The availability of psychiatric beds 
in a general hospital in a community where 
the population is 100,000 is indeed inspir- 
ing when one considers the same situation 
in Brooklyn, where probably over three 
million reside. s 

Brooklyn is unusual—at least psychiat- 
rically. We have a state hospital, a county 
hospital with a psychiatric unit and about 
35 private general hospitals; only one has 
psychiatric inpatient facilities. Total pri- 
vate beds number 20. Hospitalization for 
private patients can also be accomplished 
by banishing the patients to Manhattan, 
Long Island or Westchester County, all of 
which are fairly adjacent, like Siberia. | 

As for the “image” of the psychiatrist, 
it is apparent that Boston differs from 
Wichita Falls. I can personally vouch for 
the fact that there are even greater differ- 
ences in Brooklyn. In some parts of Brook- 
lyn, orthodox psychoanalytic attitudes, 
thinking, behavior and rituals remain en- 
demic, relatively unaffected by recent ad- 
vances, especially in psychopharmacology. 
We have at léast 200 psychiatrists. Some 
have the self-image of the analyst; others 
are genuine hybrids and see no confjict be- 
tween psychodynamics and neyrophysiol- 
ogy- 
Dr. Brown has noted that the concept of 
community psychiatry is not exactly’ new 
in his area. He has commented on the im- 
pact of psychopharmacology on current 
techniques of treatment. I was particularly 
impressed by the success of short-term 
psychiatric treatment in a general hospital 
and with the availability of insurance cov- 
erage. In Brooklyn adequate psychiatric 
units in general hospitals are as yet an il- 
lusion and must necessarily precede any 
definitive progress in regard to adequate 
insurance coverage. 

The practical method of increasing the 
time between office visits of patients, an 
acceptable procedure in Texas, is viewed 
with suspicion in some choice areas of 
Brooklyn. My own behavior in this regard 
has been explained as a persistent defect 


dué to’ my having been an internist who ; 
just “couldnt make the complete change- 
over to psychiatry.” 


Dr. Rinkel expressed a concern that com- — 
munity mental health centers might be- 


come an economic threat to private prac- — 


tice. I believe that the advent of these 


centers, where comprehensive manage- 
ment will be available, will be most wel- 
some. For the many patients who cannot 
afford private psychiatric care, it would 
certainly be preferable to treat them in a 
center as outpatients rather than in the 
county hospital. It is my feeling that psy- 
chiatrists would welcome the opportunity 
for part-time, salaried appointments, with 
Social Security benefits, in such centers 
rather than part-time voluntary work. 

There is one field in which we in Brook- 
lyn have made some definitive accomplish- 
ments. This is in our program for the 
postgraduate psychiatric education of non- 
psychiatric physicians. For the past eight 
years many of us have held small group 
seminars for six weekly sessions, twice a 
year. I can recall that a decade ago this 
type of training was considered to be not 
only futile but definitely dangerous; now it 
is accepted as an absolute necessity. In 
addition to its goal of increasing the fami- 
ly doctor's ability to recognize and man- 
age many emotional problems, especially 
in those with concomitant somatic disease, 
it has also helped him to recognize his 
limitations. Perhaps of even greater sig- 
nificance has been its effect on improving 
communication between psychiatrists and 
other physicians. 

If all this can happen in Flatbush, it 
should be possible elsewhere. The future 
looks bright. 


DR. ALEXANDER GRALNICK 


A number of trends and social forces 
currently at play seriously affect the pri- 
vate practice of psychiatry. First, the 
growing emphasis on community psychia- 
try places increasing pressure on,the pri- 
vate psychiatrist and demands more of his 
time for public service. As a matter of fact, 


. in suburban areas the success of com- 


munity psychiatry will depend on the de- 
gree to which he sacrifices office time, as in 
most such areas only the private office and , 
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private hospital practitioners are available 
for community work. 

There also remains a serious shortage 
and maldistribution of psychiatrists to 
meet the needs of a growing population 
which contains increasing numbers of 
troubled citizens. The more adequate cov- 
erage of psychiatric disorders by health 
insurance plans is bringing more patients 
from all levels of society to the attention 
of the private psychiatrist not only in the 
clinic but also in the office and in the pri- 
vate hospital. 

I would like to address myself particu- 
larly to the role of the private hospital. 
While suspicions of the motives and meth- 
ods of private psychiatric hospitals have 
been ever-present, these hospitals, un- 
daunted, have faced their shortcomings 
and continuously raised their standards of 
patient care and public service, A total of 
140 hospitals are members of the National 
Association of Private Psychiatric Hospi- 
tals; 60 percent of this group has gained 
the approval of the Joint Commission on 
Accreditation of Hospitals. Last year 24 
private hospitals sought accreditation from 
this body and all but one were approved. 

Despite their position in the vanguard 
of developments such as day and night 
treatment programs, milieu therapy and 
the open hospital, the private hospitals 
have tried to act as a balancing force 
against undue enthusiasm over new trends. 
Several of them have resisted the trend to- 
ward excessively short-term hospitaliza- 
tion, particularly as an end in itself. They 
have remained available for the intensive 
treatment of patients who need medium 
2 long-term care for successful rehabilita- 

on. 

Many private hospitals have moved from 
eorne. only inpatients to the concept of 
Gel a a et e 

nt process. They have also 
responded to the crying need for beds for 
adolescents and have modified their pro- 
grams tọ accommodate adolescent patients 
and to train psychiatrists to handle the in- 
creasing number of young people who are 
decompensating. 

The private hospitals as a group have 
played a part in gaining health insurance 

, coverage of mental illness and insaddition 


have. modified their cost structures to ac- 
commodate patients covered by Blue Cross 
and other insurance carriers. 

In the past ten years these hospitals have 
opened their staffs to the private practic- 
ing psychiatrist so that at present it is es- 
timated that about one-half of the private 
practitioners of psychiatry are associated 
with private psychiatric hospitals in one 
capacity or another. 

However, all has not been a matter of 
successful accomplishment and obvious 
progress. Several attempts in various areas 
have met with failure. The private psy- 
chiatric hospitals see the need to overcome 
outmoded tradition and understandable— 
although unnecessary—prejudice so that 
further progress in the direction of ex- 
tended service to, and cooperation with, 
private agencies may be possible. 


DR. JESSE O. ARNOLD 


In recent years general hospital psychi- 
atry has become an increasingly important 
community mental health agency. In Wor- 
cester, Mass., a metropolitan area with 
nearly half a million population, we have 
had a general hospital psychiatric unit for 
11 years. 

Although Worcester has long been 
known to psychiatry through its institu- 
tions, the development of the private prac- 
tice of our specialty was slow. In 1920 < 
there were two psychiatrists in private 
practice; 20 years later there were four; 
and in 1950 there were 12. While all of — 
them belonged to the body of general 
medicine in the community and held mem- 
bership on the staffs of general hospitals 
where they consulted regarding patients, 
they were limited in what they could do. ` 
When the need arose for hospitalizing a 
mentally ill patient, it was necessary to 
transfer him to a private psychiatric hos- 
pital out of town or to a state hospital. In ~ 
either case the clinical relationship with — 
the patient was terminated, and often this — 
Separation came at a crucial point in the 
patient’s illness. It was this recurring dis- — 
ruption that prompted Worcester psychia- 
trists to seek a psychiatric unit in a local 
general hospital. 

After some delays and frustrations, St. 
Vincent Hospital, with 60 years’ experi- 


1966 


ROBINSON, BROWN, RINKEL, DORFMAN, GRALNICK AND ARNOLD 


1377 


ence as a private, nonprofit institution, 
was able to plan a 47-bed psychiatric unit 
in its new 500-bed general hospital which 
opened in 1954. At that time there were 
problems both inside and outside psychia- 
try. While it had begun to present a more 
acceptable image, it had not achieved no- 
table therapeutic effectiveness. State hos- 
pital populations were still rising. And 
within the medical community, surgeons 
and other nonpsychiatric physicians were 
not convinced that psychiatric patients be- 
longed in their domain—the general med- 
ical and surgical hospital. 

Eventually, although not easily, we 
learned to overcome this attitude. We at- 
tempted to show the other physicians our 
methods of handling patients. In the pro- 
cess the misconceptions and prejudices be- 
gan to fade. Meanwhile we were redis- 
covering the basic fact that our, patients 
were total human beings with alf manner 
of physical disorders along with their men- 
tal illness, We found we needed and could 
accept the help of general medicine. 

The integration process became ‘com- 
plete less than a year after the opening of 
the psychiatric unit when the hospital by- 
laws were revised to make psychiatry a 
division of the hospital along with surgery, 
medicine and obstetrics, with equal repre- 
sentation in the staff organization. 

Having won acceptance within the 
hospital, we could turn to obstaeles hinder- 
ing the development of the psychiatric 
services from outside. For a considgrable 
period we had noticed that admissions to 
the psychiatric service were, coming mostly 
from areas outside the city. This suggested 
a lingering stigma attached to receiving 
treatment within the patient’s own com- 
munity. We dealt with this problem by 
developing an admissions procedure which 
protected the patient's dignity and elim- 
inated the need for commitment papers 
and unwarranted interrogation. 

Concurrently, the advent of the psycho- 
active drugs largely eliminated the need 
for restraint, packs and prolonged seclu- 
sion and provided the means for handling 


any acute disorder. These and perhaps 
other unknown factors eventually reversed 
the admission trend and the majority of 
patients now come from within the city. 

. The role of a psychiatric service in a 
community is many-sided. Of most im- 
mediate importance is the prompt han- 
dling of the psychiatric emergency. This 
problem has traditionally taxed the re- 
sources of hospitals, courts, welfare agen- 
cies and the police. In most instances the 
general hospital psychiatric unit can pro- 
vide effectively for these trying cases. We 
use a simple procedure based upon psy- 
chiatric judgment and responsibility. The 
psychiatrist need only call the hospital to 
have the patient admitted. He continues to 
assume responsibility for care and control 
of the patient as long as the emergency 
continues. 

Less dramatic but perhaps of more im- 
° 
portance is the role the psychiatric unit 
plays in shortening hospitalization for men- 
tal illness, When our unit opened we had 
no idea what the average stay would be. 
Time and experience haye established this 
figure at 14 days. This leads us to the con- 
clusion that generally speaking, acute men- 
tal illness can be short-term illness. 

Given the present status of psychiatric 
knowledge, no certain etiology of mental 
disorders has been established and no 
system of psychiatry has been of demon- 
strated superiority in terms of therapeutic 
effectiveness or permanence of recovery. 
Our therapeutic philosophy, focusing on 
what is potentially strong and healthy in 
the individual, includes speedy alleviation 
of suffering, economy of time and resources, 
enlistment of all rational medical measures 
and preservation of the dignity of the pa- 
tient. However successful our experience 
has been, we are aware that we are part 
of a new trend born of changing concepts 
and ever-extending scientific understand- 
ing and that further developments may 
create new and more effective therapies. 
We believe that general hospital ,psychia- 
try is ideally situated to meet the challenge 
of future growth. 
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REGRESSIVE EMOTIONAL BEHAVIOR IN COLLEGE STUDENTS 


ROBERT S. BERNS, M.D. 


Our usage of the term “regression” is in 
the Freudian sense of emotional develop- 
_ ment alternating with a return to previous 
levels of development in times of stress. It 
encompasses the idea that collegians are a 
_ strange admixture of adolescent and adult, 
with one foot in childhood and one foot in 
quasi-adult quicksand, and for whom the 
past appears safe and the future bleak. 
_ The worst flaws of parents and of the 
_ world he is to inherit are magnified. 
i The writers experience has been with 
college students at the University of Cali- 
fornia. The students included those who 
sought help in a student health psychiatric 
clinic, those seen by a faculty committee on 
student conduct and Peace Corps volun+ 
_ teers, The latter, who were seen in evalua- 
tion interviews, came from all parts of the 
"country and many different campuses. 
Freud said “Consider if a people . . . in 
movement has left strong detachments be- 
_ hind after stopping places on its migration, 
_ it is likely that the more advanced parties 
will be inclined to retreat to these stopping 
places if they have been defeated or come 
‘up against a superior enemy but will also 
_ be in greater danger of being defeated the 
_ more of their number they have left behind 
on their migration” (5, p. 341), 
___ He said that regressions are of two sorts : 
_ “A return to the objects first cathected by 
the libido, which are of an incestuous 
nature, and a return of the sexual organiza- 
tion as a whole to earlier stages.” He 
added that “the total picture of develop- 
ment will be qualified by some amount of 
developmental inhibition”(5, p. 339), 
Fenichel(4, p. 65) elaborated that 


in mental development, progress to a higher 
level never takes place completely, OS 
istics of an. earlier level persist alongside or 
behind the new level to some extent. Dis- 
turbances of development may occur not only 
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in the form of a total arresting of develo; 
ment, but also in the form of retaining more 
characteristics of earlier stages than is no 
mal, The stronger a fixation is, the more easily 
a regression will take place if difficulties arise. 
The consequence of experiencing excessive 
satisfactions at a given level is that this level 
is renounced only with reluctance and that 7 
a similar effect is wrought by excessive frus- 
tration at this level . . . at developmental 
levels that do not afford enough satisfaction, ~ 
the organism refuses to go further, demanding 
the withheld satisfactions. k 


The boy or girl who has never caused : 
his parents any real problem may become 
an unhappy collegian or a dropout. He 
may»have been a top student in high 
school, and he may indeed have superior 
intellectual capabilities. True, an experi- — 
enced eye may have detected emotional — 
problems in nascence long before college, = 
but not always. Some parents have little ~ 
ability or stomach to cope with emotional ~ 
problems in their college-age children. 
Collegians often seek help from the college 
health service psychiatrist and do not want 
their parents to know the despair they 
experience. Their symptoms range from A 
degrees of anxiety and agitation to depres- 
sion, atterapted suicide, confusion regar 
ing identity role and the whole array of 
neuroses and sometimes psychoses. 

But presenting symptoms are only parts 
of a whole. Viewed in toto many illustra- ~ 
tions of regressive behavior can be linked 1 
to the cross currents of family influences 
where the pressures from within the individ- 
ual and from the outside world come 
more sharply into focus at the time of 
entering college. T 

Failure of college students is more apt 
to be described in popular magazines a 
in scholarly journals than in psychiatric 
journals. An example of the attention paid 
to youth is in the Winter 1962 edition of 
Daedalus titled “Youth: Change and Chal- 
lenge”(17). 

Some of our students coming for he 
say in effect “My mother or father could 
deal with a child but did not want me t 
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reach a point where I was independent. 
How often do parents (and professors) 
encourage dependence and take offense at 
independence ? I believe this is one of the 
major areas of ambivalence both in parents 
and faculty, It is not only the student who 
feels bewildered on his arrival at the 
university. Parents are faced by a loss and 
either have not prepared themselves for it 
or have not helped prepare their child for 
this stage. Such parents often show resent- 
ment toward their offspring or try to hold 
on tenaciously. But these are patently 
obvious cases. The type of case without 
such overt evidences of neurosis in either 
generation also exists and creates prob- 
lems of crisis in college students. 

It is one thing to be permissive but 
quite another to be weak. Today's students 
see parents and faculty as disinterested, 
and it may be that as war babies tlie) are 
resented by their parents who feel cheated 
out of part of their own adolescence. At 
any rate, there is a serious lack of com- 
munication not only between generations 
but also among college students them- 
selves, Many students leave college without 
the ability to express emotions. 

College students are not a homogeneous 
group althouglt they are still distinct from 
a noncollege peer group, Distinctions in 
the college group include social, back- 
ground, size and type of college attended 
and geographic location. The geographic 
location as an influencing factor may be 
shown at two different campuses of the 
University of California. At Berkeley the 
proximity to a low-cost hdusing area, as 
compared to the high-cost housing around 
Westwood, has been an important factor 
in the free speech movement, discussed 
elsewhere in this paper. 

A further explanation of regression as 
dealt with in this paper requires that some 
measure of maturity must be achieved in 
order for regression to occur. Young people 
held back altogether are less the subject of 
this paper than those who have gone ahead 
with rapid strides but with too little 
security in their progression. Large student 
bodies with too little contact between stu- 
dents and advisors or teachers and too 
little communication with parents or paren- 


tal figures are among the chief culprits 
Many young people having poor relations — 
with a step-father, for example, seek a — 
substitute relationship with peers but may 
find it difficult to identify with anyone, 


aS 


The popularity of the Beatles shows how a a 


younger than college-age group of adoles- 
cents turns to a peer group as something to 
idolize if the culture fails to provide better 
fhodels. Such a state of affairs is well 
exemplified in Lord of the Flies by William 
Golding(7). 


IDENTITY CRISIS 

Erikson(2) has described the identity 
crisis which occurs so commonly in college- 
age students. Collegians have a disarming 
way of calling themselves by whatever 


you have described in them, like the young 


man who said one must encompass every 
description of oneself, like an amoeba. 
Erikson(2) gives as an example: of re- 
gression holding on by becoming baby-ish. 
In many references to regression he em- 
phasizes the need for “proper rate and 
proper sequence . . . as critical factors” for 


proper maturing. He has used libidinal 


and psychoanalytic concepts to examine 
childhood and society from the view of 
our civilization, and expands on these 
views in Young Man Luther, where he 
speaks of regression in terms of a negative 
identity which can ensue because “identity 
elements offered as children were not co- 
herent,” and “young people face a per- — 
plexing set of present circumstances which — 
amounts to an acute state of ideological 
undernourishment”(3, p. 102). 

In a lecture in Geneva in July 1961, 
Meerloo(13) spoke of the dual meaning of 
human regression and noted that the Greek 
philosophers as well as the psychoanalysts 
had formulated the principle. He distin- 
guished four different behavior reactions — 
to stress, danger and fear as 1) a general © 
regression—both the phylogenetic and onto- 
genetic clocks are turned back;, 2) the 
feign or faint reaction in mock death and 
camouflage, in which the phylogenetic 
clock is turned back; 3) the flight or fight 
reactions as seen in panic and fury—with 
these, clinicians are most familiar and, I 


must add, our college administrators and « { 
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faculty also; and 4) the feel or fool re- 
actions, in which through ontogenetic re- 
gression the body becomes the instrument 
of disguise and response. These reactions 
form the basis of psychosomatic medicine. 


RELATIONSHIP WITH CREATIVITY 


Spontaneous regression can have a vital- 
izing and creative action. Some creative 
artists lose themselves in a regressive oné- 
ness with what they create, but sometimes, 
alas, they are unable to return from their 
regression. Human beings develop by 
bounds and jumps as do whole societies, 
and some bypass others, but Meerloo con- 
cludes that we must comprehend regression 

as a part of human behavior in order to 
avoid catastrophe. 

In The Quest for the Father by Phyllis 
Greenacre(9), there is the statement that 
in the subtle depths of the inner man the 
patterns are more complicated in the 
creative person than in those less gifted. 
Their scope of vision is greater, but there 
are also greater problems for individuals. 
Indeed the creative college student shows 
the conflict to a greater extent than the 
more materialistically oriented one, and 
these are the most questing, most ambiva- 
lent people whom one encounters in a 
college health service. In my opinion 
Greenacre’s formulation fits into a concept 
of regression but particularizes a group 
who show most creative tendencies, the 
two cases cited in her book being Darwin 
and Samuel Butler. 

Greenacre in a previous paper(8) sug- 
gests that creativity occurs more often in 
those who early possess a conspicuously 
greater sensitivity to sensory stimulation. 
Elizabeth R. Geleerd in “Some Aspects of 
Ego Vicissitudes in Adolescence”(6) con- 
siders this a general phenomenon of adoles- 
cence, She believes that a partial regression 
to the undifferentiated phase of object 
relationship accounts for an increased need 
for a love object, and if it does not find 
direct expression it may manifest itself in 
dedication to some cause. “It is always 
accompanied by the fear that the regres- 
sion may go too far and result in dissolu- 
tion of the self. This fear explains much of 
» the adolescent’s defiant and febellious 


behavior, and his sudden unpredictable 
changes of love object”(6, p. 404). She 
adds that “due to the vulnerability of the 
ego in adolescence, real life traumata have 
a serious impact and lead in most cases to 
neurosis in adult life”(6, p. 405). 

In a paper on “Disorder and Consolida- 
tion in Adolescence”(15), Leo A. Speigel 
speaks of the psychiatrist assisting “at the 
murder of talents” (to quote Hartmann) 
in helping adolescents reduce from multi- 
potential to unipotential forces as they 
alternate between phases of chaos and 
consolidation. 

Atkinson in “Attitudinal Differences of 
Fraternity and Non-Fraternity Men”(1) 
points out how parents and alumni were 
more influential in maintaining polarizing 
effects in fraternities than the college stu- 
dents themselves. He found that individ- 
uals Within fraternity groups tend to act 
more often with adolescent impulsiveness 
than those not in such living groups, and 
that the fraternity men tended to show 
more economic conservatism than those in 
a co-op living group. At the time of his 
study 81 percent of the fathers of the 
fraternity men came from professional and 
white collar classes; only 43 percent of 
the fathers of co-op students came from 
these classes. 

I have the impression that a superficial, 
loose-coupled kind of rapport exists among 
most members of fraternity groups which 
does not require any depth of friendship 
and does not materially assist in any real 
emotional maturation of the individual 
member. Nevertheless, a psychiatrist some- 
times sees students in such a large institu- 
tion as this whom he feels would have 
done better in some kind of fraternity 
living group, even if their contacts were 
very superficial. The impact of the group 
would have been better than the abysmal 
isolation of living completely alone. 

Mirra Komarovsky(11) uses the allegory 
of people traveling on a bus in which all 
the occupants, including the driver, have 
seats facing the rear. This symbolizes 
somehow the travels of people through 
life. But it seems to me to describe best 
the travels of the collegian, who at the 
same time that he is gathering a great 
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storehouse of academia must, in respect 
to his emotional development, often be 
looking backward, not forward. 


SPECIAL PROBLEMS OF WOMEN 


Young women may get stuck on the 
horns of the dilemma of conflict between 
academic aggression and feminine passivity. 
Parents often contribute to this problem 
by pressure on daughters to marry early ; 
professors contribute by disdain for women 
graduate students. The college woman is 
a second-class citizen, and her plight may 
be little different from the plight of the 
Negro male. Although there are enlightened 
families who encourage their daughters’ 
striving for academic pursuits, a college 
psychiatrist must stand appalled at the 
tremendous and overwhelming bulk of 
middle-class society which remains A in- 
tolerant of women’s seeking out careers as 
at the time prior to woman suffrage. 

And as Negro emancipation in some 
ways has not progressed too far beyond 
the time of the Emancipation Proclamation 
of 100 years ago, neither have women 
advanced too far beyond the point of 
voting equality. Some women solve this 
dilemma after a fashion, but psychiatric 
help notwithstanding (and sometimes 
standing in the way of solution, as psy- 
chiatrists often contribute to restriction of 
feminine development, depending on their 
own attitudes), there remains a sociological 
problem which cannot be solved. 

‘An attractive young woman, an honor 
student, comes for help—support would be 
a better description of what she seeks— 
because of the following. Her brother is 
indolent and does not attend college. She 
has been the good student throughout, but 
her parents seem indifferent to this, They 
show only shock that she chooses to live 
away from them and (understandably ) 
because she has had a series of affairs 
with young men who seem to be no good. 
This girl is the aggressor in seeking out 
sexual relations but is masochistic in her 
choice of a partner. She is aggressive in 
pursuit of a scientific academic curriculum, 
but she is in severe conflict about her 
identification as a female. A rather amus- 
ing, if confusing, case of role reversal is 


described in the Saturday Review of Janu- — 
ary 2, 1965. It is entitled “Dilemmas of a — 
Househusband,” and in it the writer, a 
man, tells about assuming the responsibili- 
ties of the homemaker while his wife is 
the wage earner. 

During the several years I have been 
sitting on the faculty committee on student 
conduct, several young women have come 
Before the committee for such offenses as 
cheating, stealing books or violations of 
parking rules, even after strict notification 
that parking violations would require dis- 
ciplinary action. But more young men than 
women come before this committee. Several 
facts seem important, for these students 
are not usually those who have sought 
psychiatric help, even though it becomes 
self-evident to the faculty committee that 
many of them are evincing regressive re- 
belliousness, although they may never 
before have been in conflict with the law. 
One must conclude that whereas some 
students would otherwise seek psychiatric 
help and verbalize their anxieties, others 
seek punishment for some reason, as if to 
guarantee that certain limits will be set 
for them now that they have escaped from 
parental discipline, or to appease their 
unconscious guilt feelings. 

This is illustrated by the case of a young 
man whose parents helped him through to 
his senior year despite the father’s modest 
income. The boy lives in a dormitory but 
socializes little. He is an exceptionally good 
student. Verbalization is his weak point. 
He stole several books from the college 
book store and was apprehended immedi- 
ately. He has never been in any kind of 
trouble before. He came for a number of 
psychiatric consultations but remained 
somewhat apathetic. He realized that he 
did not contemplate leaving the university 
with any pleasure. The oldest of three 
children, he would have liked to be in the 
position of a younger brother. 

A few of the cases that come before the 
committee could be labeled as sociopathic, 
and the MMPI might confirm this, but 
most of the offenders are momentarily 
testing authority. Often they come from 
backgrounds where they had considerable 
freedom# they have often been away from « - 
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home before and one would expect their 
life at the university to be taken in stride. 


FREE SPEECH “DEBACLE” 


Some of these one-time offenders wel- 
come the opportunity to have psychiatric 
help, but most do not. The free speech 
debacle at the Berkeley campus saw a 
breakdown in discipline, and what was 
termed anarchy may have been more “a 
matter of a feeling of omnipotence in 
students who saw how far they could 
disrupt the status quo. We have difficulty 
in distinguishing what to label adolescent 
behavior. For example, is a youth ready to 
drive at 16; is he ready to vote at 18? We 
encourage a long adolescence as a bulwark 
against the pressures of modern life, but 
adolescents need to test adult control. We 
must be careful not to label this testing as 
emanating from mature minds. At Berkeley 


„the eloquence of some students and the 


seeming reasonableness of their political 
demands covered up their lack of judgment 
about the total reality situation. Despite 
the vast notoriety they brought to Berkeley, 
only a handful of students activated this 
movement; several thousand joined in 
Sor Wied but more thousands took no part 
at all. 

Student leaders often show a lack of 
emotional maturation; they may be shining 
lights academically, but in areas of emo- 
tional development having to do with 
insight, self-appraisal and sexual develop- 
ment they may be far less developed than 
many of their peers who are less in the 
limelight. 

In this country where the pendulum has 
swung so far the other way from the old 
European model of the authoritarian father 
we are often confronted with the lack of 
any kind of parental dominance. With half 
the population of the United States under 
the age of 25, we have a kind of adolescent 
society, without much confidence in the 
older generation. Berkeley students said 
“Never trust anyone over 30.” 

I believe the college psychiatrist must 
constantly take pains to explain to ad- 
ministrators and faculty that acts of regres- 
sive behavior in students may be viewed 


„as adolescent and that harsh puaishment 


may be purposeless. On the other hand, 
the adolescent demands limit-setting, and 
let the adolescent find that he can create 
chaos, a regression to oral and anal be- 
havior occurs, as at Berkeley, where free 
speech deteriorated to filthy speech. 

In another case a young man sees his 
mother as the dominant member of the 
family. He tries to express his drive for 
masculinity by identifying with qualities 
he has bound himself to in his mother. 
Although it would be commendable to 
identify with certain qualities in her which 
he admires, nevertheless he still needs a 
father figure. The pendulum has presently 
swung so far away from the authoritarian 
father figure that for the moment he has 
seemed to vanish from the American scene. 

In a recent symposium on “The Chal- 
lenge to Women—the Biological Avalanche,” 
May “Lerner(12) discussed college boys 
from the standpoint of the vanishing Ameri- 
can father, a man who began to disappear 
when large-scale industrialization replaced 
the family as the unit of production. Al- 
though a political scientist, Dr. Lerner 
seemed to understand the problem in a 
very similar manner to the psychiatrist, 
who sees college boys and girls who have 
nothing at home to rebel against so they 
rebel against “them’—an unhealthy, sense- 
less, diffused revolt that is sullen and 
frustrating. 

The pressures on youth from outside 
and inside both to mature and to regress 
remind me of The Egyptian(16), in which 
Woltari describes how young people go 
off to fight the minotaur in the Cretan 
cave; many young people resist growing 
up as if they were being snared into such 
a death trap. On the other hand, we should 
not forget the observation of Logan Pearsall 
Smith(14, p. 206) that “the denunciation 
of the young is a necessary part of the 
hygiene of older people and greatly assists 
the circulation of their blood.” 

A recently graduated college student was 
encouraged to leave Peace Corps training 
because I sensed his anxiety level to be 
oa high to permit him to function appro- 
priately in the Peace Corps. He seemed 
not too different from other college stu- 
dents except that he was an extremely 
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verbal representative of others who may 
feel bottled up and unable to say what 
they feel. He said that he sometimes acted 
angry or unhappy because he felt that it 
was expected of him in public. He said 
youth is eager to use any opportunity to 
be taken seriously by a nation that seems 
to expect only the practical goal of an 
engineering or an economics degree, with 
an end in sight of a two-car garage and 
an automatic dishwasher. 

He continued that “Youth hungers after 
the opportunity to make themselves known, 
to shock the bourgeois with never-mind 
what as long as (they are) uniformly 
radical ideas to do something different 
enough from the majority of students so as 
to feel a sense of drama in their lives, 
otherwise smothered by comfort and se- 
curity.”! He says he has a fear of pever 
knowing the real reason for doing some- 
thing until long after he has done it, and 
yet he eschews seeking formal psychiatric 
help because he wants to be his own man. 
Nevertheless, when he came for a psy- 
chiatric examination he poured himself 
out as if he had been ready to explode. 

A young man entering military service 
whom I saw in consultation said he had 
fears because he had many homosexual 
fantasies. With some reasurrance he was 
encouraged to enter service and after two 
years told me that during the time he was 
in service these fears disappeared because 
he felt that some kind of discipline was 
required of him. After military sefvice 
there was a reappearance of the homo- 
sexual drive. He had mahy symptoms 
of the obsessive-compulsive type. These 
young men often do very well in service, 
but others who have a less neurotic con- 
stellation often need, but do not seek, 
someone or something to relate to ‘or be 
committed to. 

Sex runs the gamut from fantasy alone 
to promiscuity. Sex may be an expression 
of hungering for skin contact with another 
person to genital sexuality. A law student 
began a courtship with a girl, but al- 
though he had had previous sexual affairs, 


1 His reference is to Eric Hoffer, The True 
Believer(10). 


he “saved” this girl for marriage. He went 
to work for a short time in another city 
during the summer months, and when he 
returned he learned that his girl friend had 
hdd an affair with another boy. He was 
so shaken by this experience that he tempo- 
rarily left school. He related the following 
dream accompanying a nocturnal emission : 


He was in a traveling inn of olden times, with 
two friends. The innkeeper had made ill- 
smelling holes in the ground which one might 
enter for a price. The least foul was like a good 
maiden and cost least, but the worst were like 
whores and cost most. He alone of all his 
friends chose the virgin, but it was as foul as 
the others. 


This young man had lost his mother 
when he was only five. He does not 
remember any reaction to her death, and 
indeed his father told him only a week 
or so after the fact (she had been in the 
hospital). He balked mightily later on 
when the father remarried, and the marriage 
soon collapsed largely because of his be- 
havior. The young man ruled the roost 
again. He was always at the top of what- 
ever class he was in and never encountered 
any real feelings of despair and sense of 
broken fidelity before this time. Certainly 
what he was experiencing here can be de- 
fined as a temporary regression to a period 
comparable to the time of his mother's 
death, a loss which he had never experienced 
consciously. Helping him work through 
this regression may take longer than the 
college psychiatrist can spare, since both 
regression and repression are involved. But 
the trauma probably heals spontaneously, 
leaving a scar, like a healed tubercle or 
the effects of rheumatic fever. 

When we use the results of a statistical 
study in which we find that many people 
get well without treatment, we do not 
measure longitudinally what happens to 
treated and nontreated patients ten or 20 
years later. 


. 
SUMMARY 


To conclude, regression is a necessary 
step in maturation. It is commonly seen 
in college students and perhaps to a greater 
extent in them than in young people who 
go directly to work from high school. Ideal- 
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ly, it should be purposeful and contribu- 
tory to the progress of the race. Necessarily 


in excesses and sometimes in pathological 
by-products. 4 
The alienation of generations from each 
other which exists even within peer groups, 
- increased living pressures and competition 
~ in the college environment are considered 
factors that increase frequency and duration 
of regression. Shifting parental roles un- 
doubtedly complicate the identity formation 
of college students. The*pendulum swing 
away from authoritarianism to permis- 
_ siveness leaves the college student with a 
_ feeling of emptiness and confusion. With- 
out religion, without parental guidance to 
fill the void, with a faculty too remote to 
help, the college student often seeks refuge 
in regression. 
We have described regression as healtlry 
in some instances and pathological in others. 
_ When it results from fear, repression or 
guilt it may cause fixation at a more primi- 
tive level of adjustment and consequent 
lifelong neurosis or psychosis. When it 
represents a forward thrust, alternating 
with periods of consolidation or temporary 
regression, it serves the advance of civiliza- 
tion. 
= Tf one sees the college student in the 
psychiatric office, one sees and hears an 
aspect of student life that is not visible 
to anyone else, or at least not in the same 
way. Yet the view of the educator, historian 
and anthropologist—of everyone, including 
the student himself—reflects an image that 
contributes to a composite whole. For me, 
regressive aspects of behavior in late adoles- 
cence appear to be a useful modus operandi 
of understanding the college student who 
so lately has come by the outward manifes- 
tations of maturity and so quickly and 
easily scurries back to the security of an 
_ earlier phase. Whether it is our society, 
our nuclear age or our pseudo-sophistication 
that causes this and to what extent this 
is a universal phenomenon of adolescence 
in all ages—these are questions that we 
should all ask but for which we should 
not seek simplified answers. 


it will result in unevenness of behavior, > 
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THE CHALLENGE TO PSYCHIATRY IN A CHANGING WORLD: 
A SYMPOSIUM 


INTRODUCTION 
ALEXANDER H. LEIGHTON, M.D. 


Everyone is aware that vast and rapid 
changes are an outstanding characteristic of 
the times in which we live. That these 
changes are penetrating all aspects of exis- 
tence is no longer a matter of question. The 
questions are concerned with direction, 
danger, opportunity, çoprdination gee! 
despair, hope, values, meaning—orientation, 
in short, regarding what to expect and what 
to do. E 
. Every psychiatrist is in this flux by vir- 
tue of being alive and human and, there- 
fore, having his or her individual share in 
the human condition ; but there are super- 
imposed on this, qualities of position and 
potential inherent in the professional mem- 
bership. It is to this position and po- 
tential that the following four papers are 
addressed. They are orienting documents 
in that they supply certain information, 
but they are also provocative in that they 
raise confronting issues. 4 

In order to render the implications and 
relevance of the articles mgre evident, it 
may be helpful to consider them in terms 
of certain characteristic preoccupations of 
psychiatry. Three of these may be noted : 
the understanding of human motivation, the 
control of extremes in moods and emotions, 
and the management of individual adjust- 
ment to reality. While a reasonable humility 
may lead us to modesty in the claims we 
can make regarding advance in these mat- 


The papers in this symposium were presented 
under the auspices of the APA Committee on 
Transcultural Psychiatry at the 121st annual meet- 
ing of the American Psychiatric Association, New 
York, N, Y., May 3-7, 1965. 

Dr. Leighton is Professor of Social Psychiatry, 
Harvard School of Public Health, Boston, Mass. 


ters, few will deny that the topics are close 
to the core of psychiatry. As a profession, 
we have created a body of theory about 
them, assembled clinical evidence, de- 
veloped research approaches and estab- 
lished a variety of procedures for inter- 
yening in the lives of individuals with a 
view to improving their mental and emo- 
tional functioning. 

The first paper, by Millikan, one of the 
nation’s leading economists, brings to at- 
tention the commotion going on in his 
field. The upheaval has two dimensions : 
on the one hand it constitutes change in 
the economic processes of the world, and 
on the other hand a shaking up of eco- 
nomic theory. The worldwide economic 
shifts have direct and indirect implications 
for us and we can ask ourselves if we are 
making sufficient preparation for taking 
these into account as part of understanding 
the life-situation of our patients, of con- 
ducting programs in community psychiatry, 
of teaching and of thinking about the 
future of our profession. The shaking up 
of economic theory concerns the fact that 
former assumptions made by economists 
regarding the givens of human motivation, 
emotional reaction and way of assessing 
reality no longer appear tenable. Many 
economists are apparently in search of 
a more adequate framework for under- 
standing human behavior and feeling. As 
specialists in this subject, what do we have 
to say ? 

The question is not an impossible one. 
It does not seek a pat, solve-all answer. 
Rather, it inquires as to whether the prob- 
lem is seen by us as having pertinence, and 
whether it suggests lines of thought and ‘ 
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-investigation that should be vigorously ex- 
plored. 
Tyler, from an equally outstanding posi- 
È tion in the field of education, points to 
= disturbance of comparable magnitude ia 
this aspect of human affairs. As in the case 
of economics, so here too there are in- 
-numerable problems involving motivation 
and nonrational responses for which the 
experience of psychiatry might furnish 4 
useful component in the complex of moves 
_ necessary for solution. 
~ Take for example the individual who is 
‘cipal disturbed by the gulf he perceives 
_ between his desires and his achievements. 
_ This is a very familiar pattern in the pro- 
‘cesses of many psychiatric disorders, and 
a target for resolution in innumerable 
eases under treatment. Adolf Meyer used 
to speak of the “discrepancy between am- 
_ bition and performance.” A phrase used 
today by social scientists is “relative dep- 
_ rivation,” and they have in mind millions 
upon millions of people in whom this 
_ state of mind is being fostered by the proc- 
esses of education. No doubt other major 
contributing factors include mass media. 
the facts of economic and other discrep- 
= ancies in style of life, modern communi- 
_ cations and so on, but education is one of 
the contributors—a self-directed one that 
has an obligation to take the effect into 
~ account and do something about it. 

Can psychiatry draw helpfully on its 
clinical experience in dealing with this kind 
of a problem ? Can we aid in distinguishing 
between the “divine discontent” which 
should be encouraged as part of the dy- 
_ namic of existence, and self-defeating pat- 
_ terns of psychoneurosis, personality disorder 
and paranoid states? Do we have a part 
_ to play in assisting educators find the mid- 
dle ground between fixation in unrealiz- 
_ able resentful demands from life and with- 
drawn apathy and noncommitment ? 
McDermott, as one of the statesmen in 
_ the field of general medicine, delineates 
the alterations to be expected in the larger 
profession of which we are a component. 


He points out that the system of deliver- 
ing medical services is in deep trouble, 
whether one looks at the “overly tradition- 
al” areas of the world or at ourselves. The 
developments of medical science and tech- 
nology—part of what others have called 
“the knowledge explosion’—is a major 
factor in this, but so too are the direct 
effects and indirect chains of consequences 
stemming from the economic and educa- 
tional changes outlined in the other two 
papers. The phenomenon of “relative de- 
privation,” for example, is large in this prob- 
lem area too. 

There can be no doubt that on-coming 
changes in the social structure and value 
orientations of medicine will be shared by 
all its specialties including psychiatry. Car- 
stairs points this up in his article, building 
on what McDermott writes and drawing 
togédier, at the end in specifically psy- 
chiatric form many of the themes inherent 
in all three previous articles. As a dis- 
tinguished professor of psychiatry who is 
exceedingly familiar with North America, 
and yet not of it, he has the opportunity 
to speak out as a friendly yet competent 
and sharp critic. 

An over-all point worth remarking is the 
fact that the context of the symposium 
represented by these four papers is the 
APA’s concern with cross-cultural and 
transcultural psychiatry. The relevance and 
significance of cultural comparisons come 
out in the articles themselves, but there is 
something additional. This is that it is no 
longer tenable—as it was until a few years 
ago—for a psychiatrist to retreat, saying, 
“These matters are all very interesting, but 
they are really not my affair; I am a doctor 
and my job is to treat patients.” The reason 
that this is untenable is that we now realize 
that the word “patient” does not stand for 
a thing like a stone or a star, but has 
meaning only as part of a social and cul- 
tural system. In the measure that the sys- 
tem changes, so must the concept. 

The word “treatment” is no less contin- 
gent. = 
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PROBLEMS OF UNDERDEVELOPMENT : 
AN ECONOMIST'S VIEW 
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The profession I represent, economics, 
has a reputation not wholly undeserved 
for being one of the smugger and more 
self-satisfied of the social sciences. In the 
presence of physicists, chemists and to a 
lesser extent biologists, economists tend to 
be apologetic and insecure about the 
achievements of their discipline. But when 
economists are confronted with represen- 
tatives of the other social sciences, the 
frustrations built up in them by the con- 
trast of muddy economics with the purity 
and achievements of the natural sciences 
‘take themselves out in aggressive attacks on 
sociology, anthropology, social psychglogy 
and political science as not really diseipliries 
at all. 

Opinion leadership in economics, when 
it is frank and honest, tends to be intel- 
lectually more isolationist than the other 
social sciences, to deprecate what they can 
contribute and to regard forays into inter- 
disciplinary investigation with some scorn. 
The problems of economic development 
with which we àre here concerned have 
thrown up a challenge to this attitude with 
which economists are bravely but ag yet 
not too successfully wrestling. fe 

The reasons for this state of mind are 
various. Economics is, to be sure, one ‘of 
the oldest of the social sciences, having 
existed as an identifiable discipline for bet- 
ter than two centuries. Quantification, mea- 
surement and the representation of reality 
in mathematical models have for some time 
been the hallmark of disciplines accepted 
in the scientific fraternity, and economics 
has had a strong quantitative bias from its 
beginnings with Quesnay and the English 
mercantilists. Its conclusions have always 
been based on fairly simple assumptions 
about human behavior, but these have 
been tucked away in its postulate system 
in places not easily accessible to the non- 


economist. 
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In the last two or three decades the 
ego of the economic fraternity has been 
given an enormous boost from the prac- 
tical success the discipline has achieved in 
analyzing the causes of the business cycle 
and prescribing remedies whose effective- 
ness is reflected in the absence of a major 
depression for the past 20 years. I am suf- 
ficiently lacking in humility to assert with 
considerable confidence that we will never 
have a repetition on the same scale of 
the great depression of the 30s and that 
the economics profession has to be credited 
with a good deal of the responsibility for 
this achievement. 

The problem of economic development, 
to which an important wing of the discipline 
has turned its attention since World War 
II, is a problem we have not met as suc- 
cessfully, and this has led to a lot of 
soulsearching among economists and an 
emerging willingness to reach out in des- 
peration for help from other behavioral 
sciences, including psychiatry. The failures 
of economics by itself in unraveling the 
economic development problem are both 
diagnostic and prescriptive. In understand- 
ing why development has not occurred 
sooner or been more successful in some 
of the presently underdeveloped countries, 
economics has offered explanations which 
are at best partial. The elements the econo- 
mist adduces as necessary for development, 
notably capital, turn out while important 
to be far from sufficient, and it has been 
argued by some of my colleagues such as 
Everett Hagen that they bypass the essen- 
tial features of the process. 


NEED HELP OF BEHAVIORAL SCIENTISTS 

It is perhaps less surprising that the 
judgments of economists about the con- 
sequences of development, where it occurs, 
for international politics and for the nature 
of the world environment in which we live 
have all too often been naive and unsophis- 
ticated. An, increasing number of our fra- 
ternity are coming to recognize that we 


we 
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badly need your help and that of the other 
behavioral sciences as we try to make fur- 
ther progress with this range of issues. I 
would like in my remarks to summarize 
some of the reasons why this is so. á 

Economists after the war approached 
the problem of analyzing the factors af- 
fecting economic development and the 
means of promoting it with great confi- 
dence. This looked at first blush like an 
economic problem par excellence. Look- 
ing back at it, it is a little puzzling that 
the problems of economic growth and de- 
velopment as now conceived received so 
little attention before World War II. The 
increase of a country’s national wealth was 
of course a key preoccupation of economic 
literature from the early mercantilists and 
Adam Smith onward, but during the first 
half of the twentieth century problems 
of short-term national and internatiorfal 
economic stability were so pressing that 
they preempted the attention of most of 
the economics fraternity. 

It was a political fact—the emergence 
after the war of new national states con- 
cerned with bringing themselves out of 
tradition and into modernity—together with 
a declining interest in the largely solved 
problem of cyclical fluctuations that brought 
economic development to the center of 
the stage. In fact, of course, self-sustaining 
economic growth in the sense of a regular 
built-in annual increase of a few percentage 
points per capita in national income and 
product had been a feature of the western 
world for a century and a half, but there 
had been remarkably little attention paid 
before World War II either to the factors 
explaining this built-in growth in the de- 
veloped countries or to the problems of 
achieving it in the majority of the world 
where per capita incomes were still stag- 
nant and close to the subsistence level. 

One reason for this neglect may have 
been that the construction of an adequate 
accounting system to keep track of changes 
in national income and output even in the 
developed world was a product of the 
war and the immediate postwar years. The 
economic stethoscope with which we 
take the pulse of growth in an economy 
is the gross national product, and figures 


on this were not available on a regular 
current basis for any country before the 
war. 

These, however, are minor parts of the 
explanation. Economists, like other applied 
scientists, are very sensitive to the problems 
that concern their societies. The emergence 
after the war of a new set of countries 
throughout the underdeveloped world, 
exhibiting a restlessness and instability of 
which at the least we had not previously 
been aware and which threatened the peace 
of the world, led to a new concern with 
the problems of these countries. It was 
somehow felt that the disturbing political 
behavior of these new states had some- 
thing to do with their economic fortunes 
and that if we could only promote their 
economic development more effectively 
there would be large if somewhat obscure 
bedelits to the stability of the international © 
community. I will come back to this range ~ 
of issues toward the end of my remarks. ~ 

Meanwhile, the economists’ concern with 
growth in the underdeveloped world, 
sparked by a preoccupation with what 
came to be called in the prevailing par- 
lance the revolution of rising expectations, 
spilled over into a new concern with the 
continued long-term growth of the de-, 
veloped countries and with the pace of this 
growth. Was it fast enough? This in turn 
had its political origins in a perhaps exag- 
gerated preoccupation with the extraordi- 
naty growth record and performance of the 
Soviet Union and with a fear that in time 
this might lead that potentially hostile 
country to overtake us in the national eco- 
nomic capabilities which historically have 
lain at the heart of military power. 4 

In their early postwar concern with the 
morphology of economic development, the 
economics fraternity started bravely to ap- — 
ply the standard model familiar to the 
discipline. A brief review in the form of @ 
caricature of the elements of this model 
will reveal even to the noneconomist why 
it had very limited explanatory success: 
In the classic definition of Lionel Robbins, 
economics is the study of the allocation t0 


given ends of scarce means which have al- 
ternative uses. 
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TRADITIONAL ECONOMIC MODEL 


In the traditional models with which’ 


economists are comfortable, three things 
are taken as given. They are, first, the 
scarce means or the basic original re- 
sources with which the economy can 
work; second, the alternative uses or the 
available engineering, agricultural and oth- 
er techniques by which original resources 
can be transformed into useful products ; 
and third, the given ends or the specifica- 
tion of the variety of things the members 
of the community would like to have and 
their relative preferences for all these 
things. Given these three sets of data, the 
economist can tell you a good deal about 
how most efficiently to allocate the various 
scarce means to all the alternative given 
technologies in order to maximize the com- 
munity’s progress toward its desired goals. 
Most economics has eoncerned itself with 
the efficiency of the allocative system in 
responding to*these three sets of given 
data. A 

Let us take a brief look at how this leads 
economists to look at the development 
problem, First, they take as given with the 
data to be supplied by somebody else the 
resources which a country, developed or 
underdevelopeđ, can mobilize in its econ- 
omy. These are normally classified into 
land, labor and a stock of capital goods of 
all kinds which the economy has to begin 
with. Second, the techniques among which 
the economy can choose for transforming 
inputs into outputs are assumed to be 
given and unchanged. These techniques 
are sometimes narrowly corfceived to refer 
only to physical processes of production 
and are sometimes more broadly viewed 
as including the whole framework of social 
organization and ‘institutions through 
which the society carries on its business. 
Third, it is assumed in the standard eco- 
nomic models that a country or its citizens 
not only know what they want in a good 
deal of detail but how much they want 
each element of it, how hard they are pre- 
pared to work to get it and how much of 
some things they are willing to give up in 
order to get other things. 

Economics has spent a great deal of in- 
tellectual energy finding ways to describe 


with some precision in what are called 
production functions the nature of the 
technological alternatives and in what are 
called indifference functions the pattern of 
tastes of the community—tastes with re- 
spect to goods, with respect to employ- 
ment and with respect to the present versus 
the future. The only one of the original re- 
sources that is customarily assumed to be 
expendable by human action is the supply 
of capital goods. These can be increased 
by what is called saving, a process where- 
by an individual or a community restricts 
its present consumption and devotes a por- 
tion of the resources thus released to mak- 
ing capital goods so it can live better 
later. 

I have bored you with this pedantic re- 
minder of an elementary economics course 
because I think it is the best way of ex- 
plaining the failure of economists as econo- 
mists to understand or deal with some of 
the essential elements of the problem of 
development on which they need the help 
of persons more directly concerned with 
human behavior. The lesson economists 
draw from this model, and I have carica- 
tured it to underline my point, is that the 
essence of economic development is to be 
found in capital formation, that is, in how 
much of its current output a country is 
willing to refrain from consuming in order 
to plough it back into its own growth. Poor 
countries, of course, like poor people, find 
it much harder to save than rich ones. If 
your total efforts will produce barely 
enough to live on, it is exceedingly diffi- 
cult to set aside anything for the expansion 
of your assets on which in the long run 
growth depends. 


THE “LOW-INCOME TRAP” 

This is what is known in the economic 
literature as the low-income trap, in which 
the underdeveloped countries find them- 
selves, The country is poor because it 
doesn’t save and it can’t save because it is 
poor. The early defenses of capital aid to 
the underdeveloped countries from the de- 
veloped countries are based upon this 
model. To get the underdeveloped coun- 
tries out of the low-income trap, an injec- 


tion of eapital from outside is required to, 


i Boot T 


start an expansion of economic activity. 
= Once begun, a large fraction of the in- 
crease in incomes produced by this bor- 
rowed capital can be ploughed back into 
growth and in time the developing coun- 
_ try can free itself from dependence on ex- 
- ternal aid. 
It should not take an economist to see 
that most of the real problems of develop- 
_ ment are concealed in the assumptions of 
this intellectual model and that the model, 
while useful in illuminating one dimension 
of the growth process, leaves out most of 
__ its most significant elements. Even theo- 
_ retical economists can be brought to recog- 
nize reality when they see it face-to-face, 
and as more and more of them have had 
_ direct experience of the development pro- 
_ cess in the underdeveloped countries they 
have increasingly been reaching out to 
_ other disciplines for help. š 
__ We can see why we need this help by 
_ reviewing our conventional assumptions. 
_ First, while the assumption that the phys- 
__ ical resources available (summed up under 
_ the heading of land) are fixed may be a 
_ good first approximation, this is clearly 
not true of human resources. Economists 
_ have recently recognized that skills, apti- 
_ tudes and even motivations can be pro- 
_ duced at a cost just as can steel plants, 
dams and railways. For many underde- 
_ veloped countries the human resource lim- 
_ itations are much more critically binding 
_ than the capital limitations, and while our 
‘cae on the productivity of investment in 
training and education are still very 
; skimpy, there is nothing in the logic of 
this problem that defies economic analysis, 
_ What is more troubling for economists is 
_ that education inevitably affects not only 
$ labor as a factor of production with certain 
skills and potentialities but also the moti- 
_ vations, tastes and attitudes of the popula- 
tion being educated and thus some of the 
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studies of U.S. economic history have 
demonstrated for the skeptical economist 
what many laymen have intuitively known 
right along—that technological change ac- 
counts for a significantly larger fraction of 
our own historical growth than simple cap- 
ital formation. For the underdeveloped 
countries, the essence of their opportunity 
to develop is to be found in the possibility 
they have of adopting and adapting much 
of the technology already painfully de- 
veloped in the West without having to 
bear all of its social and economic de- 
velopment costs. This was the perception 
which underlay the early concept of tech- 
nical assistance in President Truman’s Point 
Four doctrine. It was assumed in the early 
days that all that was required was simply 
to expose the people of the underdeveloped 
countries to advanced Western techniques, 
and,development would take care of itself. 

We now know after a decade of experi- 
ence how wrong this view was. It was 
wrong partly because few technologies can 
be transferred intact without adaptation 
to local conditions. But more fundamental- 
ly, the problems of persuading a tradition- 
al people to adopt new and unfamiliar 
technology are problems of social engineer- 
ing to which the economist and the tech- 
nical adviser can make very little contribu- 
tion. The image of nature in the mind of 
the traditional peasant is except for a very 
narrow range of phenomena an image of 
fateful forces, whimsical and unpredict- 
able in their operation, over which man can 
exercise very little control. The view of 
nature as an. inherently understandable 
and manipulable set of forces, which came 
to the West with the scientific revolution, 
has still not penetiated many parts of the 
undedeveloped world. 

Some modern technology, e.g., a steel 
mill, can be imported with the people to 
run it. But this cannot be done with im- 
portant sectors like agriculture, from which 
the less developed countries derive more 
than half of their income. Unless techno- 
logical change becomes indigenous in these 
sectors, development will fail. How to gen- 
erate ina comparatively short space of time 
an innovative, experimental and manipula- 
tive frame of mind in a population pre- 
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dominantly still essentially traditional is 
a problem to which anthropologists, sociolo- 
gists and psychologists are beginning to 
turn their attention. The economist can set 
the stage with some economic incentives 
but as yet cannot give much guidance on 
either the understanding or the promotion 
of technological change. Economists have 
customarily assumed that there are power- 
ful forces at work in the economy which 
insure that the most effective technology 
presently available will in fact be used. The 
evidence to the contrary in the under- 
developed societies is overwhelming. 
What is required is the development of 
social institutions which will seek out and 
promote the application of the most effici- 
ent and productive technology in such 
areas as industry, agriculture, transport, 
public utilities and the like. In the Ameri- 
can economy we rely very heayjly on the 
private sector and on the energy, initiative 
and inventiveness of private entrepreneur- 
ship in promoting technological change. 


SHORTAGE OF MANAGERIAL COMPETENCE 


One of the interesting features of the 
underdeveloped world appears to be a 
serious shortage of all kinds of entrepre- 
neurial talents This seems to be partly a 
question of training in the appropriate ad- 
ministrative skills, but the evidence is ac- 
cumulating that it is very much more than 
this. Some sociological and p$ychological 
studies of entrepreneurial groups suggest 
not only that one can make some predic- 
tions about the circumstances that will pro- 
duce the personality types that make effec- 
tive entrepreneurs, but also that explicit 
manipulation of the environment may be 
possible to generate more persons with the 
requisite characteristics. Interesting work 
by Everett Hagen and David MoClelland 
suggests that psychological talents have an 
important contribution to make here. 

It appears inevitable that in many of the 
underdeveloped countries a much larger 
part of the responsibility for promoting 
economic development will be borne by 
public and governmental agencies than 
was the case in our own history. This 
underlines the need for a type of adminis- 
tration in public bodies which is much 


i Ve 
more innovative and experimental than 4 
that produced by even the most efficient 
of the colonial civil services. This is not 
simply a matter of honesty, good filing and 
follow through on instructions. Many of — 
the civil services installed by the metro- 
politan powers in the colonies, notably the ` 
Indian Civil Service, have these qualities. 
But they were trained to follow orders and 
snot to innovate or experiment. Some be- 
havioral science research in how to pro- 
mote a bureaucracy which can encourage — 
change is just beginning, but this important — 
door has been opened only a crack. 

I havent said anything about political — 
behavior as yet, but there is a significant 
respect in which the prospects for econom- — 
ic development depend importantly on po- 
litical behavior which ties in with what I 
have been saying about administration. 
Perhaps the scarcest resource in the un- 
derdeveloped countries—scarcer than cap- 
ital, scarcer than technical skills, scarcer — 
than modern knowledge—is administrative _ 
and managerial competence, people who — 
know how to organize and run things — 
both at the national scale and further — 
down in smaller units throughout the — 
countryside. Now where there is a great 
deal of political disruption, civic disorder, — 
insurgency, the kinds of things we are see- 
ing in Viet Nam and the Dominican Re- 
public, such competence as there is in cen- 
tral government has to focus its attention — 
very heavily on the maintenance of order — 
and is diverted therefore from focusing its — 
attention on development. ; 

This produces a paradox because there — 
are good reasons for believing that with- © 
out development in the modern world, 
swept by the revolution of rising expec- — 
tations, civic unrest is very much more like- — 
ly. Development is at least a necessary if — 
not a sufficient condition for some kind — 
of political stability in the underdeveloped 
world. The paradox is that where there is ~ 
civic disorder it is very, very difficult to — 
bring about development becausé the lim- 
ited administrative talents of the govern- 
ment are explicitly focused on this, as we 
see in Viet Nam every day. The fact that 
they are focused on controlling civil dis- 
order prevents them from doing the things 
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that need to be done to generate the kinds 
of institutions and the kinds of progress in 
_ the countryside which are necessary condi- 
tions for any kind of political stability. The 
moral is that to analyze and to guide des 
velopment we must know much more than 
we do about states of mind. We need to 
know this even to judge the capacity for 
economic and technological efficiency in 
_ an underdeveloped country. > 
Now I want to say just a word or two 
about the third assumption, which seems 
to me the most limiting of all. This as- 
sumption—which is central for the econo- 
mist’s standard model—is that people know 
what they want. More accurately, people 
arẹ assumed to have what the economist 
calls revealed preferences that can be re- 
lied on so that if they are confronted with 
a series of prices and a series of possible 
things they can buy. their behavior as, 
buyers will be reasonably predictable. Now 
the very essence of the development process 
is of course radical change in what people 
wantin 
This is summed up in the common 
phrase that has become so frequently used 
in referring to the underdeveloped na- 
tions, “the revolution of rising expecta- 
tions.” There is a great deal of confusion as 
to what this revolution of rising expecta- 
tions involves. The economics fraternity 
has one failing here, which is that it tends 
to focus too much attention on the products 
of economic activity—on what comes out 
of the end of the production pipe—and not 
enough on the satisfactions derived direct- 
ly from employment itself, The common 
~ interpretation of the revolution of rising 
_ expectations is that people in the under. 
developed world now want more consumer 
_ goods than they wanted before—more food, 


pore verge dl more housing and the like. 
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portunities, with the kinds of lives we lead, 
with our educational opportunities, our 
career opportunities, with our communica- 
tions relations with other people of the sys- 
tem in which we live, with our opportunities — 
to use and to employ the skills and talents 
which we may have acquired and with 
our opportunities to influence the political | 
decisions which determine the shape of the 
communities in which we live. ; 
The most important single characteris- 
tic of the revolution of rising expectations 
is a very radical alteration for large frac- 
tions of human populations in their percep- 
tions of alternatives available, of which only 
a small part is alternatives for consumption. 
A major part are new opportunities for 
activities that most people in traditional 
societies never dreamed of. This includes 
opportunities for their children to move 
right,outt of the social class into which they 
were born, opportunities for new skill ac- 
quisition, opportunities for education, op- 
portunities for much more mobility, not 
only socially but also physically. Develop- 
ment, then, is largely a matter of a widen- 
ing perception of alternatives of all kinds. 
Now where does the economist come 
into the picture ? There is room for him in 
spite of everything I have said because the 
economist’s job is to try to limit the per- 
ception of alternatives, which in the early 
phases of the awakening that constitutes 
development in the underdeveloped coun- 
tries tends to be most unrealistic to a real- 
istically achievable set. It is the function 
of the economist to indicate which are the 
things a society. can achieve through its 
own efforts and which are unattainable. 


ROLE OF COMPUTER 


Our fraternity is on the verge, I think, 
of a very major advance here—an advance 
made possible by the computer. Until very, 
recently economic plans drawn up by 
economists have been single plans which 
did not really exhibit alternatives, This has 
been so because the construction of a 
single development plan was such a dif- 
ficult and complex intellectual task and 
involved so much computation that you 
couldn't run through it two or three times 
with different alternative kinds of activities 
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specified. Now the computer has so enor- 
mously sped up the process of making 
computations that plans which it used to 
take nine months to a year for a staff of a 
good many hundred people to develop 
can be run through a computer in two or 
three minutes. 

It is perfectly possible now for the 
technician and the economist to say to the 
politician and the population, “Let’s lay 
out a whole s; of things, any one 
of which is achievable within the limits of 
our resources, and let us choose among 
these alternatives.” 

This brings me to a psychological ques- 
tion which I would like to put in the laps 
of you gentlemen, It’s my suspicion as a 
complete layman in this business that one 
of the reasons for the instabilities of the 
underdeveloped countries is that the sud- 
den perception of a wide range ef*atterna- 
tives is somewhat unsettling. People who 
have been brought up in a society where 
their alternatives were very narrowly re- 
stricted, where they had to make only very 
few choices, find that suddenly when their 
choices are enormously broadened this is a 
somewhat disorienting experience. 

The economist’s presumption is that 
widening the trange of choice is always a 
good thing-that there is no limit to the 
extent to which we ought to widen the 
range of options available to, people all 
over the world. My query is, is this in fact 
the case? May it not be true that there is 
such a thing as too many opportunities for 
choice for a population which is not used 
to this kind of vior? How much free- 
dom of choice can people not used to 
many degrees of freedom take without 
psychological strain which threatens the 
stability of the system? My hunch as a 
pure amateur is that a good deal of the 
instability which seems to be occurring in 
the underdeveloped world may result from 
this phenomenon. 


IMPORTANCE OF POLITICAL STABILITY 
Now I would like to make a few con- 


cluding remarks on a quite different range 
of issues having to do with the relationship 


of economic growth to political stability. 
Presumptions about this relationship un- 


derlie most of our aid program. This is” 
really why we are in the aid business. We 
are in it partly for humanitarian reasons— 
because, as President Kennedy said, “It is 
eight” that those better off should help — 
those less privileged. But a large part of 
the justification given by our public offici- 
als for aid is that economic development 
will make a contribution to the political 
‘stability of the world in which we live. 
Many people making the case that had we 
gotten into Viet Nam sponer with con- 
structive programs, had we been able to 
approach Cuba during the Batista era with 
something which appeared to the popula- — 
tion as much more promising and con- 
structive from their own point of view, the — 
instabilities which resulted in those coun- 
tries would not have been present. 

The early literature on this relationship - 

sof economic development to political at- 
titudes was rather naive. It was essential- 
ly Marxist, although many of those associ- — 
ated with it would have been terribly 
shocked to be called Marxist, It was Marx- 
ist in that it accepted the proposition that 
poverty breeds revolt and that if you im- 
prove people’s physical welfare you will 
reduce the prospects of instability in soci- 
ety. Now in its simple form, this is obvious- 
ly nonsense. Any historian will tell you 
that there are very, very few cases of revo- 
lution that have genuinely come off from 
the bottom of the heap. The traditional 
societies were extraordinarily stable soci- 
eties except at the very top. There were 
palace revolutions but there were almost 
never in the feudal era of the underde- 
veloped countries revolutions from the — 
peasantry. 

This is a major historical change that 
has occurred because, I would argue, of 
economic development. It is being increas- 
ingly realized now throughout the com- 
munity of people concerning themselves 
with development that the processes of — 
economic development, far from being a 
quieting force, are an important destabil- 
izing force in the underdeveloped world. — 
The widening perception of alternatives 
that comes from experience with the actual 
beginnings of development is one of the 
elemenfs increasing dissatisfaction with the 
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5 status quo. People don’t feel this dissatis- 
faction, however miserable they are, if they 
don’t see any alternatives at all. What this 
development process is doing, then, is 
eroding the cement that kept traditional 
societies together. 
We see the results of this in our news- 
_ papers every day. This process is not well 
understood by economists, but it has been 
described by anthropologists and sociolo-* 
gists and psychologists, all of whom have 
_ ways of describing it which amount to the 
same general approach. I would argue that 
more accurate diagnosis of the unrest 
hich is sweeping the underdeveloped 
countries is absolutely necessary before we 
can adopt policies to deal with this unrest. 
e as citizens of the U. S. must concern 
ourselves deeply with these phenomena 
because in a modern interconnected world, 
a world of massively destructive nuclear s 
eapons, unrest wherever it appears is 
enormously more dangerous to us than it 
has ever been before in history. 
I am convinced as a layman that the 
degree of stability or instability produced 
yy development depends on the kind of 
development and on how it is carried out. 
I am personally convinced that the right 
kinds of development which give people 
_ with newly released energies and new per- 


__ My role in this symposium is to outline 
the new trends in education that are 
emerging as a result of the changes in 
other aspects of modern life. As a back- 
ground for this, I want to comment on 
three aspects of the current social changes 
that are producing profound effects on edu- 
cation. The first, and perhaps the most 
obvious, is the greatly increased rate of 
_ technological developments characteristic 
tee last 20 adie least 200 
our economy changi 

_ cause of the invention of Pacis 

new processes, but recently this change 
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ceptions of alternatives a chance to par 
ticipate actively in constructive develop- 7 
ment activities is a part of the answer, 7 
The key to the disruption of the under- 
developed world is a widened perception’ 
of alternatives on the one hand with no 
real involvement by many of the partici- 
pant groups in activities directed to doing 
anything about it on the other. 


“BOYS CLUB” THEORY 


This has been described by some of my 
friends ds “the boys’ club” theory of eco- 
nomic development. I will accept that m 
characterization because I think it de- 
scribes the essential idea accurately. If you 
can get the people of the underdeveloped 
countries playing useful games they 
much less likely to be shooting in fhe 
street, and’ these useful ‘games are largely 
the kids of games that can be constructed 
around aspects of the economic develop: 
ment process. But all of this is a layman's 
hunch on my part. What I am doing is 
pleading for more interest and more at- 
tention to this problem of the diagnosis of 
the unrest of the underdeveloped world 
by persons who are professionally con 
cerned with the diagnosis of unrest in 
human populations everywhere, and that 
means persons like yourselves. 


has been rapidly accelerated. The effect o 
the composition of our labor force, an 
thus on the demands for education, ar 
illustrated by the following examples. 
When I was born, 38 percent of the U. $. 
labor force was engaged in agriculture, 
most of which was unskilled. Now, onl 


skilled workers. Science and technology 4 


have made it possible for us to produce — 
more food and fiber than ever before, using _ 
only a small fraction of the total supply 
of labor. At the turn of the century, 27 | 
percent of those gainfully employed in 
United States were unskilled laborers 
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fields other than agriculture. Now, less 
than six percent is so engaged. In the past 
65 years, opportunities for employment in 
unskilled labor have been reduced from 
two-thirds of the labor force to 14 percent. 

The greatly increasing opportunities 
for employment are in those occupations 
which require a great deal of education. 
For example, in the last 20 years, the num- 
ber of people employed in the health ser- 
vices has expanded five times. Those en- 
gaged in educational services, teaching and 
the like have more than doubled. ‘Science 
and engineering, which had a small base in 
1900, have gone up nearly 50 times in num- 
bers employed. There have been great in- 
creases in those engaged in controlling and 


. accounting, in recreational activities, in- 


cluding music, art and literature, as well 
as outdoor recreation and in the social 
services. © Pao wo 

That is to say, technological change 
will soon make it possible for us to pro- 
duce our physical needs with 25 percent 
of our labor force, thus freeing 75 percent 
to minister to our nonphysical needs like 
health, education, recreation and the like, 
But these services require people with a 
high level of education. 


. 
POPULAR CONFIDENCE IN EDUCATION 


A second factor to note in the current 
situation is the tremendous popular con- 
fidence that has developed in education 
and research as means for solving, our 
major problems. Since the founding of our 
country, according to American historians 
like Merle Curti, there hay been a para- 
dox : on the one hand, our people are skep- 
tical of the egghead and, on the other 
hand, they have great confidence that 
education is important and they want their 
children to get a good education. We see 
this among farmers who, on the one hand, 
have been very skeptical about higher 
education and, on the other hand, have 
benefited more than any other occupation- 
al group from the research and the training 
provided by the land-grant colleges. 

The reports of recent public opinion sur- 
veys show that more than 90 percent of 
the parents interviewed expected their chil- 
dren to go to college, and they considered 
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that the most important thing they could — 
provide for their children was an education. 
This attitude reflects the kind of society in — 
which we live. Except for the small number 
who are able to inherit enough to support 
them the rest of their lives, most of our 
children will depend upon education, both 
to support a good living and to give them- 
selves a chance to participate in modern in- 
dustrial society. 

Today we find not only this popular’ 
confidence in education but also a be- 
lief that scientific research can solve most 
of our perplexing problems. You see this 
quite clearly in the field of health, as wit- 
nessed by the tremendous increases in 
the appropriations that have been made 
for the National Institutes of Health. This 
belief in the importance of education and 
research is a significant factor in the chang- 
ing role of education. 

A third factor is the sharp increase in 
aspirations for schooling. If you talk to 
children from different economic levels in 
this country and compare their hopes with 
those of 25 years ago, you will find a 
tremendous increase in the proportion of 
each economic group with aspirations for 
more education than their parents had. 
This attitude, together with the belief in 
education and the need for a high level 
of education to fill the occupational de- 
mands, are among the most important fac- 
tors in determining the present ferment 
in education with which we are all at 
least vaguely familiar. 

The current situation highlights several 
critical educational problems. The first of 
these is the need really to educate all the 
children of all the people. We have always 
talked vaguely about our schools being 
for all the children, We have compulsory 
attendance laws which, with exceptions 
here and there, have guaranteed the phys- 
ical presence in the schools of almost all 
children 6-14 years of age, but we have 
only begun to be aware, when it is not 
possible for young people to get jobs with- 
out a minimum of education, that about 
20 percent of our young people can- 
not read at the fourth-grade level and 
have not attained other educational goals 
of the diementary school. A fifth of our « 
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young people have not really been reached 
by education. 

As we learn more about them, we find 
that a considerable fraction come from very 
low income levels, from rural and urban 
slums. It is not possible for these young 
people, without a higher level of educa- 
tion than they have, to participate in our 
society. They make up the major part of 
the four or five percent of our population 
listed as unemployed, and at least another 
five percent who are not working but are 
not listed as unemployed because they 
have given up seeking work. Those with- 
out education are becoming a separate 
group in our society—not participating 
constructively either in its economic or in 
its political life. 

That 20 percent of our children not now 
being reached by education must be cut to 
at least ten percent if we are more nearly 
to match job opportunities with education- 
al attainments, because at present the oc- 
cupational structure of our labor force is 
such that less than ten percent of our 
young people will be able to find jobs that 
do not require a level of education be- 
yond the second or third grade. 

A second critical educational problem 
is the need to carry all students much 
farther on the educational ladder than 
was true before. I was in college during 
the first World War, and at that time less 
than ten percent of the age group entered 
post-high school institutions, Now we have 
some 35 percent of the age group enter- 
ing some post-high school institution, Put- 
ting it roughly, 40 percent of our young- 
sters drop out before the end of the tenth 
grade. The balance go on mostly to finish 
high school and, of that group, a fraction 
greater than half now is going on to a 
post-high school institution. It is clear to 
everyone that a much larger proportion of 
young people are now going on for far more 
schooling than was true even 20 years ago. 

The same thing is happening at the 
graduate’ level. A recent study by the 
National Opinion Research Center showed 
that of the students who graduated from 
college in 1962, 50 percent had enrolled 
in graduate school within two years. This 

sis something previously unknown anywhere 


in the world. One can understand the de- 
sire for more education, one can under- 
stand the high prestige—some of it per- 
haps more than it deserves—that is given 
to advanced education, but few persons 
have seen the consequences. We now face 
great problems in providing the facilities 
and teachers and in developing programs 
that are effective with young people 
coming from homes where no one has 
been to college before. We are finding out 
how much readiness for advanced educa- 
tion has been provided in the home and 
in the peer group. Youth who come from — 
backgrounds unfamiliar with education re- 
quire preparation not previously provided — 
in schools and colleges. 


THE KNOWLEDGE EXPLOSION 


A third critical problem is that created 
by thë .so-called “knowledge explosion.” 
You may remember the dramatic state- 
ment made by Jerome Wiesner, the 
science advisor to President Kennedy, that 
scientific knowledge is doubling every ten 
to 15 years. Not only are knowledge and 
information increasing rapidly, but changes 
are also taking place in the skills and atti- 
tudes required in various fields like en- 
gineering and teaching. The result is that — 
educators are trying to figure out what it 
is they can help young people acquire 4 
that will have some permanent value, 
rather than only giving them facts that will 
be outdated or superseded. New curricula 
are keing developed that emphasize new 
objectives. Attention is now given to teach- — 
ing the studens to carry on inquiry. He is — 
not simply to memorize certain facts or 
certain generalizations about science or 
the humanities, but he is to learn how to 
study in order to get knowledge and © 
understanding. This is an effort to develop 
students who are lifelong learners, who 
will be continually adding to their knowl- — 
edge over the years and keeping up with 
the rapidly changing developments. 4 

Realizing the great need for new cur- 
ricula and new courses, the federal govern- 
ment has been providing substantial sup- 
port for these efforts, averaging from 15 — 
to 20 million dollars in each of the major E 
disciplines during the last eight or ten 
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years. The first of these was the new high 
school physics course created by the phys- 
ical science study group headed by Jer- 
rold Zacharias, professor of physics at 
MIT. It is now reaching perhaps 25 to 
35 percent of the high school students 
taking physics. It was developed by the 
efforts of physicists and teachers who 
worked to produce a course that would 
deal with physics as it now is and em- 
phasize physics as inquiry, with the expec- 
tation that the students would continue 
learning after they finished the. course 
rather than being obsolescent in ten years 
as the knowledge of physics doubles. 

A fourth critical problem in education is 
that of research and innovation in the pro- 
cesses of education. The problems that 
schools face, such as reaching young people 
from culturally deprived homes where no 
one has had an education before, are not 
easily solved. Most of the new education- 
al tasks schools and colleges now face re- 
quire research to find out how to do them 
effectively. Realizing this, the federal 
government is providing increased support 
for research. However, finding out how 
these problems can be solved is not enough. 
Schools and colleges will have to use the 
results of these findings. Yet educational 
institutions are very slow in adopting any- 
thing new. Concerted efforts to bring about 
innovation in schools and colleges are 


necessary. 

President Johnson emphasized this in 
presenting the new education bills to the 
Congress. He recommended the establish- 
ment of regional laboratories in which 
the resources of universities and school 
systems could be brought together, to speed 
up innovation. Earlier studies have indi- 
cated that in America it takes about 50 
years after a successful educational practice 
has been developed and tried out in the 
schools before as many as three-fourths 
of the schools adopt it. Fifty years is too 
long a time lag with the rapid changes 
taking place in the world, and so there is 
a need for accelerating innovation. 


NEED FOR NEW ADMINISTRATIVE PATTERNS 


We need not only new procedures in 
teaching and learning but also new pat- 
terns of administration. A large city like 


New York enrolls several million children, 
The attempt to administer these schools 
from one central headquarters is a very 
difficult and probably an impossible task. 
New patterns of administration and or- 
ganization to serve the schools and to pro- 
vide more effective programs need to be 
explored and developed. In the Presi- 
dent’s message on education there was a 
yequest for funds to establish supplemen- 
tary educational centers that would pro- 
vide new kinds of services. 

In education, as in other fields, the in- 
stitutions have become so concerned with 
their ongoing programs that it is difficult 
for them to think primarily in terms of the 
needs of their clientele. Institutions gen- 
erally have emerged because they served 
the needs of certain clients. But as an in- 
stitution gets older it begins to establish 
rather rigid program patterns and then re- 
Strict its clientele to those who fit patterns 
of the programs. Other persons are no 
longer admitted, because the institutions 
refer to them as unable to benefit from 
the services. For example, schools may 
call such persons uneducable, not really of 
college caliber and so on. Then the insti- 
tution restricts admission and devotes some 
of its efforts to finding the people who 
can fit the pattern of services they have 
developed while rejecting others. 

Thus, a good many colleges have de- 
veloped programs that satisfy certain cli- 
ents. The students who can get along in 
these programs are identified with devices 
like the college board examinations and 
high school grades. Other youths who may 
need an education are rejected on the 
grounds that they will not get along in 
the present program. One of the problems 
to be attacked in the research and develop- 
ment centers and in the regional lab- 
oratories is to learn how to deal with boys 
and girls who are not being reached by 
the present programs of the schools and 
to provide, if necessary, new or supple- 
mentary educational services whick will not 
be so rigidly focused on the programs of 
the past. These efforts, with increasing sup- 
port from the federal government, pro- 
vide ground for believing that some of 
our educational problems may be at least 
partially*solved. 
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We may expect the new generation to 
have education beyond and different from 
the education of the last generation. At the 
same time, the concern of the public over 
school dropouts and over the problems that 
youth has in school will assume a larger 
importance because of the belief on the 
part of most parents that education de- 
termines whether their children can get 


_ jobs and can live as adults. Furthermore 


occupations will have less stability, and 
adults in some fields will need to change 
occupations more than once to avoid those 


becoming obsolescent. 


Hence, we may find an increase in the 


_ tension or even stronger anxiety about edu- 
cation in the future. No doubt the time 


will be reached when the tension abates 
as we take for granted the fact of continu- 
ing change in occupations and in educa- 


tion, each generation going beyond the last. 
However, for some time it seems likely that 
most parents will want their children to 
get into a job that will be permanent, — 
not realizing the rapid obsolescence of 
many jobs and they wil! want their children 
to graduate and to have “finished their 
education” rather than expecting to see 
them engaged throughout life in continu- 
ing education. 

It will take time for us to shed our long- 
held notions of a slowly developing in- 
dustrial” society and to replace them with 
the expectations appropriate to the current 
rapid acceleration of all industrialization. 
But however we perceive change in mod- 
ern society, education is the primary means 
for the vast majority of people to be able 
to participate in it. 

Se 
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MEDICAL INSTITUTIONS AND MODIFICATION OF 
DISEASE PATTERNS 


WALSH McDERMOTT, M.D. 


I shall begin with the proposition that 
all societies are disease-ridden and that 
every society, no matter how primitive, 
has its own institutions for disease pallia- 
tion or control. Because these institutions 
are creations of society, they are to be 
judged by the degree to which they fit 
their social purpose. We are beginning 
to see this in the less developed countries 
today because they are slavishly copying 
our medical institutions for their quite 
different situations. We can perceive quite 
clearly that these carbon copies will not 
fit their problem. Such brilliant insight 
feeds one’s conceit for the moment, until 
the annoying question begins to intrude: 
just how well do these same medical in- 
stitutions fit the needs of our own society ? 

I propose, therefore, to consider some of 
the major elements in this question of the 
fitness of our medical institutions, consid- 
ered broadly, to do their job both at home 
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and abroad. At the outset, the question 
arises as to what is, or what should be, 
the social purpose of our medical institu- 
tions. Whatever this purpose may be, it is 
not to try to rid society of all disease, for 
all living things are diseased—our crops, 
our lawns, our household pets and our- 
selveš, Even our bacteria are themselves 
diseased with still smaller microbes, the 
bacteriophages. 

The concept of a disease-free society 
would be biologic nonsense and hence 
something that it not within our power to - 
attain. But it is well within our power to 
modify , significantly the disease patterns 
within a society and certain of these pat- 
terns are clearly preferable to certain others. 
Throughout this discussion, therefore, I 
shall use the word “health” as a sort of 
vernacular synonym for the more precise 
term disease pattern. Health is an abstract 
concept and, hence, is not measurable. Dis- 
ease is measurable and to a surprising ex- 
tent in any society it occurs in definable 
patterns that closely reflect the over-all pat- 
tern of that society. The social purpose of — 
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our medical institutions can thus be related 
to disease. 

In the less developed countries the first 
goal is to modify the disease pattern into 
one compatible with the creation of a 
modern society. In the modernized society, 
this has already been done—the goal has 
been elevated to one of striving to the 
full to see to it that every child who is 
born gets the opportunity to make as un- 
hampered a run as is possible through 
life’s most productive years. Although in 
our own society this goal has not yet been 
fully realized, we have elevated our sights 
still higher, Now we seek as a goal a dis- 
ease pattern that will permit a satisfactory 
and contented, if not productive, life well 
into the 70s and 80s for as many of our 
people as possible. 

A MODEL TO DESCRIBE CHANGE ig 

In approaching this question of the fit- 
ness of our institutions to do these things, 
I have found it helpful to borrow from Dr. 
Millikan and his former colleague, Dr. Ros- 
tow, a model by which to describe change 
in disease pattern like change in economic 
status, We can describe this change in 
some five or six stages of growth in medi- 
cine, ranging from the primitive to the 
modern. The resulting model is crude; it 
by no means describes the way things have 
always occurred throughout history. But it 
does serve to sift out certain ferces and 
effects in a way that permits us to see them 
more clearly. i 

In broad outline the first stage in the 
change away from the most primitive society 
is the introduction of measures that are 
not customarily regarded as being, related 
to disease at all. In this stage, the initial 
steps consist of such things as the innova- 
tion of eating off a table instead of from 
a dirt floor, Later come the more complex 
aspects of the development of the infra- 
structure—the roads, the dams, the bridges 
and communications. It is not possible to 
document in quantitative terms the effects 
of such activities on the pattern of dis- 
case, yet it is clear that they are large. 

Indeed, there is some reason to believe 
that this first step away from the primitive 
may be the biggest single step of all in 
terms of effects on diseases. One reason 


for this belief is the apparent doubling of 
the world’s population from the time of — 
the birth of Christ to around 1650; and the 
second population doubling that presum- 
ably occurred between 1650 and 1850. In 
neither of these periods did man have any 
concept of how to alter his environment 
to affect disease. He had virtually no ca- 
pacity to control epidemics and virtually no 
effective medications for the individual pa- 
tient. Yet obviously, for quite long periods 

at a time in various places in the world, 
the death rate fell below the birth rate. 
This suggests that the very earliest steps in 
the domestication of man may be far more 
important to health and to population 
growth than we realize. 

If one examines the way of life in the 
Boston or New York of three centuries ago, 
it is clear that in many aspects now known 
te be important in terms of disease the 
people there were actually much better 
off than many people are today who are 
living in tribal societies and overly tradi- 
tional villages. If in a particular country 
today the tribal way of life should sud- 
denly be modified to something resembling 
the way of life of the Massachusetts Bay 
Colony of three centuries ago, it is virtually 
certain that there would be significant ef- 
fects on tribal death rates in that country. 

These earliest forms of medical innova- 
tions are in no sense purposeful and they 
need not be fancy. The sort of thing I have 
in mind is to stop using dung to seal the 
severed umbilical cord of the newborn in- 
fant. Just not doing that would have 
marked effects on the death rate from 
neonatal tetanus. More pointed study of 
this first stage of medical growth is needed 
because quantitative information on the 
subject would be of considerable help in 
making social choices in health. This would 
be especially the case, for example, in 
making choices having to do with programs 
in the field of population stabilization. j 

As we all know, the medical institutions 
of this first stage usually depended on a 
healer or priest who allegedly had magic 
of some kind. Except for purporting to 
control the weather, such indigenous heal- 
ers did not usually concern themselves 
with the §naterial environment. In a sense, « 
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a part of this first stage—but actually run- 
ning right through history to the present— 
are all the rest of the innumerable socio- 
economic changes introduced for reasons 
quite unconnected with disease, yet capable 
of having marked effects on disease. I shall 
return to this point. 

The second stage of growth consists of 
the purposeful attempts to affect disease 
by altering the nonpersonal environment. 
Examples of this are the provision of a 
safe water supply, the draining of swamps 
or the use of residual insecticides for ma- 
laria. In this stage, the effects on the dis- 
ease pattern may obviously be considerable 
and this stage, too, marks the start of medi- 
cal institutions as we have created them. 

The third stage becomes personal but 
the personal relationship is not a continu- 
ing one. In this stage the program involves 
such actions as immunization every two or 
three years for remotely situated villages 
or for school children if schools exist. Such 
a program is a one-shot affair and those 
who deliver the technology pull out after 
only a week or so with a clear understand- 
ing all around that their return is not to 
be expected for another few years. 

These three stages all consist of pro- 
grams that are essentially nonpersonal. They 
represent indirect methods for the appli- 
cation of the biomedical sciences to the 
problems of an individual rather than the 
direct method exemplified in the classic 
physician-patient relationship. I might say 
parenthetically that, in terms of medically 
decisive acts, we of the modernized soci- 
eties actually stayed in this third stage well 
into this century. Between these three 
stages and the fourth is the great divide. 
Once this is crossed, reactions are set in 
motion that are, in effect, chain reactions, 
each requiring still additional innovations. 


INTRODUCTION OF THE CLASSIC 
PATIENT-PHYSICIAN RELATIONSHIP 


In the fourth stage the society assumes 
the responsibility for the provision of ser- 
vicés on a continuing basis—the regular 
delivery of medical services to a whole 
people as individuals. In other words, some 
form of the classic patient-physician rela- 

a tionship is present. be 


In our society we drifted into this stage ` 
because we already had the system of 
the comforting but scientifically powerless 
physician from the days of the first Euro- — 
pean settlements in this country. But in 
many places in the world there is still a 
choice and the deliberate entry into this 
stage represents a crucial step. In terms of 
a society trying to lift itself by its boot- 
strap, this step may not yield nearly so 
much return as the preceding three steps; 
yet it is a step that all of our humanitarian- 
ism and indeed most of our professional 
attitudes urge us to take. Once embarked 
on this step, however, there is no turning 
back. When a baby dies in a primitive 
village, the mother: presumably has the 
same feelings as the mother at the death 
of a baby anywhere. Yet the village mother 
appears to accept the fact that babies die 
as dne of life’s inescapable tragedies, Once 
it is demonstrated to her that most babies 
do not have to die, the technology that 
made that possible can never be withdrawn 
again except as an act of organized cruelty. 

In a modernized society, we have the — 
beginnings of a similar problem. There is 
the widow whose 48-year-old husband has 
died of an acute myocardial infarction in 
a small community hospital when he might 
have survived had the superior gadgetry of 
an acute coronary care unit been avail- 
able. These units are found today in only 
a few of our ultramodern metropolitan 
hospitals. ‘ 

It*is the irreversible nature of this en- 
trance to the fourth stage, coupled with 
its low societal return commensurate with 
the effort involved, that makes the decision 
to embark on it such a major social choice. 
It is essential therefore that both the nature 
of the social gain and the nature of the — 
medical effort necessary to attain it be care- 
fully measured so that each may be weighed 
against the other. j 

The boundary line between this all-im- 
portant fourth stage and the fifth is simply 
a quantitative one—namely, how much of 
today’s science and technology it is pos 
sible for the physician to bring to beat 
In crude terms, the fourth stage represents — 
the type of medicine that can be practiced hi 
by today’s highly educated physician situa- — 
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ted outside the central city and the fifth 
stage refers to modern metropolitan medi- 
cine. y 

These five stages can be grouped for 
simplification. The first three stages, which 
are indirect, for the physician has no direct 
relationship to patients, form one group 
and the last two stages, in which the re- 
lationship between the individual and the 
patient is a direct one, form another. These 
are the two major ways in which medical 
knowledge gets applied—the indirect way 
through what I call the managerial physi- 
cian (or nurse) and the direct way through 
what I call the practitioner or clinical phy- 
sician (including surgeons). The managerial 
physician extracts from the total pool of 
medical science and technology those ele- 
ments that can be applied in a nonpersonal 
way to people in groups. The practitioner 
or clinical physician goes to the same dotal 
pool of medical science and extracts pre- 
cisely those elements that have relevance 
to the problems of a particular patient. 
As in either case the total pool of knowl- 
edge is the same, for either role the initial 
educational process is the same. 

We need both types of physician in 
both the modernized and the less developed 
societies. But the critical ratio of one type 
to the other is very different depending 
upon the growth stage of that society. In- 
deed, this is at the very center of the-whole 
issue of the fitness of the medical institu- 
tion in society in today’s world. Physicians 
of both types must be present everywhere, 
but the social effectiveness of the practi- 
tioner-physician depends on his being pres- 
ent in very large numbers. 

When the ratio of practitioner-physicians 
to managerial physicians is not made a 
matter of conscious policy but is left to 
chance, it is not too serious in a society of 
abundance with its large number of physi- 
cians of various sorts. But in a less devel- 
oped society with its pitifully few physi- 
cians for all needs now and for the next two 
decades, if the size of this ratio is left to 
chance as is the usual case today, all of the 
rest of that society’s biomedical institutions 
are left floundering, for they have no proper 
base, 

In any society there are three major 
factors to be considered in determining the 


ratio of managerial physicians to practi- 
tioner-physicians. Here I am obviously em- 
barking on the area covered by Dr. Milli- 

kan of the proficiency of the allocative 

mechanism. The three factors involved 

are; the particular disease pattern present, 

the capabilities of science and technology 

in relation to that disease pattern and the 

degree of modernization that is present 

qr to be expected within the next decade 

or so. 

For a disease pattern I have chosen an 
especially well-studied society: namely, 
New York City. Throughout the 19th cen- 
tury in New York City the curve of the 
crude death rate was punctuated with 
sharp peaks due to yellow fever, cholera, 
typhus, smallpox and influenza. During the 
whole century, i.e., until 1900, however, 
the average annual crude death rate was 
around 28. (A crude death rate of 28 
means that of every 1,000 persons who 
celebrate one New Year’s Eve, 28 fail to 
survive until the next one. ) 

To illustrate the factor of scientific and 
technological capability in relation to dis- 
ease pattern, I would like to recall an event 
in medical history. Twenty-two years after 
the turn of the century, the Association of 
American Physicians was winding up its 
annual meeting in Washington. This was 
on a Wednesday morning exactly 43 years 
ago today. “The Association,” or “Old 
Turks” as it is commonly known in the 
trade, is admirably cautious about inno- 
vation, as may be seen from the fact that 
it also wound up this year’s meeting on 
a Wednesday, namely, at noontime today. 
And “the Association,” for those of you who 
are not knowledgeable in such matters, is 
a veritable college of cardinals of internal 
medicine in the sense that it represents 
this portion of the academic establishment. 
Thus, it is at “the Association” and at its 
allied meetings that virtually all new de- 
velopments in general medicine are first 
presented. 

The printed program at that May meet- 
ing only 22 years from the 19th century 
appeared orthodox enough. Virtually all of 
the papers were by a single author, with 
a very few by two authors. Indeed, the 
tone was set by the first paper, which was 
by a moŝt distinguished proper Bostonian . 


eon ee 


and was entitled “In Defense of the Stom- 
- ach Tube.” Yet into this dignified, really 
still Edwardian world of medicine there 
was fired a salvo that announced a revo- 
lution in medicine—a revolution that is still 
going on. It is probably not mere chance 
that this 12-minute paper was by seven 
authors; it was entitled “The Effect on 
Diabetes of Extracts of the Pancreas.” As 
we all know, the senior author of the paper, 
Frederick Banting, went on to receive a 
~ Nobel Prize and knighthood. Most glorious 
of all, when he had to die in an airplane 
accident his last hours were spent helping 
others in the noblest tradition of the Sa- 
maritan physician. 

What was announced that Wednesday 
morning was followed within only two 
years by the discovery of liver extract 
for pernicious anemia. A few years later 
we had the sulfonamides; four years after 
that there was the discovery by Avery, 
McCarty and MacLeod that the substance 
that could transfer one type of pneumococ- 
cus into quite another was solely nucleic 
acid, Then we had the corticosteroids, 
the psychopharmacologic drugs and all the 
rest. In short, the discovery of insulin her- 
alded the start of more than four decades 
of triumphant biomedical science. 

How can the products of that science be 
characterized? With some notable excep- 
_tions, such as the Papanicolaou diagnostic 
technique for cancer, DDT and vaccines 

; $ against whooping cough, measles and po- 
liomyelitis, virtually all of these fantastic 
developments in biomedical science and 
technology have been of such a nature 
that their major application can be made 
only by the practitioner-physician. To me 
this is the significant point of our present 
situation and it is one which merits far 
greater. attention than it has yet received. 
The managerial physician during this period 
has received relatively few inputs from 
science and technology and indeed two of 
the best, DDT and the measles vaccines, 
are products with their greatest applicabil- 
ity in the nonmodernized societies rather 
than in our own. 

There seems to be no single reason why 
things should have come out this way. It 
may have been an inevitable con3equence 
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„from speculations as to what might or 


. the highly educated physician to the prob- 


of the biologic nature of the particular dis- 
eases now forming the pattern in our 
society. Their control or reduction may 
never become possible by any approach 
other than through the highly individual- 
ized one of the system of the individual” 
practitioner. Or it may be that we have not ` 
focused enough on trying to develop tools — 
for managerial use in control of the car- 
diovascular and neoplastic diseases which 
are so prominent in the modernized dis: 
easé pattern. 

There are reasons for believing that both 
of these explanations obtain. Quite aside 


might not be done in developing these in- 
puts, the significant fact is that most of 
the developments from our 40 years of 
science and technology have been applic- 
able chiefly only through the practitioner- 
physiciap approach, s 

To a group of psychiatrists this may seem — 
a statement of the obvious because, except 
for the relatively new field of social psy- — 
chiatry, the practitioner-physician has tra- 
ditionally occupied the major and decisive 
role in the management of mental illness. 
But in the rest of medicine, to all intents 
and purposes, it is only in this post-Banting 
era that the practitioner-physician has been 
given the power to take decisive action. 
We had great physicians in 1921, but they 
had orily a very few decisive treatments. 
We had reat surgeons, but they were i 
limited, by infection and other complica- 
tions, to a relatively small field of action 
as judged by today’s capabilities in sur ~ 
gery. From the functional standpoint, th 
hospitals of 1921 were largely places f 
the superior nursing care of the very ill 
There were great advances in biomedical 
science before Banting, but they were basi- 
cally developments that were not applicab le 
by the practitioner-physician. Instead they 
were only applicable outside our hospitals 
and largely by the managerial physician. 
Thus the hallmark of the past four decades 
has been the discriminating application of 
the products of science and technology by 


lems of an individual human being. i 
What has been the over-all effect on 
society of this science and technology for 
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the individual ? One thing it does not affect 


is the crude death rate; and this lack of | 


effect is in striking contrast to the effects 
of science and technology in the period just 
before. In 1921, the last pre-Banting year, 
the crude death rate in New York City was 
11.2. As such matters go, this is a relatively 
low one. Forty years later, in 1961, the 
crude death rate in New York City was 
exactly the same, 11.2. Does this mean that 
this vast scientific effort was all in vain? 
Certainly not. It merely means that the 
crude death rate is not a sufficiently sen- 
sitive indicator of what was going on; the 
age-adjusted death rates that had already 
been falling since the tu of the century 
showed an accelerated fall during the mid- 
dle two decades of the post-Banting 40 
years. This fall stopped about 12 years ago, 
however, and we now seem to be in a 
period of “hard-core” diseases. © ° 
_ Although the causes of today’s major 
diseases are relatively few in number, there 
is an almost infinite diversity in the kind 
of medical problem they present, that the 
patient presents to the physician. For ex- 
ample, a patient with cardiovascular dis- 
ease may present a wide variety of dif- 
ferent manifestations. As a consequence, 
today’s practitidner-physician requires great 
expertise and, although he can now act de- 
cisively, his radius of effective action is 
sharply limited. AAE 
‘To me the fact that the practitioner- 
' physician is able to apply science to*very 
_ many fewer people than his managerial 
counterpart in no way lessens his social 
_ contribution, but it does Tead to a con- 
“clusion that is unpalatable to some. This is 
the conclusion that the value to society of 
_ the acts of the highly expert practitioner- 
` physician in the modernized world is com- 
ing more and more to be chiefly in its 
symbolic value rather than in any value 
that is objectively measurable. From the 
strictly biologic standpoint, many of his 
patients are somewhat less than perfect. By 
the cold index of contribution to the gross 
national product, many have also passed 
their peak. But our society regards both 
of these facts as wholly irrelevant. : 
All that counts is that each of us has 
a life of importance to us, that as an in- 


dividual each of us should receive from 


science whatever it is possible to get to — 


us, to prolong our life or to preserve our 
health. Viewed in this way, the social 
gain of each professional act of our highly 
educated practitioner-physician may lie 
principally, sometimes exclusively, in ‘its 
glorification of the importance of the in- 
dividual. Each time this happens, when- 
&ver we apply the scientific creativity of 
all men to preserve the life of one, we are 
reaffirming this basic principle of our 
Judeo-Christian culture. 


NEED FOR NEW INSTITUTIONAL FORMS 


How long can we continue to regard this 
ideal as the basis for a practical program 
without creating new institutional forms as 
well? It is highly improbable that we can 
go on much longer because at the moment 
éur science and especially its technology 
are outrunning our institutional arrange- 
ments for its management and proper ex- 
ploitation. To choose just one example : if 
the productivity of our science and tech- 
nology continue at its present pace, it is 
most unlikely that today’s delivery system 
based predominantly on the practitioner- 
physician can possibly keep up with it. 

The medical institutions of our society 
are facing this tug-of-war at home at the 
same time that they are receiving a strong 
ethical pull from abroad, in the medical 
component of the programs of purposeful 
development discussed by Drs. Milli- 
kan and Tyler. I say ethical pull, because 
for all the reasons they have cited including 
the technologic innovations and transport, 
hundreds and thousands of people who 
need help have now been brought within 
our reach, If they are within our reach they 
are within our ethic. Obviously they are not 
within our reach in terms of the conven- 
tional practitioner-physician system, but ac- 
cording to our medical ethic we have some 
responsibility to help them in some way 
by the application of appropriately, selected 
elements of our large pool of biomedical 
science and technology. 5 

One way of seeing the most significant 
elements in this situation is to come back 
to that well-studied community, New York 
City, at the turn of the century. At that: 
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time it was quite literally true that a 70- 
year-old man had an appreciably greater 
chance of surviving for one year than did an 
infant, For those of you who have not been 
involved with such data lately, I can say 
that an infant, by definition, is a human 
being less than one year old. Moreover, the 
infant death rate is expressed not in terms 
of per 1000 population but in terms of per 
1000 live births that year. In 1900 the infart 
death rate was 140 per 1000 and approxi- 
mately one-half of the deaths were caused 
by two disease conditions, infant diar- 
rhea and pneumonia. In the ensuing three 
decades, the infant mortality rate steadily 
fell so that by 1930 it was about 48 but in 
the course of this, the mortality from diar- 
rhea and pneumonia, formerly one-half of 
the total, had dropped to negligible levels. 

These same two diseases, the diarrhea- 
pneumonia complex, if you will, together 
make up close to one-half of the total mor- 
tality in the overly traditional societies to- 
day. What is more, these two diseases 
cause illness in even more infants than those 
that are killed. As a consequence, if a 
physician is present in such a community 
he spends the greatest portion of his time 
caring for these two diseases. Since the 
greater portion of the population in a 
less developed society is children, by no 
very remarkable coincidence the physician 
ends up spending virtually all of his time 

with the problems of infants and young 
children, 

The important points that have such rele- 
vance to the less developed countries 
today are : first, the great scientific produc- 
tivity in biomedical science and technology 
came mostly after 1930, when pneumonia- 
diarrhea was no longer a problem in New 
York. Moreover, this tremendous period of 
scientific activity has not yet yielded ef- 
fective therapies for anything but a very 
small portion of these two major disease 
complexes. For example, it can be estimated 
that at least 80 percent of these pneumo- 
nias are viral and hence are not affected 
decisively by our drugs. The diarrhea js 
apparently a combined nutritional and mi- 
crobial disorder but it is quite clear now 
that antimicrobial drugs seldom serve a 
decisive role in its treatment. ln other 


and earl 


words, with today’s large pool of medical 
science and technology there is still vir- 
tually nothing that can be put into the 
hands of the practitioner-physician whereby 
he can act decisively against these two 
major components of the disease pattern 
of a less developed society. Virtually the 
only place for all of today’s drugs and vac- 
cines would be in that relatively small dis- 
ease group formed by the “name” infectious 
diseases; the size of this group is small 
in proportion to the size of the pneumonia- 
diarrhea complex. 

The second major point is that despite 
the fact that the three-decade period in 
which the marked fall occurred in New 
York ended almost seven years before the 
introduction of the first antimicrobial drug, 
nevertheless in New York City these two 
major causes of infant fatality were brought 
under control. Before jumping to the hasty 
conclusion that this represents a triumph 
for the managerial physician over his 
practitioner counterpart, let it be recalled 
that there were all sorts of improvements 
in general socioeconomic status in New 
York City, as in our other cities, between 
1900 and 1930. The managerial physician 
unquestionably played an important role 
in the decline of infant mortality, prob- 
ably a role considerably greater than the 
practitioner-physician, but the latter played 
a role too. Even both together almost 
certainly could not have accomplished this 
task sto such an extent in a setting that 
did nòt include many other socioeconomic 
developments. $ 

This is really the third lesson of impor- 
tance to be derived from the New York 
experience, An antimicrobial drug or a vac- 
cine is readily transferable but whatever it 
yos that ended up being so successful in 
A ch tae is less readily transferable. 
ee Gh ask: why bother to ty to re- 
ince sorely, for success will mere- 
KS ase the population problem ? There 
aa Stowing consensus among students of 
a ae however, that the only prac- 
rapidh approach to the problem of a 
He Y increasing population is to try to 

Something first about the high infant 
y childhood mortality. Until this is 
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done, no one will pay serious attention to 
the problem. 

When we match today’s science and 
technology against the disease pattern of 
less developed society we can see that the 
practitioner-physician can play.only a very 
small role there compared with the man- 
agerial physician. We can also see that this 
managerial physician, whether at home or 
abroad, needs many more inputs from 
science and technology than he now has. 
Therefore, a great need exists for new bio- 
medical knowledge that might be regarded 
as being of an unconventional or unortho- 
dox sort and it is essential that, without 
compromising our present fine effort in 
biomedical research, we lay on this addi- 
tional effort too.! To organize such an ef- 
fort is not easy because the need for it is 
not yet widely accepted. 

On this matter of determining a proper 
ratio of managerial to practitioner-phy- 
sicians for the developing societies, we face 
great problems because we have not yet 
satisfactorily resolved this question to meet 
our own social purposes. One problem 
arises because the medical student or young 
physician almost always is exclusively ori- 
ented toward the problems of an individ- 
ual patient. The notion of trying to attack 
these problems in some other way does not 
really occur to him until he may happen 
to be faced with the problems in the field. 

The classic story is that a young phy- 
sician gets out in the field, is confronted 
with the problems and only then sees the 
gross inadequacies of what can be done 
through orthodox approaches and hence 
tries to develop novel approaches. But this 
type of experience comes late in the formal 
educational experience; indeed it usually 
comes several years after graduation. Thus, 
in the modernized countries, this experience 
does not lead to a model which would be 
useful to the medical leaders of the overly 
traditional societies. Yet surely we have the 
necessary knowledge to set the medical 
goals of a developing society in a definable 
` way and we should be capable of develop- 


1A discussion of the various kinds of research 
thought to be necessary for the problem as it 
exists in the overly traditional societies may be 
found in(1). 


ing new institutional forms to meet them. 

Drs. Millikan and Tyler have gone into 
some of the factors involved in attempt- 
ing to persuade leaders of developing soci- 
eties that they should attempt new depar- 
tures; indeed, Dr. Millikan’s point about 
the “too many choices” is most relevant. 
With respect to medicine, I have become 
completely convinced that the leaders from 
tlte overly traditional societies will not be 
persuaded that they should follow ‘the 
medically unorthodox as long as this ques- 
tion of the relative failure of “the applica- 
tion systems” for biomedical science and: 
technology is regarded as something that 
is limited to the developing societies. 


THE FUTURE OF BIOMEDICAL SCIENCE 


The theme I have sought to develop is 
that a number of identifiable factors have 
cfeated a situation in which the institution- 
al arrangements with which we have clothed 
our biomedical science and technology are 
beginning to show increasing inadequacies 
in terms of the problems they are supposed 
to meet. This is true both in the modern- 
ized and in the overly traditional societies. 
but it can be seen more vividly in the 
latter. The basic failure lies in the particu- 
lar institutional forms we have developed 
for man’s benefit; to some extent it lies ~ 
also in the nature of the biomedical knowl- 
edge we now have available for applica- 
tion. To put it differently, we are seeing 
a breakdown of our systems for, the 
delivery of medical services. 

In the overly traditional societies tie 
failure is resulting because there is a gross 
mismatch between the sociobiology of the 
major disease pattern as it exists and bot! 
the kind of biomedical technology and the 
delivery systems we have developed for 
it for application in a modernized society. 
This is largely a qualitative failure : namely, 
we are seeking to deliver the wrong things. 

In the modernized society, the failure’ is 
more of a quantitative sort. We have de- 
veloped medically decisive powers that we 
can put in the hands of the clinical 
physician. This greatly intensifies the im- 
pact of his influence but also determines 
that his influence can only be exerted with- 


in a shrinking perimeter. Yet we have built e 
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up our delivery system so that the prac- 
titioner-physician (as contrasted to the 
managerial physician) plays by far the pre- 
dominant role. Thus whenever the eco- 
nomic base necessary for the support .of 
this practitioner-physician decays, as has 
happened in our urban slums and some 
rural areas, the people are left with little 
in the way of medical services of the con- 
ventional type. They are left badly off in 
terms of medical services of any sort, for, 
broadly speaking, we have not yet found 
ways to use the other arm of the system— 
the managerial physician—for the appli- 
= cation of science and technology to the 
particular diseases that make up the dis- 
ease pattern of the modernized society. In- 
deed the development of social psychiatry 
and community mental health programs rep- 
resents beginning attempts to do just that. 
Whether the failure in delivery is quali- 
tative or quantitative, it ends up the same, 
namely, that in one locality or another our 
medical institutions are not always satis- 
factorily shaped to fit the social purpose 
of applying biomedical science and tech- 
nology for man’s benefit. Thus what we 
are witnessing is one problem. It is a prob- 
lem that will require a variety of changes 
in our biomedical institutions, including 
changes in our educational system and 


changes in what Dr. Millikan calls our 
“allocative mechanisms” whereby we decide 
how to assign which medical responsibility 
to what person. Then changes will have 
to be made here as well as in Africa and 
Asia and Latin America. 

We must make it very clear that there 
is a basic principle involved and not the 
mere acquisition of a particular set of tech- 
niques; that this principle, being basic, 
applies to us as much as to anyone else; 
and that what is really important is to de- 
velop the capability to create a reasonable 
fit between our biomedical institutions and 
their social purpose. Unless we can accept 
and gain overseas acceptance of this prin- 
ciple, our colleagues in the overly tradition- 
al societies are going to stoutly resist the 
very types of health programs their situa- 
tion calls for, because they are understand- 
ably fearful of finding themselves out of 
the mainstream of the thinking of the 
world’s medical establishment. In short, 
I am thoroughly convinced that we will 
get nowhere in persuading them until we 
can successfully persuade ourselves. 
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PSYCHIATRIC PROBLEMS OF OVERDEVELOPED COUNTRIES 


GEORGE M. CARSTAIRS, M.D. 


In addressing myself to the topic of this 
paper, I propose to exploit my own al- 
legiance to two cultures—not to the “two 
cultures” of C. P. Snow, but to the ancient 
society of India, in which I spent my 
early years, and to the middle-aged soci- 
ety which is contemporary Britain. I re- 
turned to India after the second World War 
in order to devote two years to field work 
in social anthropology, studying three vil- 
lage communities in Rajasthan. During 
recent years I have had four opportunities 
to visit medical schools and psychiatric in- 
Stitutions in different parts of India and in 
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other Eastern’ countries, I shall draw upon 
observations made both as a social anthro- 
pologist and as a medical teacher. 

In India, as in every other developing 
country, most psychiatric disorders are 
treated (if treated at all) by exorcism, 
magic and appeals for divine intervention. 
The discovery of the tranquilizing proper- 
ties of rauwolfia has stimulated the belief 
that there may be other potent drugs in 
the armamentarium of the many kinds of 
indigenous herbalists; but if such drugs 
exist, they appear to be randomly distrib- 
uted in a pharmacopoeia as elaborate, and 
for the most part as inert, as that of medie- 
val European medicine. 
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During the two years in which I lived 
in villages of northern India I came to ap- 
preciate that mental disorders were re- 
garded as being due to spiritual causes, 
to the anger of a ghost, the malice of a 
witch or the wrath of a god—and that the 
same explanations were also advanced to 
account for most instances of physical dis- 
ease or of sudden material misfortune. 
Physical methods of treatment might be 
employed, often with an admixture of 
magic in their preparation, but they were 
considered to give only symptomatic relief. 
Treatment in depth was more elaborate 
and more costly : it involved enlisting the 
help of someone who was able to pene- 
trate to the hidden forces which were ul- 
timately responsible for the manifest condi- 
tion. 


COMMUNAL HEALING CEREMONIES ce 


e 

One could hot fail to be impressed by 
the social attributes of village healing cere- 
monies. They invariably involved communal 
participation, enlisting the support of kins- 
men, neighbors and the village gods, and 
demonstrating the whole group’s concern to 
ease the plight of their afflicted member. It 
was a therapy designed to benefit not only 
the patient himself but also those nearest to 
him, whose anxieties had been aroused by 
his condition. 

Like every Western physician who has 
had the opportunity of practicing in village 
India, I was continually surprised at, the 
total lack of privacy in which my+own 
examinations and treatments had to be 
conducted. There, healing is very much a 
public function ; the very desire for privacy 
tends to be suspect. If an individual were 
known to be closeted secretly with a man 
well versed in the mysteries of sickness 
and its cure, it would at once be surmised 
that he was up to no good—perhaps pre- 
paring ‘a form of sorcery to be directed 
against a personal enemy. 

We tend to regard this recourse to su- 
Pernatural powers with some superiority, 
as a reminder of an earlier stage in our 
own history when we too attributed many 
forms of illness—and particularly mental 
disorders—to the action of evil spirits; but 
can we claim to have renounced magical 


thinking in our own practice ? Even now, 
there are many purely empirical remedies 
in clinical psychiatry. We like to think that 
we use them rationally, but all too often 
their claims are backed only by an appeal 
to authority and rendered more acceptable 
by our wish to believe them true. Of 
course, the authority which we invoke is 
no longer divine: it is the authority of 
science. Yet claims are frequently made 
and accepted for the efficacy of a new 
treatment in the absence of any scientifical- 
ly rigorous evaluation of its results(5). 
Whenever this happens—and I suggest that 
instances can still be found every week in 
our psychiatric journals and every day in 
the pharmaceutical firms’ advertising litera- 
ture—we have forfeited the right to feel in- 
tellectually superior to the village shaman. 

This is not to deny that thére have been 
teal achievements in psychiatric understand- 
ing and control of mental disorders, some 
of which are already being taught and 
practiced in Indian hospitals and medical 
schools. Western psychiatry was introduced 
to India during the period of British rule. 
The earliest of some 35 mental hospitals 
was established in Madras in 1832. This 
hospital is still remarkable, among other 
things, for the excellence of its facilities 
for the care of insane criminals—a reminder 
that it was the administrators’ need to have 
troublesome psychotics kept out of harm's 
way rather than any therapeutic zeal on the 
part of the Indian Medical Service which in- 
spired the creation of these institutions. 
They were (and still are) one of the 
least regarded elements in the health ser- 
vice of the country, ill-equipped, under- 
staffed, manned by reluctant government 
doctors, many of whom have no training 
in psychiatry and who regard their term of 
duty in the mental hospital as a penance 
to be endured for a period which the 
hope will be as brief as possible. 

In 1960 I noted that there were only 
some 15,000 mental hospital beds and just 
over 100 trained psychiatrists in India to 
cope with a population which must include, 
at a conservative estimate, some 900,000 
psychotic patients alone. At this time, 
visiting India as a W.H.O. Consultant in 
Mental Kealth, I found myself compelled , 
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to think afresh about the basic priorities 
of medical care in a developing country. 
India has so many health problems which 
demand urgent attention, such as her many 
thousands of untreated lepers, her millions 
of cases of untreated tuberculosis, not to 
speak of malnutrition and overpopulation. 
It appeared to me that three factors above 
all must determine the order of priority 
in which particular categories of disease 
' should be tackled, namely: 1) threat to 
life; 2) threat to others, as in communicable 
- disease; and 3) availability of a potent 
_ remedy or an effective means of prevention. 
On all three counts, psychiatric illness has 

hitherto had to concede greater priority 
_ to the many other diseases which beset the 
ordinary Indian from infancy onwards. 
But the time will soon come when there, 
as here, the killing diseases have been 
checked and psychiatric disorders will then 
emerge as a major cause of disablement 
and distress. 

_On the eve of independence, Indian med- 
ical education had undergone a searching 
examination. The Bhore Report (1946) (14) 
resembled its precursor, the Goodenough 
Report (1944)(13) on the state of British 
medical schools in vigorously deploring the 
low standard of undergraduate and post- 
graduate teaching in psychiatry and de- 
clared that the first task in this field was 

to ensure that a few able young men ob- 
tained a sound scientific training, overseas 
if necessary, so as to create a cadre of 
future teachers of psychiatry. Now, 20 years 
later, many young Indian doctors have 
been trained in Britain and in North 
America and most of them have returned 
to India. How are they going to set about 
making their experience in the West rele- 
vant to the needs of their own country? 

One thing seems obvious; even though 
tranquilizers and antidepressants can al- 

~ ready be bought at a high price in the 
bazaars, for many years to come most 
psychiatric patients and their families will 
„ continue to consult the village shaman, 

whose combination of powerful suggestion, 
| group therapy and community care is far 
from negligible. There will not be enough 
_ Indian psychiatrists to deal with more 

n a small fraction of their potential 

patients. Psychiatric care will have to be 
@ . 


me a 


strictly rationed. How will this be done? ` 
There are at least five possible solutions: 
1. Psychiatric care may be rationed by 
price, as in the free market economy of | 
the U.S.A. Those who can pay high fees ~ 
will get the best treatment. There are signs ~ 
that this is already happening. In many 
Indian cities small private nursing homes ~ 
are multiplying, in which patients can be 
admitted for electroshock or drug treatment 
without incurring the stigma of having been 
admitted to the mental hospital, which is 
still popularly known as the pagal-khana- 
or madhouse. Only a minority of patients 
can afford this type of treatment; but” 
owing to the scarcity of psychiatrists and 
the relatively low rates of pay in university 
and public appointments, almost every po- ~ 
tential teacher finds himself engaged, ati 
least part-time, in this lucrative privat 
practice., i 
2. Psychiatric care may be rationed by 
giving first priority to the most seriously — 
ill. This policy largely determined the pro- — 
vision of psychiatric care in Europe and 
in America during the 19th century, It has — 
been influenced by marked fluctuations in 
psychiatric opinion about the “treatability” 
of the psychoses and has shown a revival, 
on both sides of the Atlantic, as a result of 
recent interest in the community care of the 
mentally ill. A variant of this solution con- 
sists in drawing up rather strict criteria 
(heavily weighted towards organic illness) 
to define cases which are the psychiatrist's” 
proper concern and telling the remainder ~ 
—one presumes—that they have more need 
of the priest than the physician(4). d 
3. Psychiatric care may be rationed by 
delay. This is the familiar phenomenon of 
the waiting list, one of whose by-products ` 
has been to remind us of the spontaneous 
remission of a proportion of acute psychi- 
atric disorders (16). 
4. Psychiatric care may be rationed by ~ 
the time allotted to each patient. This is, 
roughly speaking, the method adopted in 
the British health service and in many 
community clinics. It can be applied 
structively, by compelling the psychiatri 
to formulate a limited goal and to no 
whether this has been attained in a 
time period. Obviously, if time becon 
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severely rationed, treatment is unlikely to 
be effective. 

5. Psychiatric care may be rationed by 
working indirectly through nonpsychiatric 
medical staff and other helping agencies. 
This approach has been developed, for 
example, by proponents of the therapeutic 
community (6,7,11); by cultivating family 
doctors’ psychotherapeutic skills(1); and 
by offering training to a variety of care- 
taking agencies in the community(3). 


TREATMENT ALLOCATION IN BRITAIN AND U, $. 
. 


We would like to think that our psychi- 
atric policies for both treatment services 
and teaching are rationally planned, but 
are they? Is it in fact the psychiatrist's 
decision or the pressure of his patient's 
demands which has the greater effect? 
Treatment policies are probably the product 
of numerous social forces. In America sand 
in Britain psychiatry has developed in very 
different ways during the present century, 
responding (as I believe) to strong currents 
in the tide of social history in our respec- 
tive countries. I propose, for a few mo- 
ments, to look at these two patterns of 
psychiatrie care as they might appear to 
an Indian colleague concerned with the 
needs of his own country. 

In Britain today psychiatry is closely 
integrated into a National Health Service 
which provides medical care free at the 
time of need, from the family doetor in his 
office or from the specialist consultant in 
his hospital inpatient and outpatient, ser- 
vice, 

This is, of course, the culmination of a 
long stumbling process of developing psy- 
chiatric services. It is only since 1948, when 
the National Health Service came into 
operation, that British psychiatric hospitals 
ceased to be in a quite separate category, 
as isolated from the rest of medicine as 
some American state hospitals are today. 
Their reintegration was carried a step 
further by the Mental Health Act (1959). 


_ Since this date, more than 90 percent of 
_ admissions to British psychiatric hospitals 


have been without any sort of legal formal- 


ity; and now, when legal commitment is 


required, the patient can be treated— 
against his will if need be—in any hospital, 
including a general hospital, which is will- 


ing to receive him. (This happens several 
times a year in the emergency ward. of our 
main teaching hospital in Edinburgh.) 

Psychiatry, in the National Health Ser- 
vige, provides help both in clinical treat- 
ment and (to a less adequate degree) in 
aftercare support in the community to pa- 
tients and their families. But British psy- 
chiatrists’ therapeutic activities consist in 
the main of physical treatments, social and 
occupational rehabilitation and short-term 
psychotherapy. Long-term psychotherapy 
occupies a very minor role in their day-to- 
day practice, In many British hospitals and 
teaching centers, there is literally no one 
qualified to teach analytically-oriented psy- 
chotherapy. In others, as in Edinburgh, 
where this teaching is beginning to be 
offered, the residents are required to think 
very carefully before they select a patient 
for this privileged type of therapy. (I call 
it privileged not because it is demonstrably 
better—we all know how difficult it is to 
prove the efficacy of psychotherapy—but 
because it is so much more demanding of 
a highly trained therapist's time.) 

As will be seen, British psychiatry today 
is in a favorable position to help individuals 
and families afflicted with psychotic illness- 
es. On the other hand, the National Health 
Service is ill-equipped to deal with the 
much more numerous cases of minor 
psychiatric disorder(8). Our post-World- 
War-II generation of general practitioners 
has been especially conscious of the large 
number of patients whose problems are 
psychological and social rather than purely 
physical—and conscious, also of their being 
singularly ill-equipped to treat these pa- 
tients adequately. This problem is not 
confined to Britain, nor is it peculiar to 
this age. In the U.S.A. two major epidemio- 
logical surveys, both completed under the 
direction of our chairman(9, 15), have indi- 
cated that well over half the population, 
both urban and rural, will experience a 
significant psychiatric disability in the 
course of their lives. . 

Although it is only in recent years that 
rigorous epidemiological techniques have 
begun to be employed in psychiatry, the 
frequency of functional disorders is no new 
discovery, Some three hundred years ago 
Thomas Sydenham declared that one in « 
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six of all his patients were hysterical, while 
in 1733 his successor George Cheyne 
published a book entitled The English Dis- 
ease in which he claimed that the English 
were peculiarly prone to nervous illness. 
For many generations, then, we have been” 


intermittently aware of the problem of . 


functional illness: but are we any nearer 
to finding its solution ? 
As you can see, British psychiatric cage 


has been rationed under our Health Service 


in two ways: by giving priority to -the 
more serious psychiatric disorders and by 


limiting the amount of time given to 


individual patients. Britain, like every com- 


-plex modern society, is perforce to a certain 


extent a planned society, in which at least 
some of the priorities are determined by 
public consensus. Clearly, when the Nation- 
al Health Service came into being it was 
felt that the first requirement was to 
improve the quality of hospital and com- 


munity care for the more serious forms of 


mental illness. As yet, there has been 
insufficient provision either in the psychia- 
trists’ training or in the allotment of their 
time to enable them to offer skilled psy- 
chotherapeutic treatment to the very many 
patients whose symptoms are due to faulty 
interpersonal relationships and _self-defeat- 
ing attitudes of which they are themselves 
unaware. American psychiatrists, and even 
American medical students, who visit Brit- 
ain are struck by the apparent neglect of 
conditions in which they can recognize 
clear indications for psychotherapeutic in- 
tervention. 

It may be asked whether this is relevant 
to the concerns of our hypothetical Indian 
onlooker. Where, in the order of priorities 
of his country’s health problems, do these 
emotionally-determined functional disorders 
come in? Are such conditions encountered 
in Indian medical practice ? 

I can answer the last question at least 
with confidence. During my two years’ 
residence in Indian villages, I acted as 
general practitioner to the families of all 
my informants and to many others as well. 
The records of my consultations show a 
substantial number of cases of anxiety 
hysteria and psychophysiologic disorders. 
These were, with few exceptions, illiterate 


„country folk. My Indian colleagués inform 


me that such cases are much more numer- 
ous in the towns and particularly in the 
families of middle-class, educated Indians. 
As to priorities, while it is true that these _ 
conditions are disabling rather than life- 
endangering, it is also true that as soon as 
these better-educated patients come to 
know that something can be done to re- | 
lieve their distress, they come forward 
pleading for treatment. 
I have been privileged to witness the 
development of the psychiatric department 
in one, of the major teaching hospitals in 
Bombay. When I visited there in 1949, Dr. 
Vahia had only a weekly outpatient service. 
That year he saw 200 new cases, including a 4 
high proportion of chronic schizophrenics 
and mental defectives, brought in the faint 
i 
i 
l 
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hope that he might be able to help where 
others had failed. During the succeeding 
years the seryige has grown so rapidly that 
in 1964 it comprised two complete teams 
running clinics six days a week and admit- 
ting cases to 32 beds in the general hospital. 
That year 6,000 new cases were seen and 
over 200 passed through the inpatient 
service. Many of the outpatients were 
cases of neurosis and psychosomatic dis- ~~ 
order. i 

Dr. Vahia and his colleagues lamented 
the fact that the constant pressure of new — 
patients was such that they had to be 
given a hurried social and personal apprais- 
al and to be summarily treated, usually  % 
with psychotropic drugs, even though their 
problems demanded a more searching 
psychotherapeutic investigation. Psychiatric 
practice in Indian cities has already come Ps 
up against the same problems we have 
observed in the British health service. b; 

During the past 15 years, India’s medi- 
cal schools have rocketed from 27 to 80, 
and in the wake of this expansion there 
has been a steady increase in the number 
of psychiatric departments engaged in 
undergraduate and, to a lesser extent, post- 
graduate teaching. It is to these depart- | 
ments rather than to the mental hospitals - 
that we can look for new developments in 
Indian psychiatry. 

Suppose, however, our Indian psychia- 
trist were to seek guidance by looking at 


the way psychiatry i i in the 
USA? psychiatry is practiced in t 
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He could not fail to marvel at the, scale 
of this country’s provision of institutions 
for the mentally disordered. Most state 


hospitals and veterans hospitals would - 


dwarf the clinical facilities of the average 

Indian medical school. A§ he toured the 

corridors and rode the elevators of these 
_ imposing buildings he might be agreeably 

surprised to find so many fellow-country- 
men among their interns, and surprised 
again to learn not all of them actually aim 
to become psychiatrists. 

Long before his inspection was oyer, he 
might well have cause to be grateful for 
the small number and small size of India’s 
mental hospitals because were they to ex- 
pand rapidly the problem of finding enough 
trained personnel to ensure that their influ- 
ence on the patients was therapeutic rather 
than custodial would be a formidable one. 
He might reflect that „India’s hundreds of 
thousands of psychotics have at least been 
spared the threat of “institutional neuro- 
sis”(2). 

The visitor would encounter devoted and 
enthusiastic physicians among the state hos- 
pital’s senior staff, but he would hear plenty 
of criticism too. In the U.S.A. as in postwar 
Britain, large hospitals have gone out of 
favor. Today, inspired by President Ken- 
nedy’s Community Mental Health Centers 
Act, many American cities are launching 
bold new experiments in mental health care. 
Projects as varied as the Kansas Psychiatric 
Receiving Center, Fort Logan, the Illinois 
Zone Centers Plan, San Mateo and Dutchess 
County, have only one thing in common : 
the aim to replace the old image of the 

remote state hospital with a new service 
in close and continuing contact with the 
community it serves. 

These are exciting new ventures. Perhaps 
among them our Indian visitor will find 
models for similar enterprises in his coun- 
try; but if he inquires closely, he will 
find them all beset by the same problem, 
the difficulty of obtaining, and keeping, 
trained professional staff. It may come as 
a surprise to him too, that so far he has 
been seeing only the underprivileged sec- 
tor of American psychiatry, the public 
sector, in which 15 percent of America's 
psychiatrists (and not always, alas, the 
elite of the profession) offer a necessarily 


limited form of care to the 85 percent of 
American patients who cannot or can no 
longer afford private treatment. 

The great majority of American psychia- 
trists are engaged either wholly or part-time 
‘in private office practice and the paradigm 


-of such practice is considered to be individ- 


ual long-term analytically oriented psycho- 
therapy. There are of course many idiosyn- 
cratic local patterns in this splendidly 
varied country ; but if the Indian psychia- 
trist were to contrast American with British 
psychiatry perhaps this would be the most 
striking difference. A young American 
psychiatrist makes a great sacrifice of time 
and money to acquire either analytic or 
psychotherapeutic training, with the aim 
of setting up at last in private office 
practice. His British counterpart is equally 
industrious, although curiously enough his 
postgraduate training gives relatively little 
emphasis to the psychological element in 
psychological medicine: he is required to 
pass a low-level test in psychiatry and 
neurology and a much more strenuous 
examination in internal medicine before he 
can move on to his goal, which is to be a 
Consultant Psychiatrist in the National 
Health Service. 

Why do their paths diverge so widely ? 
I do not believe for a moment that British 
psychiatrists are more public-spirited, more 
altruistic than their American colleagues. 
If our young men aspire to a career in 
community psychiatry rather than in private 
practice it is simply because this type of 
work offers them, in Britain today, greater 
financial security, more satisfying work and 
(believe it or not) better social status. 

In practice, a great deal of American 
psychiatrists’ professional activity appears 


* to be dictated by the demands of patients 


who know what they want and are prepared 
to pay for it. 

In no country in the world has psychiatry 
gained greater acceptance than in the 
U.S.A., and yet even here its recognition 
has been less widespread within the medi- 
cal profession itself than in the lay public. 
What we have seen during the last half- 
century is little less than a new popular 
formulation of the concept of mental health. 
Wherever people's personal. experiences 
have falléa short of these expectations, they A 
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have tended to turn to the psychiatrist in 
the hope that he will help them to achieve 
their life aspirations. Many commentators, 
perhaps the most challenging of whom have 
been Thomas Szasz in America and Lady 
Barbara Wootton in Britain, have empha- 
sized that personal and social problems 
which in former generations would have 
been the concern of the church and the 
law are now laid at the door of psychiatry. 
In spite of what our critics say, this has 
been due not so much to our “overselling” 
of our superior wisdom, but rather to our 
clients’ insistence. 

In the U.S.A. as in no other country 
in the world, people expect a high standard 
of living as their birthright: this is why 
poverty is so peculiarly unbearable in 
America. It is as though to be poor is to 

feel cheated. Increasingly, to feel unhappy 
“is also regarded as an indication that 
= something has gone wrong and must be 
_ rectified by recourse to one’s analyst. Of 
course, this is a phenomenon of middle- 
_ class, if not of upper middle-class society ; 
yet the attitude is reflected in simplified 
form in the mass culture of our day. 
a This extraordinary tendency to take every 
“problem of living” to the psychiatrist's 
couch, as if to some Delphic oracle, has 
attracted the derision of satirists and be- 
come a mainstay of cartoonists; and yet 
there is something admirable in its very 
absurdity. After all, in no other society 
have such ambitious aspirations been har- 
bored not merely by a privileged élite but 
by the ordinary citizen. 

The danger is that the aspiration may 
prove to be not merely lofty but un- 
realistic ; if this is so, then any developing 
country which tries to emulate this aspect 
of our culture may be seriously led astray. 

Paradoxically an Indian psychiatrist may 
find himself more at home than would a 
British one amid this fervor for psychoana- 
lytic insight. He might observe that the 
most appreciative patients are not those 
who have completed their treatment but 
tather those who are “in analysis.” This, 
surely, is the contemporary equivalent of 
being in a state of grace; in Hindu 
terminology, this is the recurrent emanci- 
pation from mundane existence which is 

„the reward of the disciple who Sets aside 
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a fixed hour to meditate in accordance with © 
the teaching of his Guru. 

Our Indian visitor could not fail to 
notice that the Gurus of Park Avenue and 
the high priests of those secular ashrams, 
the institutes of psychoanalysis, have under- 
gone a training even longer and even more ~ 
perverse than that of the British consultant 
psychiatrists. They must all pass through © 
the strenuous and costly initiation rites of — 
a full medical training, only to discard its 
benefits almost completely, because a stern 
taboo . prevents the initiates from even 
giving their patients a physical examination, ` 
Instead, they must proceed through still” 
more exacting trials: personal analysis, 
study of the arcane texts and conduct of 
therapy under the control of an experienced 
Guru. 

I do not wish to labor this analogy be- 
causep although it gives one a certain 
mischievous pleasure to draw attention to _ 
the similarities between psychoanalysis — 
and religious conversion, the resemblance — 
is of course only partial. Freudian psy- 
chodynamic theory has enormously ad- — 
vanced our understanding both of the — 
etiology of neurosis and of human motiva- _ 
tion in general; but it has not yet given 
rise to a clinical procedure applicable to 
the needs of the vast majority of our po- _ 
tential patients. It is interesting to note 
that ia Britain and America modifications — 
of psychoanalytic therapy have been de- 
veloped along rather different lines. J 

Reticence and privacy are not the most 
striking characteristics of American pro- 
fessional life. British visitors are sometimes 
disconcerted by your habit of leaving your 
office doors ajar, if not wide open, during 
most of your working day. The only time 
that one can be sure to find those doors — 
shut and a “Don’t Disturb” sign displayed — 
is during a psychotherapy hour. This hour _ 
is sacred. aa 

Attempts have been made, and are still _ 
being made, to limit the aims and shorten 
the course of individual psychotherapy but — 
both these limitations are only reluctantly © 
accepted, Perhaps this is because of the — 
ineradicable American belief in the perfect- _ 
ibility of human nature. In contrast, 
British psychoanalysts appear to be more | 
willing to recognize a very limited capacity 
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for change in certain of their patients and 
to settle for a modest improvement in their 
adaptation. In direct contrast, our personal 
lives are much more private; our office 
doors are seldom left ajar—and this is not 
just due to lack of central heating. 

On the other hand analytically-oriented 
group psychotherapy appears to have been 
more actively developed in our country. An 
analyst colleague who has practiced in 
three Latin countries and now works in 
London tells me that he finds British pa- 
tients readier to share the sometimes pain- 
ful task of public self-revelation which 
group therapy entails than patients of any 
other nationality in his experience. The 
long tradition of community participation 
in healing ceremonies which can be found 
in most developing countries suggests that 
they too may derive most benefit from 
psychoanalytic insights by applying them 
indirectly, introducing them, it may be, in 
group situations involving many members 
of the patient’s extended family. 

Let us, however, take leave of our Indian 
colleague in order to consider our own 
peculiar problems. What, one wonders, will 
the medical historian of the future make 
of our current patterns of psychiatric treat- 
ment in Britain and America? It is not 
improbable that in a few decades we shall 
have a much subtler understanding of the 
metabolic and biochemical processes which 
underlie our fluctuating moods and motiva- 
tions and this may lead to a more elaborate 
interplay of pharmacotherapy and psycho- 
therapy. When this time comes, our present 
British preoccupation with psychotropic 
drugs on the one hand and social manipu- 
lation on the other, may seem absurdly 
clumsy, crude and rule-of-thumb, while the 
American paradigm of intensive one-person 
psychotherapy may then appear a pathet- 
ically laborious. and equally imperfect 
means of achieving its desired goal. 

There seems no reason to doubt that there 
will be even more demands for psychiatric 
help in our respective countries in the next 
few decades. It has long been contended 
that the increasing complexity of modern 
civilization imposes strains which must 
lead to mental and emotional illness. This 
is a plausible argument, but one has to 
remember that it was advanced already 


during the reigns of Napoleon II and of 
the young Queen Victoria; it was not 
substantiated then nor has it been unequiv- 
ocally demonstrated now. Then, as now, 
people complained of the increased pace 
of modern life; but in our time we have 
surely had to cope with a quite extraordinary 
growth in the number of “bits” of informa- 
tion which we have to assimilate ; and such 
iş the bias of our mass media that many 
of these “bits” are emotionally charged. If 
our nervous systems have indeed been able 
to adapt themselves to this multiplication 
of “the thousand natural shocks that human 
flesh is heir to,” it speaks much for their 
resilience and their reserve capacity. 

Robert Oppenheimer(12) has reminded 
us of the geometric scale of the increase 
of knowledge in our time; he has empha- 
sized, too, that the addition of scientific — 
knowledge is an irreversible as well as a- 
cumulative process. Walsh McDermott(10) 
has shown that the same holds true of 
advances in the availability of effective 
medical care. I suggest that we are witness- 
ing, in both our countries, a similar develop- 
ment on the plane of psychological under- 
standing. Increasingly, both doctors and 
their patients are becoming more sophis- 
ticated in their understanding of the emo- 
tional forces which underlie many psycho- 
logical and psychophysiologic disorders, 
With this sophistication there inevitably 
comes an increasing demand for treatment 
informed by knowledge of psychodynam- 
ics. This is one aspect of the “revolution 
of rising expectations” to which Dr. Milli- 
kan has referred in his contribution to this 
symposium. 

PSYCHIATRY’S CHALLENGE 

The most important task before psychia- 
try, as I see it, is to forge methods for 
the recognition and treatment of these 
disabling functional complaints, methods 
which the ordinary physician can use. This 
is particularly important for us in Britain, 
where we still have nearly three, general 
practitioners for every specialist (as against 
a 1:1 ratio in the U.S.A.). These treatment 
skills will have to include an appreciation 
of social and interpersonal factors in the 
patient's life situation and the ability to. 
bring p$ychodynamic insights within more 


1414 


has Ah atti i 


THE CHALLENGE TO PSYCHIATRY IN A CHANGING WORLD: A SYMPOSIUM 


patients’ reach because, however much we 
may scoff at psychoanalysts, we all know 
that if we are ever psychiatrically ill we 
would prefer a treatment in which our 
thinking and feeling could be actively 
engaged. It would be foolish to deny that 
drugs can help us and should be rationally 
employed. Yet I suspect that we should all 
cherish the hope that we would be helped 


ı to become once again the captains of ovr 


souls without their continuing support. 

In earlier generations it was easier than it 
is today to believe in the uniform progress 
of mankind. In the present century, punc- 
tuated already by two world wars and 
darkened by the threat of racial as well 
as ideological conflict, we have witnessed 
an unprecedented acceleration of knowl- 
edge about material things, culminating 
(for the moment) in our fearful possession 
of enough nuclear explosives to obliterate 
all life on our planet. At the same time 
we are painfully aware that our ability to 
understand and hopefully to control human 
behavior has lagged far behind. 

When one thinks of these grave problems, 
one is at once reminded of the paucity of 
our knowledge about human motivation 
and challenged by the importance for man- 
kind of the branch of knowledge to whose 
advancement our specialty of psychiatry is 
committed. 
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NOTEBOOK 


PSYCHEDELIC DRUGS 


m m m The psychedelic! drugs, also known as hallucinogenics, psychotomimetics, 
dysleptics and psychotoxics, are normal coristituents of “magic plants.” Original- 
ly magic plants were used only in ceremonial or sacred contexts, and some 
are still so used. The following are major representatives of the psychedelic 
drugs: LSD (d-lysergic acid diéthylamide), derived from ergot fungus ; psilocy- 
bine, derived from the Mexican “sacred” mushroom, Teonanacatl ; and mescaline, 
derived from the peyote cactus, Lophophora Williamsii. 

Exactly how these drugs work in the human brain is still a mystery. Many 
theories, not yet sufficiently supported, have been advanced, including that of in- 
teraction with brain enzyme systems. What is clear is that ingestion causes altera- 
tions of the mind, described by some as a “psychedelic experience,” i.e., a “journey 
to new realms of consciousness, an “expanding of consciousness.” Known, too, 
however, is that the nature of this experiente may range from celestial ecstasy to 
pure horror, the feeling of “going mad.” Their extraordinary effects upon the mind 
have been the subject of scientific investigation, of heated controversy and wide- 
spread misuse. 

The psychedelics were introduced in this country in 1949, and the first organized 
research with LSD was set up at the Boston Psychopathic Hospital (now the 
Massachusetts Mental Health Center) for the study of experimentally produced 
psychopathological phenomena which showed similarities to those of an acute 
schizophrenic attack. These experiments were soon followed by the experimental 
study of social-psychiatric problems, such as the group interaction of persons who 
had taken LSD. 

At present psychedelics are legitimately used in research for the purpose of 
cutting short psychoanalysis-and ås an aid in psychotherapy for the treatment 
of alcoholism and some other psychiatric conditions, for example, autism in 
children. Be 

Psychedelics haye been tried in the study of religious experiences. In the 
Native American Church, peyote is the holy sacrament and the newly formed 
Church of the Awakening seems to have as its sole purpose “to provide for those 
who request it, the opportunity, to have a psychedelic experience.” a 

Psychedelics, especially LSD and psilocybine, have been used in an attempt to l 
promote psychological growth and mystic experiences and to enhance creative i 
activity. However, no recognized works of art have yet been produced under the 
influence of LSD or as the result of an LSD experience. On the contrary, as Rinkel 
and Bender demonstrated, under the direct influence of LSD the drawings of a à 
famous American painter progressively deteriorated. Years later, when the artist 
was asked whether the LSD experience had improved his artistic creativity, his 


reply was in the negative. 7 


1 The word psychedelic was coined by Humphrey Osmond ; delic is derived from the Greek x 
word, dēlos, which means manifest, evident. ea 4 

2 There was an exhibition of “magic plants” at the 1965 annual meeting of the APA in New 
York by the Committee on Transcultural Psychiatry. [he plants are now on permanen 
exhibition at the Botanical Museum of Harvard University. 
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Perhaps the most serious controversy could be summarized under the heading 
of the “LSD Movement.” This is a recent development, and unique on the Ameri- 
can scene. Its vociferous adherents are composed of artists, writers, painters, 
musicians and their hangers-on in Bohemia, and of a transcendental group com- 
prised predominantly of psychologists, philosophers, theologians and others. This 
movement teaches a unified world view with meaning beyond that drawn from 
empirical reality and obtained by the use of LSD. The cause of this movement 
is freedom from internal constraints, freedom to explore one’s self and the cosmos 
and freedom to use LSD and other drugs as a means thereto. Followers of this 
movement believe that everyone, and this includes children as well as adults, 
ought to take LSD. They base their demands on the belief that LSD is harmless, 
that it is not a drug but a “food’—a sort of vitamin for the brain—and that the 
occurrence of psychosis and other harmful effects is not the result of LSD but of 
the setting. 

Quite the contrary is true. Reports in medical journals from here and abroad 
(see Amer, J. Psychiat. 121:238-244, Sept. 1964) provide evidence that dangers 
are involved even in the legitimate use of these drugs. These dangers are many 
times multiplied by their illegitimate use. Persons who have taken LSD obtained 
on the black market become psychotic oftea weeks or months after the ingestion 
of LSD. They are being admitted to hospitals in an ever-increasing number. This 
and the widespread use of “bootlegged” LSD by’ college and high school students 
have led to the flood of publicity about the psychedelic drugs in lead articles of 
national magazines and newspapers and over radio and television, This in turn 
caused the Food and Drug Administration to outlaw the use of these drugs except 
for carefully selected and approved scientific experiments. On April 6 this agency 
sent a letter to 2,000 colleges and universities warning of the marked increase in the 
illegal use of drugs on campus and urging concerted action lest “an untold number 
of students suffer permanent mental or physical injury.” 

In its endeavor to restrict the use of psychedelic drugs, the government has had 
the full cooperation of Sandoz Pharmaceuticals, the sole legitimate producer of 
LSD and psilocybine. Sandoz, in conformity with the FDA, will make these drugs 
available only to the following : grantees of the NIMH (number of grant request- 
ed); investigators within the confines of a state psychiatric institution, with a 
letter of approval from the respective Commissioner of Mental Health; and 
investigators of the Veterans Administration with approval of the head office. 

While some private investigators may protest this action as being negative- 
minded, the close cooperation of Sandoz and the government is highly commend- 
able in view of the dangers that do exist, particularly for those who believe in 
self-experimentation with LSD to solve their own problems. 

We have heard complaints that the government is restricting if not suppressing 
ae seen That is not true. The United States government, through the 
5 ne sero os Moml eik has rady allocated a total of half a million 
more money for research ai which a elegy Wis Sn Shee saad 
by this government agency. OE a E E 

; The cult aspect of the LSD movement has rendered serious damage to the 
scientific study of this group of drugs. However, uncontrolled and itical 
experimentation should not be allowed to create a hysterical attitude hich will 
hinder or obstruct legitimate experimentation with LSD. a lleni ze 1 of 
research in biological psychiatry. ee ace enta TOO! o 


Max RinkeL, M.D. 
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THE WORLD PSYCHIATRIC ASSOCIATION , 


m E m The advent of the fourth World Congress of Psychiatry, to be held 
under the aegis of the World Psychiatric Association in Madrid September 5-11, 
makes it timely to review the history of the first five years of the association. 
Its establishment had been a goal of thé American Psychiatric Association for 
nearly 20 years. ji 

The objectives of the World Psychiatric Association are to work together with 
its member societies to : 

1. Represent psychiatry on the world sçene and before world bodies ; 

9. Establish relations with WHO, UNESCO and other world organizations in 
the mental health and allied fields; 
3. Organize world congresses and regional and local meetings; and 

4. Foster the exchange of information among individual psychiatrists and psy- 

chiatric organizations throughout the world. 

In contrast to the American Psychiatric Association, which is comprised of 
individual members, the World Psychiatric Association is an association of mem- 
ber societies, which send voting delegates to a general assembly held every five 
years. Each member society is accarded one vote for each 100 members, up to 
30 votes. There is a committee of 23 members which acts in an advisory capacity 
and an executive committee, consisting of the six officers, which meets several 
times a year and directs the association between meetings. 

The growth in the World Psychiatric Association has been astonishingly rapid: 
the number of societies has increased from the original 30 to the present 58, and 
between 40,000 and 50,000 psychiatrists are now members. This makes the as- 
sociation by far the largest psychiatric body in the world. 

Early in its career a policy of holding regional meetings was initiated. One 
such meeting was held in London and was attended primarily by European 
psychiatrists, although many Americans also came. A second, held this year in 
Khartoum, was attended chiefly by Afro-Asian psychiatrists. A third is proposed 
in the near future for French and German psychiatrists at Bonneville, France. 
Meantime, an immense amount of information concerning psychiatric facilities 
throughout the world has been collected by the secretariat; this information is 
available to members on request.” 

The World Psychiatric Association has received recognition from the World 
Health Organization as the body,which officially represents psychiatry throughout 
the world, and joint planning meetings with representatives of WHO and with 
the World Federation for Mental Health are presently going forward. 

Individual membership was established a year and a half ago; the certificates 
are numbered so that it will he possible to designate the original individual mem- 
bers. Closer participation in the association is possible to individual members, 
although they do not have individual voting rights. 

The opportunities to foster the growth of psychiatric facilities, to explore the 
kinds of training required in the various parts of the world, to promote research 
in extraordinarily rich and diversified cultural settings and to take the lead in 
developing ideas for prevention—these opportunities are enticing, exciting and 
challenge the best minds among us. ; 

The future of the World Psychiatric Association looks bright. There is every 
reason to anticipate that, now the first five years required for setting down the 
major structure and basic functional units have passed, still more rapid expansion 


can be anticipated. 
D. Ewen Cameron, M.D. 
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This section includes articles which are less lengthy than the preceding scientific and 
scholarly articles, Included are clinical notes (for whose validity the Journal assumes 

no responsibility), case reports, historical notes and other material selected by the Editor, 
in general, articles submitted for this section should, be no longer than eight double- 


spaced typed pages. 


A PRIVATE PSYCHIATRIC HOSPITAL BECOMES A 
COMPREHENSIVE MENTAL HEALTH CENTER 


WALTER LEWIN, 


The re of the Joint Commission on 
Mental Illness and Health(1), a rising de- 
mand for local community mental health 
clinics and the Community Mental Health 
Centers Act of 1963 clearly point to the 
need for a more definitive community ori- 


entation by existing psychiatric services., 


However, it is not nearly so clear what a 
community-oriented service ought to be 
doing, what its operational goals should 
be and what is entailed in making the 
transition from an individual treatment pro- 
gram to a more inclusive community ap- 
proach. 

Private psychiatric hospitals, which have 
played a significant role in the history of 
the treatment of the mentally ill in America, 
face additional problems. How shall such 
broad services be financed? How can suffi- 
cient staff be obtained? Is the previous 
history of being a “psychiatric hospital” an 
acceptable base for a community mental 
health center? This paper briefly traces 
three stages in the development of a private 
psychiatric hospital towards becoming a 
community mental health service. Ilustra- 
tions of shifts in philosophy, program and 
financing as well as evidence of community 
resistance and support will be given. 

Prairie View was initiated 11 years ago 
as a private psychiatric hospital 
by the Mennonite Mental Health Services. 
It was opened as a 37-bed hospital with 
limited outpatient facilities for private pa- 


Read at ‘the 121st annual meeting of the Ameri- 
can Psychiatric Association, New York, N. Y., May 
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tients. It is located at the edge of Newto 
Kansas, a town of 15,000 and in a thre 
county population area of 60,000. 
hospital is the third of four such institutions 
developed by the Mennonite Mental Health 
Services. When the hospital opened, people 
in the local community did not know whi t 
to expect. Nevertheless, the Chamber of 
Commerce welcomed the institution with a 
financial contribution from local merchants, 
Ninety-seven percent of the initial capital 
funds were donated by the members of 
the Mennonite churches in the Middle” 
West. 


EARLY DEVELOPMENT 


In the first stage of the development, 
a private psychiatric clinic group from near 
by Wichita provided the professional ser- 
vices’ Over a period of five years, 
developed a philosophy of treatment 
heavy. „emphasis on the hospital as a th 
peutic community. This included the e: 
tation of responsible patient behavior. 
restrictions were made on visiting privile 
Doors were unlocked. Nurses wore 
clothes. In this community, ministers, physi. 
cians and the families were encouraged 
retain an active interest rather than to` 
“dump” their responsibility on the hospita 
staff. This concept was relatively new hel 
in 1954 and was not readily accepted by 
the community; it resulted in resi 
which was manifested by a decrease in 
referrals and a subtle demand for a more 
aggressive somatic therapy approach. 

Although in 1954 professional servi 
were for “those private patients who 
help and will come to us for help,” va 
staff members showed signs of communi 


ee 
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concern from the beginning. For 

one effort was the initiation of religion and 
psychiatry study groups in which writings 
of either field were studied, discussed and 
related. Groups included local physicians, 
college teachers, ministers and hospital 
professional staff, These informal groups 
helped to establish a common bond among 
the participants which probably was not 
experienced previously. 

The second stage of development in re- 
lationship to the community was born of 
hard times, A gradual decrease in referrals 
occurred in 1958 and the hospital board 
pressed for an adequate explanation, At first, 
staff members were inclined to interpret the 
census difficulty as well as the board mem- 
bers’ questions as resistance to psychiatry. 
Later the staff thought there was a surplus 
of psychiatric facilities in the area. Then 
through a year of weekly confsohtftions 
between the hospital board, executive com- 
mittee and staff leadership, there emerged 
the feeling that “something is wrong with 
our approach.” 

From these discussions developed a de- 
liberate shift to what we have termed a 
community-oriented approach, The staff 
asked the board what community mental 
health needs were not met. Staff and 
board members meN ministers, a 
tors and other small groups, raising 
question, “Where can we work together 
to meet te nt iyoi 
are experiencing them ?” 

As a consequence, there resulted aeycar’s 
series of consultations with several ministe- 


rial groups; a year's free eonsultation ser 

vice to che -encira Souinky “walkers ‘depart. 

ment staff; a month's free hospitalization 
state hospital 


department was 
trying to rehabilitate; and a year's free 
consultation service to the deans of men 
and women in the three neighboring Men- 
nonite colleges. 

To provide more comprehensive services 
(such as emergency, night, consultation 


and educational services), a local staff be- 
came an obvious necessity. In 1961, a new 
professional team who shared these com- 
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and new staff continued “pulse-taking” of 
community needs and made new services 
available. Consultation hours at the general 
practitioners’ offices and clinics in Newton 
were started. This definitely developed a 
much closer feeling betwoen psychiatrists 
and other physicians in the community. 

The most successful of these consists of 
a three-hour weekly visit by a psychiatrist 
to a clinic composed of ten physicians. The 
consultation consists of a lunch and an 
hour's discussion of any problem case; the 
third hour is open for psychiatric consul- 
tation for a patient who prefers the initial 
appointment in the general medical clinic, 
The two psychiatrists make consultation 
calls in the general hospitals, home visits 
on occasion (especially with elderly dis- 
turbed patients), jail visits and perform 
examinations for the courts, 


therapy 

m was inaugurated. In this particu- 
activity, both inpatients and day patients 
have the opportu x 
vised workshop 
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program through national, state and local 
developments. The Joint Commission report, 
Action for Mental Health(1), emphasized 
treatment on a local basis. A breakthrough 
on the state and local level came with the 
passing of a 1961 Kansas law enabling 
local counties to assess themselves either to 
set up a local mental health clinic or to 
contract with nonprofit agencies for ser- 
vices. ° 

After two years of work by a citizens’ 
committee, the hospital began providing a 
county mental health service for outpatients. 
This contract for county-subsidized service 
enabled us to become more comprehensive 
in covering the needs of the lower income 
group and particularly to have a way of 
financing a much broader consultation ser- 

` vice to schools, ministers, courts and wel- 
fare. 

It should not be assumed, however, that 
this program came into being without 
difficult hurdles. It took some members of 
the citizens’ committee a while to realize 
that we were also staffed “to work with 
people who weren't so sick.” There was the 
problem of establishing a sufficiently identi- 
fiable service which at the same time was 
also integrated clinically with the total 
hospital service. One of the valuable by- 
products of our experience thus far has 
been the formation of a county mental 
health services board which provides a 
framework for responsible interaction with 
the community. This citizens’ group makes 
the broad policies for utilization of the 
county funds and helps in the programming 
for this community responsibility. 

As the county mental health services 
became a reality, new clinical challenges 
emerged. A much greater demand for 
services to children arose. This required 
more social work time to work with families 
as well as a playroom addition. Now the 
addition of a child psychiatrist to the staff 
has been arranged. More adolescents were 
referred by courts and schools for consulta- 
tion. The day patient program expanded 
from three to 20 patients. 

Approximately one-third of the day 
patients are county-subsidized. The useful- 
ness of a day patient program to help in 
dealing with problems without hospitaliza- 
tion and to rehabilitate others over longer 


periods became increasingly evident. In 
contrast, night hospitalizations are rarely 
requested in this semirural setting and 
there seems to be doubt on the part of the 
staff regarding the possible effective inte- 
gration, of such patients in the regular 
24-hour patient program. 

Work with judges has brought about the 
beginning of a “big brother program” for 
boys in whose home no father is present. A 
psychiatrist makes weekly consultations to 
the county welfare staff. A parents’ educa- 
tion group was established to help parents 
of problem children who were on the 
waiting list for services. The J. C., Rotary, 
Lions and HDU groups have come to the 
hospital. Frequently patients share in such 
a mental health educational process. A 
sexies of films and night activities for the 
community is now in progress. This also 
included, the occasional use of well- 
recognized consultants who are invited to 
help our staff with particular problems and 
at the same time introduce new ideas into 
the community. 

Through the attendance of staff at state 
level meetings about the need for aftercare 
programs for discharged state hospital 
patients, it became apparent that here was 
another way to serve more cemprehensively 
the people in this area. A five-year, $150,000 
grant for the “Mid-Kansas Rural Aftercare 
Project” was approved by NIMH for Prairie 
View in cooperation with Topeka State 
Hospital. The project is to demonstrate the 
use of,local resources for a minimum essen- 
tial level of aftercare for the Topeka State 
Hospital patients discharged to our three- 
county area. The major goal of the project 
is to dempnstrate how community resources 
might be used not only to keep people 
from returning to state hospitals but also to 
maintain them as functioning members of 
the local society. This project was initiated 
in June 1964. 

Any type of long-term waiting list for 
individual treatment is useless in dealing 
with community problems. Flexibility and 
a willingness to use a variety of psychiatric 
approaches are of utmost importance. At 
Prairie View, social workers and psycholo- 
gists as well as psychiatrists do individual 
and group therapy, family therapy, con- 
sultation and also use educational media. 
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The same demanding nature of community 
needs has also forced us to encourage 
existing helping agents in the community to 
expand their roles, As staff have become 
more involved with community needs out- 
side their offices, they have been chal- 
lenged to expand their skills. Outside 
consultants have been extremely helpful in 
this process. 

In a program of community psychiatry, 
administration becomes an important thera- 
peutic tool, Administrative machinery is 
necessary to conceptualize and formulate 
concrete goals with regard to the commu- 
nity. Contracts are important to clarify and 
structure mutual expectations with commu- 
nity groups. Administration makes manage- 
able community involvements which might 
otherwise become loose and unwieldy. « 

From the process of transition toward 
more of a community-oriented prégram, 
we can now make the following observa- 
tions for our situation. The hospital milieu 
therapy program provided a good base for 
extending services into the larger commu- 
nity. The basiċ shift began through serious 
question-raising on the board and staff 
level and then interaction with community 
leadership. Consultation has been essential 
in helping staff to. make the transition 
toward more skills in community psychia- 
try. The continuing administrative process 
of clarification of goals and programs is 
crucial. A private psychiatric hopital can 
expand its role, can become more of a 
partner with the community and can, still 
maintain its essential identity and opera- 
tional freedom. . 
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DISCUSSION 


Bertram S. Brown, M.D. (Bethesda, Md.). 
—Dr. Lewin has presented the life history of 
a vibrant community mental health center now 
in vigorous young adulthood. 

The paper covers three stages. The first 
stage, which we might characterize for literary 
' purposes as childhood, roughly from 1955 to 
1960, is the period when professional mental 
health staff came from outside the community. 
_ It might be of interest to look back at the 


T 


genesis and pregnancy of this remarkable men- 2 
tal health program. The Mennonite Mental — 
Health Services, Inc., an agency of all Mennon- 
ite groups in the United States, represents a _ 
denomination with a history of concern with 
high quality health services. How did mental 
health obtain such high status in their general 
health interests ? 

In part this was brought about by the 
interest and concern of many Mennonite young 
men who worked in our state mental hospitals 
during World War II as alternatives to active 
duty. I suspect they saw the occasionally atro- 
cious and almost always less than humanitar- 
ian level of care in many of our public institu- 
tions and vowed to do something about it. 

Thus we see a remarkable specific effort 
that not only mirrors the major national effort 
in mental health but has emerged with a 
model of services that can give us guidance and 
leadership. By national effort I refer, of course, 
to the post-World War II interest and aware- 
ness of the significance of the mental health 
problem and the continuing growth of our 
state mental hospitals which led to the Joint 
Commission on Mental Illness and Health—and 
eventually to President Kennedy’s special mes- 
sage proposing the community mental health 
center, 

To return to the first stage at Prairie View, 
we see a focusing on the “internal community,” 
that is, the hospital as a therapeutic community. 
The terse sentence, “Doors were unlocked,”* 
tells much. Most mental health facilities go 
through a period of resistance to change at 
this phase as is so colorfully described in the 
now classic book From Custodial to Thera- 
peutic Patient Care in Mental Hospitals(1). 

No difficulty in the internal hospital com- 
munity is mentioned, but I suspect there was 
some, and that it related to the more overt 
community resistance clearly described in the 
second stage—the shift to what Dr. Lewin 
refers to as a “community-oriented approach,” 
The capstone to the processes and efforts in 
the second stage was the employment of a 
new professional team that would reside in 
the local community. I suspect that the general 
practitioners working in the community and 
the hospital played a key role through, dis- 
satisfaction with staff that was “outside the 
family” and in the welcoming of new mental 
health staff that was indeed Prairie Vietv’s own. 

The plot happily thickens in the third stage 
with “the confirmation of the community- 
oriented approach through national, state and 
local development.” That is what brings me here 
as a discussant. As chief of the community 
mental health centers program at the National | 
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Institute of Mental Health, I can say that 
the rich and creative program at Prairie View's 
community mental health center is one that 
serves not only to teach but to inspire. 

The community mental health center is not 
a sterile notion originating out of a buredu- 
cratic backroom, but rather the embodiment 
of high idealism and common sense that has 
emerged in practice in a few spots across the 


“country, We hope to see these spots multiply 
and bear fruit—the fruit of better mental health 
for ‘our people. 
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THE EMPTY NEST : PSYCHOSOCIAL ASPECTS OF CONFLICT 
BETWEEN DEPRESSED WOMEN AND 
THEIR GROWN CHILDREN 


EVA Y. DEYKIN, M.S., 


SHIRLEY JACOBSON, 


GERALD KLERMAN, M.D. anp MAIDA SOLOMON 


Since the early observations of Freud(3) 
and Abraham(1), most discussions of de- 
pression have emphasized the role of 
object loss, usually death and mourning, 
as the paradigm for symptom formation 
in the affective disorders. It is now well 
known that real or imagined loss of a 
relationship can be as traumatic as the 
loss of an object to death. 

In the course of a clinical research 
project on depression conducted at the 
* Massachusetts Mental Health Center, we 
observed that there was often a temporal, 
although nct necessarily a causal, relation- 
ship between the termination of child rear- 
ing and clinical depression. In our de- 
pressed patients it appeared that the 
cessation of child rearing influenced the 
content of symptoms presented and that 
in cases of women who had ended child- 
rearing functions, there was almost always 
some degree of conflict between them and 
their adult children. 

Based on these observations, we under- 
took to study the empty nest syndrome, 
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defined as the temporal association of 
clinical depression with the cessation of 
child “rearing. We have investigated the 
background of these patients, their clinical 
course and the types of conflict evident 
between them and their children before, 
during and after hospitalization. A com- 
parison of our sample of hospitalized, de- 
pressed women to a nondepressed sample 
of women who had also ceased child rear- 
ing is planned. Results reported here per- 
tain only to a depressed population. 


BACKGROUND 


In most Western societies, the cessation 
of child rearing represents a natural step 
in the evolution of the family(4). In spite 
of the normality of this event, the responses 
to it, as well as the reorganization of family 
life that this situation requires, vary from 
culture to culture and from individual to 
individual(5). 

In 20th-century America, the cessation 
of child rearing constitutes a sharp change 
in family life. While on the one hand the 
current economic and social forces clearly 
encourage the separation of grown children 
from parents, on the other hand the un- 
spoken expectations and attitudes held by 
our society remain ambiguous(2). Part of 
the ambiguity rests in the fact that Ameri- 
can society is primarily child-oriented, and — 
being so, assumes that while children are — 
young a mother should devote the major _ 
portion of her time and emotional life to 
them. Yet once the children reach adult- ~ 
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hood, the mother is tacitly asked to refrain - 


from interference in their lives’ =~ 
The shift from the active mothering role 
to the emotional divorce from the children 
demands a difficult adjustment for many 
women, particularly those who were reared 
in a European tradition where the matri- 
arch maintains her importance as a grand- 
mother(6). The necessity of women’s 
adaptation to this situation has become 
almost universal as medical progress has 
increased life expectancy to such an extent 
that most women now live at least half 
their adult lives subsequent to the cessation 
of child rearing. The problems of adjusting 
to the new role of being a childless mother 
are magnified in the depressed patient who 
has difficulty in dealing with situations 
involving object loss. rA 


METHODOLOGY To 


. 

It is within this social and psychological 
framework that we studied 16 hospitalized 
depressed patients who were mothers of 
adult children and who no longer had 
child-rearing functions. We used a de- 
tailed sohedule to obtain comparable fac- 
tual, attitudinal and evaluative data on 
each patient. The schedule was so struc- 
tured as to include information on the 
patient’s background, symptomatology and 
psychiatric history, as well as on the events 
leading to the termination of child rearing, 
conflicts present between patient and chil- 
dren and on methods undertaken by, pa- 
tients and children to resolve conflict. 

Data were obtained from hospital rec- 
ords, from nurses and physiaians’ notes and 
from a minimum of seven social work 
interviews conducted with patients and 
their families. In the process of data col- 
lection, it became obvious that while our 
original observation regarding the existence 
of conflict generally proved correct, the 
degree and quality of conflict between 
patients and their children varied greatly, 
ranging in some cases from open and bitter 
arguments to no discernible conflict in two 
cases. Upon completion of data collection, 
a narrative case summary incorporating all 
pertinent information was written for each 
of the 16 studied patients. 

The case summaries were independently 
reviewed by the two project psychiatric 


research social workers who placed each 
case into one of three possible conflict 
categories. seine 

1. Overt conflict, which is defined as a 
situation in which either the patient, her — 
children or both were aware at the time 
of hospital admission that there was con- 
flict between them. ¥ 

2. Latent conflict, defined as a state in 
which, at the time of admission, conflict 
existed between the patient and her chil- 
dren that was not clearly identified as such 
by either party but which was seen to 
exist by the clinical staff. 

3. No conflict is defined as a situation 
in which the patient had ceased child 
rearing but in which neither she nor her 
children reported any conflict and in which 
the clinicians agreed with this perception. 


FINDINGS 


` 

Of the 16 patients studied, seven had 
overt conflict, seven had latent conflict 
and only two depressed patients exhibited 
no conflict. Because of the small no conflict 
group, it is eliminated from this presenta- 
tion and the study results are based only 
on the seven overt conflict patients and the 
seven latent conflict patients. 

Demographic characteristics of overt and 
latent groups. The 14 empty nest patients 
studied were middle-aged women with a 
median age of 59 years. They had all 
ceased child rearing in the past ten years. 
The sample was fairly evenly divided be- 
tween Protestants, Catholics and Jews. The 
majority of the sample belonged to the 
lower middle class with a few patients in 
the lower socioeconomic group. When the 
sample was divided into overt and latent 
conflict patients, several important differ- 
ences emerged. 

The overt conflict patients were either 
foreign-born or first-generation Americans 
who clung to the traditions of their parents’ 
country of origin and had achieved a medi- 
an of only nine years of school. They had 
married while still teenagers, had started 
their families almost immediately and were 
socially very withdrawn, having few or no 
friends or interests outside the home. 

The majority of latent conflict patients, 
conversely, were American-born and the 
only two who were foreign-born were, 
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thoroughly “Americanized.” The median 
education for the latent conflict group was 
12 years of school. They had married in 
their 20s and postponed pregnancy for a 
year or more after marriage. Almost all 
these patients had been socially active 
prior to illness and, in addition, many 
latent conflict patients had worked for the 
greater part of their married lives. The 


overt patients, in contrast, either had never | 


worked or had done so only briefly during 
periods of financial stress. 

The most significant difference between 
the two groups, however, was the marital 
status at the time of admission. Only one 
overt conflict patient was married; the re- 
maining six were widowed or divorced. 
Conversely, five latent patients were mar- 
ried and living with spouses while only 
two were widowed or divorced. 

There were essentially no differences be- 
tween the overt and latent conflict pa- 
tients in terms of severity of depression 
at the time of admission or in the kinds 
of symptoms presented. Slightly more overt 
conflict patients had had previous hospital- 
izations for mental illness, whereas for 
most latent conflict patients the current 
admission was their first hospitalization. 
Significantly, however, the overt conflict 
patients were hospitalized longer, with 8.2 
months representing the average length of 
hospital stay as opposed to 3.3 months for 
the latent group. Furthermore, only two 
overt patients were rated as “much im- 
proved” at the time of discharge, whereas 
five latent patients were so rated. 

Nature of conflicts exhibited. As might 
be expected, the overt conflict patients’ in- 
teraction with their adult children had 
been characterized by frequent, stormy 
and bitter arguments over issues such as 
the rearing of grandchildren, religious and 
financial matters or where the patient 
should live now that she was alone. While 
the locus of conflict was in specific areas 
such as the ones just mentioned, the under- 
lying conflict concerned dissatisfaction 
over the amount and quality of emotional 
interaction that the patient received from 
her children. In time, the overt patients 
were able to verbalize how they felt re- 
jected by their children and hgw they 
perceived their children’s using their work 


or family responsibilities as excuses to ne- 
glect their filial obligations to them. 
For many of these patients, conflict be- — 
came purposeful in itself as it was the only — 
way in which they could have contact with 
their ghildren. Ironically, a rapprochement 
was anxiety-provoking as it implied a silent ` 
and lonely peace. All overt patients felt 
that their children’s behavior to them was 
inappropriate, and that their children were 
misguided as to what was the proper be- 
havior to show to parents. In essence, 
therefore, the basic problem in the overt 
conflict group consisted of divergent and 
unmet expectations by both mothers and 
children. ; 
The latent conflict patients also had dif- 4 
ficulty in adjusting to their childless status, 
but the difficulty was manifested in a dif’ 
ferent way. These patients did not argue 
a 
| 


witlt their children over specific issues and, 
in fact, often religiously avoided any undue 
involvement in their children’s lives. Rath- 
er, they expressed a vague dissatisfaction 
with their children’s relationship to them, 
a dissatisfaction which they were unable 
to clarify or to express in concrete terms. 
In the context of psychotherapy and 
casework, it became increasingly clear that 
these patients were dealing with an inter- 
nal struggle. Unlike the overt patients, 
whose concept of what was appropriate — 
behavior was at variance with what their — 
children perceived as appropriate, the la- 
tent conflict patients intellectually accepted 
and encouraged their children’s indepen- 
dence, but at the same time found it im- — 
possible to reconcile their intellectual ac- 
ceptance of their children’s behavior with 
their own emotional needs for continued 
closeness. Í 
The latent patients had been fairly suc- — 
cessful in gratifying their needs for emo- — 
tional closeness by finding substitute objects 
in friends, work or community activities. — 
Dissatisfaction emerged when the latent — 
patients had to give up the substitute ob- 
jects because of their own physical ill- 
ness or ill health on the part of a family ~ 
member. f: 
Nature of conflict resolution for overt 
and latent conflict groups. As the genesis of - 
conflict was different for the two groups» 
different kinds of therapy were undertak 
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en. Family conferences attended by the 
patient, her children, the psychiatrist and 
social worker proved to be extremely ther- 
apeutic for the overt conflict patients. Be- 
cause the conflict between the mother 
and children was recognized by ,one or 
both parties, a forum for discussion was 
available in the overt conflict group. 

The family conference technique pro- 
vided a setting in which the patient and 
children could verbalize and explore the 
expectations each held for the other. In 
this context, it became apparent+that in 
many instances the expectations which had 
been unmet had never been clarified so 
that neither party fully understood what 
the other wanted. The presence of clini- 
cians presented an element of control and 
was helpful especially for the patients who 
avoided discussing these issues alone with 
their children for fear that they wotld lose 
control and that the discussion would de- 
generate into another fight. 

The latent conflict patients, who were 
not consciously aware of the conflict they 
had with their adult children, were helped 
more effectively by individual conferences 
in which the clinicians supported the pa- 
tient’s intellectual acceptance of her chil- 
dren’s behavior and in which therapy was 
geared to the reestablishment of interest in 
work, friends and other activities rather 
than to a confrontation of the underlying 
conflict. Basically, therefore, the therapy 
for the two groups of patients differed in 
that for the overt group, therapy was 
geared to help the patient view and dis- 
cuss the conflict in a mgre appropriate 
way and eventually to seek constructive 
means of dealing with reality, Therapy for 
the latent conflict patients minimized in- 
sight development and concentrated rather 
on reconstituting and reinforcing the suc- 
cessful adaptation these patients had been 
able to make prior to the onset of depres- 
sion. ‘ 


ay 
SUMMARY 


In summary, the 14 empty nest patients 
studied in detail were women who entered 
the hospital with a comparable degree of 
depression. They all shared a common in- 
ability to deal successfully with the ter- 
mination of child rearing and had difficulty 


in adjusting to their status as childless 
mothers. In half the sample, consisting of 
seven overt conflict patients, the difficulty 
was characterized by violent and frequent 
arguments with their children. In the seven 
latent conflict patients, the difficulty found 
expression in a vague, undefined kind of 
dissatisfaction. 

The kind of conflict manifested by the 
total sample seemed to be related, in part, 
to a number of social and environmental 
characteristics. A higher education, post- 
ponement of pregnancy for a year or 
more after marriage, espousal of American 
values and traditions, friends outside the 


family, satisfying work experience and, » 


most important of all, the presence of a 
husband were all consistent with the mani- 
festation of latent conflict between the pa- 
tients and their children. 

* Conversely, a grade school education, 
early marriages followed almost immedi- 
ately by pregnancy, adherence to Euro- 
pean traditions, few or no friends outside 
the family, no work experience and the 
absence of a husband were all factors as- 
sociated with overt conflict. While the sam- 
ple of this pilot study is too small to draw 
any firm conclusions regarding the impact 
of the cessation of child rearing on all de- 
pressed patients, our findings suggest that 
it is important to differentiate the extent 
and locus of conflict in the relationship 
between depressed women and their chil- 
dren. The reestablishment of a healthy re- 
lationship depends in large measure on 
the careful diagnosis of the existing con- 
flict, which in turn dictates the type of 
therapy to be undertaken. 
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Some authors(1-3) have suggested a 
high correlation between ‘epilepsy and 
- functional nocturnal enuresis, Others(4) 
have looked upon enuresis as an “epileptic 
= equivalent” or an “epileptoid symptom.” 
_ The major support for this view comes 
~ from studies reporting a high incidence 

of abnormal EEG tracings among enuretics 
= (1-3, 5). However, the samples in these 
studies were not very representative of 
the general population nor were they well- 
controlled. 
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È If enuresis is an “epileptic equivalent” 


or does represent a form of nocturnal sei- 
zure, then perhaps there would be a 
higher incidence of a history of enuresis 
(bedwetting past age 3) among adults 
with idiopathic epilepsy. 

á We have carried out a survey of the 
q bedwetting history of adult epileptics at- 
: 

J 


tending the UCLA Outpatient Neurology 
Clinic. 
METHOD 

One hundred and eighteen adults (58 
females and 60 males with an age range 
of 16 to 79) with idiopathic epilepsy and 
major seizures (grand mal, psychomotor 
and mixed) were interviewed at random 
for approximately 15 minutes and their 
bedwetting history recorded. 


RESULTS 

Twenty of the 118 patients gave a his- 
tory of bedwetting past the age of 3, as 
follows: 10 of 57 with grand mal, 4 of 
24 with psychomotor epilepsy, and 6 of 
37 with mixed type of disorder. This is 
an incidence of 17% which is about equal 
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to that of the general population between 
the ages of 3 to 15 years(6,7), and some- 
what less than would be expected in the 
lower socioeconomic group represented by 
clinic patients(8). 

Six of these 20 epileptics had normal 
EEGs, and of the remaining 98 patients 
13 had normal EEGs. All of the 20 patients 
spontaneously stopped bedwetting before 
or at the age of puberty. 


a 
DISCUSSION 


Althcugh incontinence of urine does 
occur in the course of major seizure at- 
tacks during the period of unconsciousness, 
this does not seem to be related to func- 
tional nocturnal enuresis as the term is 
usually understood. Hallgren(9) in a 
study of a large series of enuretic children 
reported no significant increase in the inci- 
dence of epilepsy. Ditman and Blinn(10) 
and Pierce et al.(11) who studied enuretic 
adults and children using continuous noc- 
turnal EEG tracings found that there was 
no evidence of an observed seizure in the 
patieñt and no seizure discharges in the 
EEG recordings at the time of wetting. 
These findings strongly suggest that noc- 
turnal enuresis does not represent an 
“epileptic equivalent.” 

The high incidence of abnormal EEG 
recordings in enuretics reported by some 
investigators may be due to nonrepresenta- 
tive patient sampling and, therefore, may 
not be significant. Abnormal EEG tracings 
are known to occur in 10% to 15% of 
the general population (12). 


SUMMARY ž , 


In a survey of the bedwetting history 
of 118 adult clinic patients with idiopathic 
epilepsy it was found that 20 (17%) were 
enuretic past the age of 3, which is similar 
to the incidence of enuresis in the general 


population between the ages of 3 to 15. 


The weight of scientific evidence does — 
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not support the belief of a similar etiology 
for the two disorders. 
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Among the most promising of the new 
antidepressants is amitriptyline (Elavil), a 
compound simjlar to imipramine and chlor- 
promazine. Early clinical experience with 
amitriptyline suggested that it was useful 
in alleviating anxiety as well as -depres- 
sion(3). It appeared to be especially ef- 
fective in endogenous depressions, and its 
side effects were mild, disappearing, spon- 
taneously or when dosage was lowered(1). 
A controlled trial conducted by Hordern 
et al.(5) compared amitriptyline with imi- 
pramine, a drug previously shown to be 
unusually effective in the treatment of de- 
pression. They report “Amitriptyline is the 
most effective drug currently available for 
the treatment of female patients hospital- 
ized with depressive states.” It is interest- 
ing to note that in their study, treatment 
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outcome was evaluated in terms of the dis- 
charge of the patient or, alternatively, the 
need to administer electroconvulsive ther- 
apy. 
Pilecrrocdn alaye therapy (ECT) is con- 
sidered by many clinicians to be the most 
effective treatment for depression. It is 
therefore important that any treatment sug- 
gested as a replacement for it be shown 
objectively to be at least equal if not superi- 
or in therapeutic efficacy. Greenblatt, Gros- 
ser and Wechsler(4) found that patients 
treated with ECT showed more improve- 
ment than those treated with isocarboxazid, 
phenelzine or imipramine. Wittenborn et 
al.(6) compared imipramine and ECT and 
placebo. Both imipramine and ECT were 
found to be superior to placebo. It is the 
purpose of the present study to compare 
the therapeutic effects of amitriptytine with 
those of ECT, placebo drug and simulated 
ECT. 

Virtually all studies in which the effect 
of somatic treatments upon psychiatric 
symptoms is considered employ ratings as 
a means of measuring results. These rat- 
ings fafl into two categories. Global as: 
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sessments of psychiatric state may be made 
on the basis of interviews and/or observa- 
‘tions of ward behavior. Rating-scale check- 
lists have added value in that all raters are 
required to consider specific symptoms of 
depression. Greenblatt, Grosser and Wech- 
sler(4), comparing antidepressants and 
ECT, used the Depression Rating Scale and 
a Ward Observation Inventory. The De- 
pression Rating Scale includes the patient's 
assessment of his own physical and psy- 
chological state and also the physician’s 
assessment. The Ward Observatory Inven- 
tory is scored by nurses. 

Very few tests other than rating scales 
have been used extensively in measuring 
depression. Even fewer appear in research 
designed to demonstrate changes associat- 
ed with ECT or drug therapy. The present 
study includes three psychological tests, ad- 
ministered both before and after treatment, 
The Minnesota Multiphasic Personality In- 
ventory was used to evaluate subjective 
feelings of depression. Intellectual efficien- 
cy before and after treatment was measured 
by Forms I and II of the Wechsler-Bellevue 
Intelligence Scale. The Bender-Gestalt Test 
provided an estimate of efficiency in visual- 
motor aspects of behavior. 

The present study was conducted over a 
6-month period and involved 2 hospitals. 
The project was intended originally to be 
carried out entirely in the psychiatric 
unit of the University Hospital. However, 
the number of depressed patients was lim- 
ited somewhat by the size of the unit, and 
still further by the small number of beds 
available for the project. The study was 
therefore extended to include patients new- 
ly admitted to the Provincial Hospital in a 
nearby city. Continuity was maintained 
through frequent contact between the staff 
concerned at each hospital. The same psy- 
chologist tested patients and kept records 
from both centers. 


METHOD” 

Selection of subjects. All new admissions 
with clinical symptoms of depression which 
in the judgment of the consulting psychia- 
trist would normally be treated with ECT 
were considered eligible for the project, 
with the following exceptions : those hav- 


ing organic complications which would con- 

traindicate either treatment; those having 

received ECT within the past-month ; those 

having received ‘antidepressant medication _ 
within 2 weeks prior to the study; those” 
unable to speak English well énough to 

participate. Thirty patients, 11 males and 

19 females between the ages of 20 and 

65, were concerned. They were assigned at 

random to 3 groups. Ten received amitrip- 

tyline and 12 received ECT. The control 

group numbered eight, four of whom re- 

ceived placebo drug and four simulated 

ECT. 

Treatment procedures. Amitriptyline and 
its placebo were identical in appearance, 
and were identified by a code number 
known only to the pharmacist. They were 
given intramuscularly for 3 days, then oral- 
ly from the fourth day on. The dosage of 
amitriptyline was kept constant : 20 mgms.; 
q.id., intramuscularly, and later 50 mgms., 
ti.d., orally. If the condition of any patient 
deteriorated markedly the intravenous form 
of the drug (or placebo) was substituted, 
and only if this failed was the treatment 
code broken and some other treatment pre- 
scribed. 

ECT and simulated ECT were admin- 
istered by a special team, made up of 
members of staff in no way responsible for 
the regular care or assessment of the pa- 
tient. The minimum number of electrother- 
apy treatments was 8, three times weekly 
unless deterioration in the patient's condi- 
tion warranted discontinuing this treatment 
and substituting another. Simulated ECT 
was given under the same schedule as 
actual ECT with the same nursing care 
before and after treatment. During the 
“treatment” unconsciousness was induced 
rapidly by the injection of thiopental sodi- 
um (Pentothal), but was not followed by 
ECT. 3 

Assessment procedures. On the first full 
day following his admission to the study 
the patient "was rated on the Depression 
Rating Scale by his psychiatrist. The nurse 
most closely associated with the patient 
completed the Ward Observation Inven- 
tory. The following day he was tested by 
the project psychologist. The Wechsler- 
Bellevue Intelligence Scale, the Revised 
Bender Visual-Motor Gestalt Test and the 
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M.M.P.I. were used under standard condi- 
tions. á 
All patients receiving amitriptyline or its 
placebo *were retested one month after 
treatment began. Patients who received 
ECT or simulated ECT were retested one 
week after the final treatment, which in 
most cases was also one month after treat- 
ment began. Post-testing procedures were 
the same as for pre-testing. In addition, 
the ward psychiatrist and the patient's 
nurse were asked to state whether they 
considered the subject unimproved, moder- 
ately improved or markedly improved. 


RESULTS 


Both amitriptyline and ECT were more 
effective than controls in alleviating depres- 
sion. There was no appreciable difference 
after one month of treatment between the 
effects of amitriptyline and ECT. , ° ° 

The global ratings of improvement made 
by both psychiatrists and nurses are pre- 
sented in Table 1. Both groups noted more 
improvement in the patients treated with 
either amitriptyline or ECT than in those 
who received control procedures. How- 
ever, the differences between treatment and 


* TABLE 1 


Ratings of Improvement 
1=no improvement, 2= moderate improvement, 
3=marked improvement , . 


MEAN RATING OF lp all 


control groups were significant (p<.05) 
only in the psychiatrists’ ratings. 

The post-treatment scores obtained by 
each patient on the rating scales and the 
other 3 psychological tests were compared 
with the pre-treatment scores, and the 
change in score was accepted as the meas- 
ure of improvement. However, the change 
in score was found to be positively cor- 
related with the initial score (p<.01). 
That is, patients with high initial scores 
tended to show greater changes than those 
with lower scores. Therefore the mean 
changes on all tests have been adjusted for 
initial value. 

. The Depression Rating Scale scores be- 
fore and after treatment are summarized 
for the 3 groups in Table 2. Patients treated 
with either amitriptyline or ECT had lower 
post-treatment depression scores than con- 
trol subjects, although the differences were 
mot statistically significant. An analysis of 
the behavioral data measured by the Ward 
Observation Inventory revealed that pa- 
tients treated with amitriptyline or ECT 
improved significantly (p<.05), but did 
not differ from one another. These data are 
also summarized in Table 2. 

Changes in the patients’ subjective feel- 
ings of depression were measured by 
changes in the Depression and Psychas- 
thenia scales of M.M.P.I. The Depression 
scale was significantly lowered in the pro- 
files of patients treated with either ami- 
triptyline (p<.05) or ECT (p<.02). 
Scores on the Psychasthenia scale, which 


TREATMENT GIVEN PSYCHIATRISTS IRSES i 
: + measures excessive worry and lack of con- 
Amitriptyline 2.2 21 fidence, also decreased significantly for 
ECT 24 o 22 both treatment groups (p <.05). 
Control 15 $ 16 There were no significant differences 
TABLE 2 


Changes in Rating Scale Scores Following Treatment with Amitriptyline, ECT or Control Procedures 


DEPRESSION RATING SCALE SCORES 


TREATMENT BEFORE AFTER CHANGE CHANGE (ADJUSTED) 
a eoon Ss a 
Control 107.7 90.4 —17.3 15.4 

WARD OBSERVATION INVENTORY SCORES 
eel see a =) ae 
Control 108.3 107.0 5 — 13 0.4 
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between groups in Wechsler-Bellevue in- 
telligence scores. However, both the ami- 
triptyline and ECT groups showed a ten- 
dency toward improved scores on the 
Performance scale of the Wechsler-Bellevue 
(Table 3). g 

There were no significant differences be- 
tween groups in improvement of Bender- 
Gestalt drawings. The mean improvement 
rating (on a 3-point scale) was for the 
drug group 2.08, for the ECT group 2.18, 
and for the control group 1.71. 


_ DISCUSSION 


This research supports previous evidence 
that amitriptyline is an effective antide- 
_ pressant, and suggests that it may provide 
as much relief for the patient as does 
ECT, while sparing him the troubling con- 
_ fusion, memory loss and other side effects 
of ECT. These results are encouraging, 
but they cannot be taken as conclusive 


evidence that amitriptyline is a satisfactory - 


substitute for ECT. Different types of de- 
_ pression may respond more favorably to 
one treatment than to the other. Amitripty- 
_ line appears to be particularly effective in 
cases of endogenous depression(1, 5), but 
it is suggested that “depressed patients with 
unequivocal depressive delusions should be 
given ECT’(5), Ayd(2) has warned that 
the use of antidepressants such as amitrip- 
tyline may be hazardous for severely de- 
pressed suicidal patients who, preferably, 
should be treated with electroshock ther- 
apy. x 

It has been suggested(6) that there is a 
qualitative difference between the results 
of drug treatment and those of electro- 
therapy. A preliminary analysis of the in- 
formation available from this study sug- 


TABLE 3 
Changes in Intellectual Efficiency Following Treatment 


gests that there is a difference in the type, 
if not in the degree, of improvement fol- 

lowing ECT or amitriptyline. Unfortunate- 
ly, the limited size of our sample makes it 
difficult to draw reliable conclusions about 
the “finer” effects of treatment. È 


o 
SUMMARY 


The purpose of this study was to com- 
pare the effects of amitriptyline and ECT 
in the treatment of depression. Thirty pa- 
tients were assigned randomly to 4 treat- 
ment groups : amitriptyline, ECT, placebo 
and simulated ECT. Global improvement 
ratings, the Depression Rating Scale, the 
Ward Observation Inventory, the M.M.P.L, 
the Wechsler-Bellevue Intelligence Scale 
and the Bender-Gestalt test were used in 
eyaluating the response to treatment. Ami- 
triptyline and ECT were both more effec- 
tive than control procedures. There was no 
appreciable difference after one month of 
treatment between the therapeutic effects 
of amitriptyline and ECT. 
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WECHSLER-BELLEVUE 1.0. SCORES 


CHANGE 

TEST TREATMENT BEFORE -AFTER CHANGE ADJUSTED 
W-B Verbal J.Q. Amitriptyline 104.7 102.5 —2.2 
ECT 94.1 95.9 18 
Control 93.9 94.0 01 

W-B Performance 1.Q. Amitriptyline 101.0 104.0 3.0 3.6 

ECT 102.0 105.8 3.8 48 

Control 90.1 91.7 1.6 24 
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The frustrations of an ever-changing, 
complex society have created tensions and 
a tendency to explosive aggressivehess of 
increasing intensity alarming to our rapidly 
expanding urban society. The importance 
of predictive factors and early detection or 
prevention of criminal behavior is para- 
mount. The purpose of this study is to de- 
termine if enuresis, firesetting and cruelfy 
to animals in childhood are significantly 
related to aggressive violent crimes in the 
adult. 

A strong relationship exists between pa- 
rental loss or rejection and the evolution of 
personality disorders and mental illness(7, 
9, 17, 18, 22). This loss or rejection of a 
parent causes not only primary separation 
anxiety but also aggression, the function of 
which is to achieve reunion(5). This ag- 
gression has been observed in the Rorschach 
tests of rejected children(21) ; and the ag- 
gressive outbursts of adults who murder 
are associated with a history of maternal 
or paternal deprivation(3, 4). 2 

Salfield(20) has noted that enuretic chil- 
dren appear to have great difficulty ins con- 
trolling their expression of love and ag- 
gression. Enuresis, itself, iseconsidered to 
have a sadistic significance with the act of 
urinating being equivalent to phantasies of 
damaging and destroying(8), and Cor- 
iat(6) has emphasized its direct association 
with hate. A relationship between enuresis 
and parental rejection has been suggested 
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ENURESIS, FIRESETTING AND CRUELTY TO ANIMALS : 
A TRIAD PREDICTIVE OF ADULT CRIME 


DANIEL S. HELLMAN, M.D. anp NATHAN BLACKMAN, M.D. 
. 


by Berman(2). He believes that because 
of the child’s intense hostility towards the 
mother, whom he feels he has lost as a 
love object, sphincter control on mother’s 
terms may be repudiated. 

If, therefore, enuresis is an overt dem- 
onstration of hostility in retaliation for pa- 
rental rejection, then one would expect to 
observe its incidence in delinquent and act- 
ing-out children. Thus, Michaels(15) has 
reported several studies relating persistent 
enuresis with juvenile delinquency and 
psychopathic personality. Glueck and Glu- 
eck(10) noted that 28.2% of the delinquents 
in their study had enuresis as opposed to 
only 13.6% in their control group. Hirsh( 11) 
reported that of 367 delinquent boys 31.9% 
were enuretic and 94,9% of those who were 
enuretic persisted in this trait beyond 11 
years of age. A relationship between enu- 
resis and adolescent stealing has also been 
described(1). 

Enuresis has also been noted to be in- 
timately associated with firesetting. Mi- 
chaels and Steinberg(16) noted that boys 
who are delinquent and have a history of 
persistent enuresis often show pyromaniac 
tendencies, Lewis and Yarnell(12) also ob- 
served the incidence of enuresis with fire- 
setters, Firesetting has also been found to 
be an integral trait in Japanese children 
who show other aggressive acting-out and 
‘delinquent behavior(19). 

The final factor, that of cruelty to ani- 
mals, has*been observed by Margaret Mead 
in a variety of cultures. She suggests that 
the torturing or killing of “good animals” 
by the child may be a precursor to more 
violent acts as an adult(14). MacDonald 
has reported a clinical impression that the 
triad of enuresis, firesetting and cruelty 
to animals is an unfavorable prognostic 
sign in those who threaten homicide(13). 
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METHODOLOGY 


This study was conducted at an acute 
intensive psychiatric treatment center serv- 
ing the St. Louis area. The Social Malad- 
justment Unit functions as the equivalent 
of a court clinic, but its philosophy is that 
of a multidisciplinal team study of the of- 
fense as well as the offender in terms of 
interpreting him to the community and 
contributing to his eventual dispositiop 
through legal or medical channels. 

Patients are referred to this unit by the 
various courts, parole offices and city jails. 
All referrals receive an inpatient evaluation 
for 3 to 4 weeks consisting of routine labor- 
atory studies and intensive physical, so- 
cial and psychiatric examinations, and in 
most cases this includes also an EEG and a 
complete battery of psychological tests. In- 
dependent intensive interviews are con- 
ducted by a resident in psychiatry, by the 
director and a senior consultant to thè 
unit. A formal staffing conference is held 
at the end of this time and there is con- 
currence of diagnosis and treatment plan- 
ning. 

Eighty-four prisoners served as subjects 
for this study and included all consecutive 
admissions to the Social Maladjustment 
Unit from September 1963 to July 1964. 
These prisoners were divided into 2 groups. 
The first group consisted of persons 
charged with aggressive, violent crimes 
against the person. These included murder, 
serious assaults, armed robbery and forcible 
rape, The second group consisted of per- 
sons charged with misdemeanors and rela- 
tively nonaggressive felonies such as bur- 
glary, child molestation, stealing, car theft 
and forgery. 

The report as to the presence of the triad 


was elicited as part of the intensive psy- 
chiatric examination that all subjects are 
exposed to. Very frequently a social his- 
tory would confirm the presence or ab- 
sence of enuresis whereas the history of 


- firesetting and cruelty to animals was not 


always obtainable through this source, as 
the relatives were unknowing of these acts. 

Enuresis is defined as unintentional void- 
ing of urine, usually occurring during sleep 
and persisting in the individual past the age 
of 5 years. 

Firesetting is defined as setting particular 
objects’on fire as a child. Typical examples 
of this symptom are setting fire to a shed 
or car, collecting refuse and combustible 
materials in order to build bonfires, home- 
made bombs, homemade flame throwers 
out of lighter fluid cans and the like. 

“Cruelty to animals was positive if the 
subject reported killing or torturing dogs, 
cats, pets or baby animals. Examples are 
pouring kerosene or gasoline on an animal 
and setting fire to it, tying a dog and cat 
together at their tails and then hanging the 
rope over a branch to watch them kill each 
other, injecting animals with various fluids, 
and the like. 


RESULTS 


As is shown in Table 1, of 84 prisoners 
31 were charged with aggressive crimes 
against the person and 53 were charged 
with misdemeanors and minor felonies. 
Twenty-one had a positive triad of enuresis, 
firesétting and cruelty to animals and two- 
thirds of these were charged with aggres- 
sive crimes. A partial triad (one or two of 
the traits) occurred in 17 patients and 56% 
of these, had committed aggressive crimes. 
Thus of 31 patients charged with aggres- 


TABLE 1 3 
Characteristics of the Sample 
> MARITAL X 
RACE R i x x FELONY 
N w N M s ORDIV. AGE EDUC. LQ. CONVICTIONS 
Aggressive 31 15 16 11: 10 10 33.9 8.4 88 1.6 
crimes 
Nonaggressive 53 25 28 12 31 10 30.2 8.1 89 0.8 
crimes 
Total 84 40 44 23 41 20 31.5 8.2 89 11 
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sive crimes 23 or 74% had a history of triad 
or part of the triad. Of the 53 nonaggres- 
sive crime subjects only 7 had a positive 
triad and 8 a part of the triad. The as- 


sociation of the triad or a part of the triad- 


to aggressive crimes was significant to the 
.001 level (x? = 16.63). The probability of 
each trait occurring in the presence of any 
other trait was also significant (p=.001). 
Table 2 shows that the age range was 


TABLE 2 
Triad Related to Crime . 


AGGRESSIVE NONAGGRESSIVE 


CRIMES CRIMES P 
Triad Positive 14 7 <.001 
Enuresis 21 15 <.001 
Firesetting 16 8 <.001 
Cruelty to animals 16 9 <.601 
Triad Negative 8 46 <.001 


e 


from 15 to 66 years old with a mean age 
of 31.5. The mean age for aggressive crim- 
inals was 33.9 and for nonaggressive sub- 
jects 30.2. Thus age and type of crime was 
not significant, The mean age of those sub- 
jects with the triad or part of the triad, 
however, was 26.6 years whereas the mean 
age of those negative for the triad was 
35.6 (x?= 3.83; p=.05). 

There were 40 white males and 44 Ne- 
gro males, Thirty-eight were married and 
46 were single, widowed or diyorced. No 
correlation was found between the triad 
and race or marital status. There was also 
no relation between the triad and whether 
the subject was the youngest or oldest in 
the family, Ninety-five pereent of the sub- 
jects had a history of parentål loss or de- 
privation. . 

The mean Full Scale 1.Q. for 62 of the 
subjects was 89. There was no relationship 
between IQ. and the type of crime or 
between I.Q. and the triad. 

. Of the 84 subjects, 45 were diagnosed as 
character disorders, 15 as psychotic and 19 
as mentally deficient or organic (see Table 
3). There was no relationship between di- 
agnostic category and type of crime or be- 
ot diagnosis and the presence of the 

iad, 


ILLUSTRATIVE CASES 
Case 1: Albert was a 15-year-old male charged 
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TABLE 3 
Diagnoses 
NON- 
AGGRESSIVE AGGRESSIVE 
a N CRIMES CRIMES 
Personality disorders 45 15 30 
Organic brain disorders 15 7 6 
Psychotic disorder 13 5 10 
Mental deficiency 6 2 4 
Rsychoneurotic disorder 5 2 3 


with murder first degree and assault with 
intent to rob with malice. He was the sec- 
ond of 3 children. Enuresis occurred until age 
8 and persisted as occasional rare bedwetting 
to the present. As a child he was constantly 
þuilding small fires in ashtrays and wastebas- 
kets and played with matches. At the age of 
12 he obtained a rifle and thoroughly enjoyed 
shooting birds, dogs, cats and other animals. 
Since the age of 8 or 9 he has liked to stick 
pins and needles in his sisters’ dolls. 

The boy’s father was a sociopath who had 
served time in prison, was twice dishonorably 
discharged from the Army and had committed 
acts of oral sodomy on both of his daughters. 
The patient repeatedly gave instances where 
his mother had shown marked favoritism to- 
wards his 2 sisters. She often told him he 
would grow up to be a thief, a bum and a 
sexual pervert like his father. 

He began stealing money from his parents 

at age 9 and shortly thereafter committed 
burglaries. On one occasion he caught his 
older sister in the bathroom and threw 
knives at the door. Shortly before the present 
homicide he began snatching purses from 
older women at the point of a butcher knife. 
Psychologicals revealed a Full Scale I.Q. of 
104. 
Case 2: Billy was a 20-year-old male, the 
oldest of 5 children. He stated that he felt 
his parents had always hated him because 
he had less intelligence than his brothers and 
sisters. (His I.Q. was 76.) His father fre- 
quently beat him and he was always the scape- 
goat in the home. Enuresis persisted until age 
17. As a boy he remembers pouring lighter 
fluid on some curtains at home and setting 
them on fire. He also once set his cousin’s car 
on fire. On many occasions he woùld catch 
pigeons and wring their necks or would 
scratch cats and rub turpentine into their 
wounds. 

During his teens he committed burglaries 
and robberies and began using narcotics at 
age 16. Prior to his admission to the hospital 
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the patient and 2 of his friends first robbed a 
middle-aged man, then tied him up and beat 
him to death. 

Case 3: Clarence was a 39-year-old, mar- 
ried male charged with first degree robbery. 
His parents and siblings continually made fun 
of him. He was enuretic until age 14. As a 
boy he would pour gasoline on dogs and cats 
and set them on fire. He deliberately set a barn 


on fire and has burned various other pipat 
t. 


He has served 3 prison terms for assault wi 
intent to kill and 2 armed robberies. Intellec- 
tual functioning is in the borderline defective 
range, 


| DISCUSSION 


The plight of the child faced by either 
rejection or ambivalence from his parents 
may express itself in various forms of ag- 
gressive acting-out behavior. As the child 


grows and matures under this continuous 


3 


frustration of rejection he may adopt varis 
ous defenses. Such defenses include with- 
drawal, denial, submission, ete. If, how- 
ever, he continues to revolt, to react more 
aggressively, he sets up a pattern of hos- 
tile behavior and projects this upon the 
environment. At this point he no longer is 
just seeking attention, albeit in bad acts; 
nor is he just evolving anger and creating 
havoc with the expectation and even the 
promise to expect punishment. For these 
children, aggression has assumed a primary 
importance and they retaliate with violent 
means against a hostile and rejecting so- 
ciety. Enuresis has been considered to be 
related to aggression and phantasies of de- 
struction. Thus if some children develop a 
pattern of aggressive behavior one would 
expect enuresis to persist through child- 
hood. In this study 33 of 36 subjects had 
enuresis past age 8 years and in 70% this 
trait persisted into their teens. 

Enuresis is accompanied by other forms 
of acting-out behavior; two particularly 
severe forms occur in firesetting and cruel- 
ty to animals. From phantasies of destruc- 
tion thrdugh the act of voiding, the child 
proceeds, to the active destruction of fire 
with its magical omnipotence and then to 
direct violence against good animals— 
animals which are accepted by adult fig- 
ures whereas the child was not. 

The consequence of this childhood pat- 
tern will continue to be one of violent 
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aggressive behavior towards society. Thus 
in the group under study 74% of those com- 
mitting violent, aggressive crimes had a 
history of the triad or part of the triad as 
compared with its presence in only 28% 
of those committing no violent antisocial 
acts. There is also a background of pre- 
vious assaults, rapes and burglaries in 
about 75% of these. 

In our series, age and type of crime 
showed no relationship but those subjects 
giving a positive history of the triad were 
significantly younger than those with a neg- 
ative triad. Thus aggressive crimes against 
the person and the presence of the triad 
are not significantly related just because 
of age. Rather it may be postulated that 
younger individuals are better able to re- 
member the problems and escapades of 
childhood than are the elder population. 
A màn ån his early twenties may more 
easily recall setting a neighbor’s shed on 
fire or injecting a cat with turpentine than 
a man in his forties or fifties. 

The triad is proposed as a pathognomonic 
sign, as an alert to both the parents and the 
community that the child is seriously 
troubled ; that if this readiness to project 
and elicit fear or pain, to be violent and 
destructive, is not alleviated nor remedies 
found for it, this pattern of hostile be- 
havior may well lead to adult aggressive 
antisocial behavior. 

The prevention of serious criminal acts 
in adults will ultimately be accomplished 
not merely through punishment or with- 
drawal of freedom of the perpetrators of 
violence. It will be accomplished by the 
community's "response to the cries of the 
desperate, to the feelings of anxiety in those 
in whom the triad of firesetting, enuresis 
and cruelty to animals has served notice of 
a desperate apprehensiveness, of a pattern 
of creating threat and hurts as a means of 
coping with hostile surges. It is the detec- 
tion and eaily management of children in 
the throes of the triad that might well fore- 
stall a career of violent crime in the adult. 


SUMMARY 
A study of 84 prisoners shows that out of 4 

the 31 charged with aggressive crimes 

against the person, three-fourths had the 
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triad of enuresis, firesetting and cruelty to 
animals whereas in the 53 subjects accused 
of a nonaggressive crime only 15 had either 
the triad or a partial triad. It is postulated 
that the presence of the triad in the child 
may be of pathognomonic importance in 
predicting violent antisocial behavior. The 
relationship of the triad with early rejection 
or severe deprivation by parental figures 
is discussed. The importance of early de- 
tection of the triad and serious attention 
toward resolving the tensions that precipi- 
tated it is stressed. g 
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ANOTHER REPORT ON THE WEARING OF DIAPERS AND 
RUBBER PANTS BY AN ADULT MALE 


*SIDNEY MALITZ, M.D. 


Recently Tuchman and Lachman(1) re- 
Ported the case of a young man of 29 wear- 


SaaS z, 
Dr. Malitz is with the Neurological Institute, 
T10 W. 168th St., New York, N. Y. — 
This paper was accepted for publication in 
October 1964, r 


ing diapers and rubber pants. This is a 
report of a similar case. 


The patient was a 20-year-old college student 
who was suspended from school in a small 
university after having been caught by the 
police breaking into the home of a local family, 
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After hearing his story the judge suspended 
sentence and placed him on probation for one 
year provided the patient sought psychiatric 
treatment, which he did. 

His reason for breaking into the house was 
a compulsion to wear diapers and defecate in 
them. The defecation was always accompanied 
by orgasm either with or without masturba- 
tion. The patient was aware that this particular 
family had an infant and, therefore, would 
have diapers in the house. This episode wa 
only one of many similar ones. He never at- 
tempted to take anything else, nor was the 
act of breaking and entering in itself a source 
of orgastic satisfaction. He would break into 
the same house only once but would repeated- 
ly steal diapers from the doorsteps of a number 
of homes. If rubber pants were available the 
patient would wear them over the diapers. He 
would always remove the soiled diapers and 
leave them in the house before departing. 
Frequently he would have the fantasy of an 
older woman hovering in the background while 
he was defecating, “smiling approval at me.” 
As therapy progressed, he suddenly realized 
that she bore a striking resemblance to his 
mother. - 

The patient’s mother first noted him donning 
diapers when he was 7, following the birth of 
a sister. He would surreptitiously steal diapers 
from the pile set aside for the baby, defecate 
in them and leave them for his mother to 
find, She reprimanded him and after about 6 
months, this behavior ceased. The patient sig- 
nificantly repressed this memory. His first rec- 
ollection of wearing diapers was shortly after 
puberty, at 13 or 14. He would steal diapers 
from the back porches of neighbors who had 
babies, don them in a secluded area near the 
house, defecate, masturbate and then leave the 
soiled diapers near the back door in the trash 
can, He was never discovered at this activity. 
Often he would wait for the diaper home 
delivery man and became expert at noting his 
arrival times. As he grew older, he would oc- 
casionally buy diapers and perform the ritual 
in his own home. In these instances he dis- 
posed of the diapers elsewhere. Because he felt 
that the frequent buying of diapexs in the 
small, upper-middle-class community in which 
he lived might become too conspicuous, he be- 
gan to break into the homes of neighbors with 
infants to obtain them. He was never caught in 
his home town but had several very “close 
calls.” On one occasion a neighbor ran after 
him with a gun and fired at him. While he was 
frightened, this did not suffice to deter him 
from his compulsion. 2 
, During his first year at an out-of-town col- 


lege, the compulsion increased to an unbear- 
able degree, interfering with his studies and 
ending in his ultimate discovery and appre- 
hension by the police. All of his forays at 
school were at night and none of his school- 
mates had the slightest suspicion regarding 
his beltavior. He was a handsome boy, very 
popular with his friends, an excellent athlete, 
who socialized readily, dated and was ex- 
tremely polite and well mannered. He insisted 
throughout the course of therapy (which was 
analytically oriented and face to face three 
times a week for six months, then twice a week 
for six months) that before treatment he was 
petting and having intercourse regularly with 
casual acquaintances, concurrently with the 
diaper compulsion. If true, this behavior 
would be quite unusual as one would expect 
that the arrest or regression in sexual develop- 
ment indicated by the diaper fetish would in- 
tétfere with adult genital satisfaction. 

For several years before entering treatment 
the patient had harbored a great deal of con- 
scious resentment against his father and they 
had frequent arguments, several times leading 
to fist fights which had to be stopped by the 
mother. The patient’s mother was a well or- 
ganized, self-possessed and rather cold indi- 
vidual who was obsessionally successful in 
managing her family. She usually sided with 
her husband in his altercations with the pa- 
tient. The patient’s father was an extremely 
cold, controlled but successful business man. 
The patient’s sister was not known to have any 
special problems and got along well with both 
parents: 

As so fréquently happens when the patient 
is propelled into therapy because of the threat 
of cougt action, the patient initially did not re- 
sume his diaper compulsion behavior out of 
fear of imprisonment but the compulsion re- 
mained. As his ‘therapy progressed, however, 
and he was able to ventilate his resentment of 
his fathe? and his previously repressed strong 
attachment towards his mother, the compul- 
sion to steal diapers and defecate in them 
subsided. He began going steadily with a girl 
of his own age and indulging in sex relations 
regularly, apparently to the satisfaction of 
both. He denied any potency problems. The 
patient's therapy was terminated six months 
ago and thus far he has had no desire to return 
to his old pattern. 


DISCUSSION 


Dynamically the patient’s diaper perver- 
sion appeared to symbolize a regression to 
infancy in order to reclaim the attention 
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and love of his mother and to undo his 
displacement in her affections by his sis- 
ter’s birth. It is interesting that the behavior 
was overt immediately after the sister’s birth 
and then did not recur until puberty when 
sexual desires were intensifying. The feel- 
ing of loneliness and physical separation 
from his parents, especially his mother, after 
he went out of town to college apparently 
increased his dependency needs and stepped 
up his compulsive behavior. The combina- 
tion of diapers, defecation and masturbation 
gratified both his sexual and dependency 
needs but in a regressed fashion. In addi- 


tion, an element of hostility was indicated 
by his leaving the soiled diapers to be dis- 
covered by the homes occupants. This 
could also be, however, a symbolic bid for 
attention from mother or the mother sub- 
stitute. Insufficient time has elapsed to de- 
termine whether this symptom complex has 
disappeared completely or will return. 
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THE LAURENCE-MOON-BIEDL SYNDROME 


RICHARD GREEN, M.D. 


The Laurence-Moon-Biedl syndrome is 
an ill-defined symptom complex. In the 
minds of some it is not even considered as 
an entity. Over 3000 cases purported to 
represent the syndrome have been reported 
since 1866 in an effort to document and 
clarify the syndrome. Still, no one knows 
for sure whether it exists, and should it 
exist just what it is, what causes it or what 
to do about it, Because of the manner in 
which these patients present themselves, 
most of these confusing reports Fave ap- 
peared in ophthalmological, urological, en- 
docrinologic and pediatric journals. A psy- 
chiatric journal has been chosen to present 
the following case. As best as can be as- 
certained from the literatyre it is the first 
time the syndrome has presented, as a be- 
havior disorder. It is also noteworthy that 
the patient was apparently misdiagnosed as 
having Cushing's syndrome a few years pre- 
viously, a significant endocrinologic diag- 
nostic error to be discussed later. The case 
reported here will not clear away any pre- 
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“existing confusion regarding the syndrome 


and may well add to it. 


CASE HISTORY 


J.C. was 18 when admitted to the Neuro- 
psychiatric Institute for evaluation of temper 
tantrums and antisocial behavior of several 
years’ duration. As far back as kindergarten 
disruptive classroom behavior had forced his 
withdrawal from class. Apparently unprovoked 
emotional outbursts and poor vision forced the 
boy into special training schools. By the time 
he was 12 he was barely reading at a first 
grade level. Tantrums increased. Antisocial 
behavior became apparent as he broke into 
stores and held up a gas station. Medical ad- 
vice was sought when the boy was 15, He 
was noted to be obese, with what appeared to 
be a heavy distribution of fat over the posteri- 
or neck. 17-ketosteroid urinary excretion levels 
of 21.4 and 20.8 mg./24 hrs. were determined 
along with 17-ketogenic steroid values of 65.2 
and 34.5 mg. Glucose tolerance test, electro- 
lytes and blood pressure were normal. The 
diagnosis of Cushing’s syndrome with sec- 
ondary «behavior disorder was made. As a 
result, the patient underwent a left total and 
right subtotal adrenalectomy. The *pathology 
report revealed histologically and grossly nor- 
mal adrenals, “with no evidence of hyperplasia, 
hypertrophy or atypia.” Six-month post-opera- 
tion steroid levels were: 17-KS, 13; and 
17-KGS, 16.5 mg./24 hrs. Additional studies 
at that time revealed a normal electroen- 
cephalogram, pneumoencephalogram and bi- 
lateral carotid artery arteriogram. Postopera- 
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tively, delinquent behavior and tantrums 
increased. Homosexual activity became mani- 
fest. Hospitalization was arranged at a state 
mental hospital, where flat affect, depression 
and preoccupations were noted, and a diag- 
nosis of schizophrenic reaction, chronic un- 
differentiated type with paranoid trends and 
depression was made. Little improvement was 
obtained with phenothiazine medication, and 
the patient was discharged. Further disruptive 
social behavior led to arrangements being 
made for psychiatric evaluation at the Inpa- 
tient Service of the Neuropsychiatric Institute. 

Past history and family history. The boy 
was born in Italy, is reported to have weighed 
12 pounds at birth, and was delivered without 
forceps. His father is described as a sociopathic 
genius who fathered the patient and then 
vanished. Nothing is known of this man’s 
heritage. The mother is physically and emo- 
tionally within normal limits, with the excep- 
tion of a lens cataract in one eye. Both her 


maternal grandmother and uncle in Italy. have, 


been nearly blind since childhood as a result 
of an undiagnosed ocular defect. There is no 
history of diabetes in the family. The patient 
is said to have been toilet-trained at 9 months 
and spoke several words at 12 months. At 26 
months a neighbor commented that he lacked 
proper coordination and soon a visual problem 
became apparent. 

Status on admission. Physically the boy 
appeared as a moderately obese adolescent, 
hunched over with his head poked forward, 
chin resting on his chest, who would peer up 
over his thick glasses. Physical examination re- 
vealed a moderately obese male, with obesity 
more prominent in the truncal area than in the 
extremities. Body hair was adequate and in a 
normal male distribution. The right testis was 
absent from the scrotum. The left testis ap- 
peared normal as did the penis. Fundoscopic 
examination revealed in both eyes the presence 
of dark pigmentation resembling bony spicules, 
consistent with the diagnosis of retinitis pig- 
mentosa, Vision was 20/200 with glasses. 
Hearing was diminished bilaterally with about 


a 20% deficit. Deep reflexes were one plus 
bilaterally, plantar responses were flexor, there 
were no involuntary movements and no sen- 
sory deficit. Extremities were grossly normal 
with ten toes and fingers. 

Psychological examination. An MMPI was 
administered twice—both times the patient 
answered the items in a way designed to 
present himself in an exceptionally pathological 
light. Projective material revealed him to have 
ready access to a great deal of normally un- 
conscious material, which produced a feeling 
of discomfort in him. The Wechsler Adult 
Intelligence Scale was administered. A verbal 
1.Q. of 84 was obtained, and a performance 
1.Q. of 54, Overall 1.Q. was 69. Selective im- 
pairment was evident in the verbal subtests 
and considered consistent with diffuse brain 
damage. Poor scores were obtained on: digit 
span and arithmetic which it is believed can 
be’traced to damage of the anterior portion of 
the left hemisphere. This impairment in im- 
mediate’ memory was supported by poor per- 
formance on a Memory-for-Designs test and 
the Wechsler Memory Scale. However, the 
poor performance I.Q. compared to the verbal 
I.Q. is said to be a sign that the damage is in 
the right hemisphere. It was the opinion of the 
consulting psychologist that the only possible 
conclusion from these results was that the 
damage was diffuse and in the posterior regions 
of both hemispheres. A diagnosis of brain dis- 
ease in a person with an emotionally unstable 
personality vs. a schizophrenic reaction, chronic 
undifferentiated type was made. 

Laboratory tests. 17-ketosteroids and 17- 
hydro%ycortisosteroids were determined three 
times (see Table 1 for values). Glucose toler- 
ance test results were : Fasting—94 mg.% (nor- 
mal 65:90), % hour 134 mg.%, 1% hours 82 
mg.% and 2% hours 54 mg.%. PBI level was 6.7 
meg.%, cholestero 152 mg.%. VDRL was nega- 
tive. K was 4.5 mEq/L. EEG and skull x-ray 
were normal. 

Diagnosis. Laurence-Moon-Biedl syndrome 
manifested by retinitis pigmentosa, mental 
deficiency (possibly secondary to brain damage 


y TABLE 1 
URINE 
DATE ? 17-0HCS as comnts 
6/13/62 * 11.7 mg/24 hrs. 25.1 mg/24 hrs. - 
6/21/62 6.8 mg/24 hrs. 17.5 EA hrs. oes 
8/21/62 12.2 mg/24 hrs. = — 
8/17/62 — = 10 «g/100 ml. 


Steroid levels on four occasions. Determinations for urine by method of Porter and Silber. Normal range for 17-OHCS: — 


2.9-10.3 mg/24 hrs. Normal range for 17-KS: 10-34 mg/24 hrs. Plasma determination by method of Van der Vies(26). Normal 


range 5-20 ug/100 ml. 
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from birth injury), obesity, undescended right 
testis. Emotionally unstable personality vs. 
chronic undifferentiated schizophrenic reaction. 


DISCUSSION 


Cardinal signs. The original case.reports 
of the LMBS were by Laurence and Moon 
(12) who, in 1866, reported in a British eye 
journal four siblings with retinitis pigmen- 
tosa, hypogenitalism, obesity, mental de- 
ficiency and dwarfism. The symptom com- 
plex was not recognized as a disease entity 
until 1920, when Bardet, in France, reported 
a case of polydactyly, adiposogenitalism and 
retinitis pigmentosa. Two years later, Biedl 
(4), in Germany, reported two cases in the 
same family, and considered that the syn- 
drome in its complete form would include 
any of such congenital malformations “as 
polydactylism, retinitis pigmentosa, skull 
deformities, obesity, possible genital hypo- 
plasia and digestive disturbances. Gradual- 
ly, five cardinal symptoms emerged as the 
major components of the syndrome ; retini- 
tis pigmentosa, mental deficiency, hypogen- 
italism, poly- or syndactyly and obesity. 
These were usually of familial occurrence. 
However, Marmor and Lambert(16), in 
1938, and many others since have empha- 
sized that it isnot necessary to have all the 
cardinal signs present in order to make the 
diagnosis, the most important ones being 
retinitis pigmentosa, genital dystrophy, and 
obesity, The extraordinary variability of the 
presenting signs has generated skepticism 
regarding the concept of the LMBS as 
being a genuine disease entity. Warkany 
(23), in 1937, tabulated the symptoms of 
the 102 reported cases in the’ literature up 
to that time, Obesity was seen in*76 of the 
102 cases, retinitis pigmentosa in 71, poly- 
or syndactyly in 70, mental deficiency in 64, 
and genital dystrophy in 59. Only 24 of the 
102 cases showed the five cardinal symp- 
toms. Of these 24, 14 were “supercomplete, 
that is, they had additional heredodegenera- 
tive symptoms which could not be con- 
sidered accidental, leaving only 10/102 with 
only the five cardinal symptoms. Warkany 
observed further that if the criteria of the 
five cardinal signs were rigidly held to, 3 
of the 4 original cases of Laurence and 
Moon would have to be thrown out as they 
had no polydactyly, and one of the two of 


Biedl’s would receive the same considera- 
tion as no mental deficiency was present. 


In a more recent compilation of symp- 


toms, Blumel and Knicken(5) reviewed the 
65 reported cases during the decade be- 
tween 1949 and 1959, and found obesity in 


83%, mental deficiency in 80%, polydactyly 
in 75%, retinitis pigmentosa in 68%, and geni- | 


tal dystrophy in 60%. 

° Warkany had concluded that the Lau- 
rence-Moon-Bied! syndrome is but a rare 
combination of symptoms and not a disease 
entity. By contrast, Radner, using rough 
numerical approximations of the chance as- 
sociation of these cardinal symptoms, con- 
cluded that the component parts of the syn- 
drome do have a pathogenetic connection. 
Nirankari et al.(17) found no family his- 
tory in their cases and concluded the syn- 
drome may be just a spontaneously occur- 
ming mutation. 

Our case presented with retinitis pigmen- 
tosa, obesity, mental deficiency, and a uni- 
laterally undescended testis. This latter 
sign had been observed in 14% of the male 
cases reported by 1960. In addition, our 
patient had bilateral hearing loss. This latter 
defect has been labeled a cardinal sign by 
one author (6), and mentioned as frequent- 
ly seen as a variant by others(24). One of 
the cases reported by Warkany had present- 
ed with a chief complaint of deafness. 


PSYCHIATRIC STATUS 


1. Case report. There was a difference of 
opinion regarding this patient's psychiatric dis- 
ability. Some considered him to be a chronic 
undifferentiated schizophrenic. He gave a his- 
tory of visual hallucinations, withdrawal, and 
sporadically unpredictable behavior. His judg- 
ment was poor and he had little insight. How- 
ever, it was difficult to demonstrate evidence of 
any thought disorder, and there were some who 
considered the boy an emotionally unstable 
personality with antisocial traits, perhaps sec- 
ondary to mental deficiency or organic brain 
damage. One point is clear, however. The 
degree of psychopathology evident in our case 
has never even been hinted at in previous re- 
ports. Currently, our patient is hospitalized in 
a state institution for the mentally disturbed, 

2. Literature review. Little. information 
has been previously published concerning 
the psychological status of these patients. 
Lurie and Levy(15) wrote, in 1942, that 
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psychic disorders in the LMBS are always 
essentially those of feeblemindedness. This 
was also stated ten years previously by Rit- 
ter(20). They wrote further that since this 
syndrome is not a progressive disorder, psy 
chic disorders similar to those of an organic 
dementia (in the form of acute mental dis- 
turbances) are not found. It seems unlikely 
that in a sampling of over 300 individuals 
more would not have previously exhibited 
evidence of serious personality disorder. 
Perhaps this was overshadowed by the re- 
mainder of the symptom complex, and, too, 
there are the difficulties in distinguishing 
psychic disorders due to feeblemindedness 
from other behavior disorders. 

The handicaps of hearing and visual loss 
experienced by our patient must necessarily 
be considered as major psychic stresses in- 
deed. Levy-Wolff(14) was of the opinion 
that psychic changes could be demonstrated, 
in nearly all cases of typical retinitis pig- 
mentosa. Hallgren(10) had noted that 26% 
of his 177 cases of retinitis pigmentosa had 
an associated psychosis. All of his cases 
were also combined with congenital deaf- 
ness so that a degree of sensory depriva- 
tion may have been an etiologic factor in 
the psychotic disorder. The actual relation- 
ship between retinitis pigmentosa and psy- 
chosis is not clear. Wilkinson(25) found 7 
cases among 15,000 patients, a ratio of 36/- 
1000, and Fessel(9) found 21/1000, The 
ratio in the general population is only 
0.1/1000. 


MENTAL DEFICIENCY YS. 
ORGANIC BRAIN DISEASE 


1. Case report. Our patient achieved such a 
scatter on verbal sub-tests of the WAIS as to 
lead the psychologist to the diagnosis of diffuse 
brain damage. Design copy further substantiat- 
ed this impression. The child had a birth 
weight of 12 pounds, no forceps were used, and 
this was the mother’s first delivery. It is not 
unlikely that some brain damage may “have oc- 
curred during labor. Could this have accounted 
for the appearance of the syndrome? It is ex- 
tremely unlikely that any form of brain damage 
would produce retinitis pigmentosa. In addi- 
tion, there is indirect evidence that two rela- 
tives of the patient may have had a similar 
visual defect. The undescended testis, which 
in our case was the only manifestation of any 
genital abnormality, can be secondaty to a 
number of things, among them failure of the 


pituitary to secrete gonadotropin or failure of 
the testis to respond to these secretions when 
present or an abnormal testis. Secondary sex 
characteristics of this boy appeared normal. It 
is unlikely that brain damage was responsible 
for the lack of descent of one testis. The 
question of the endocrine aspects of this syn- 
drome will be discussed later. 

It is of importance that, with the variability 
and vagueness of this syndrome as described, 
it may be that some of the cases previously 
described as mentally deficient may have been 
brain damaged, and that this was what ac- 
counted+for part of the syndrome, rather than 
a genetically determined complex of symptoms 
which included mental deficiency. It might also 
mean that our case is an exception and that, 
excluding the intellectual picture, our case 
would have presented as another in a long 
series of incomplete Laurence-Moon-Bied] syn- 
dromes. The signs of retinitis pigmentosa, 
obesity and some sort of hypogenitalism have 
been Sufficient in the past for authors to have 
made the diagnosis for their cases. It should 
be noted further that all medical attempts to 
demonstrate a central nervous system lesion 
including physical examination, EEG, pneumo- 
encephalogram, and carotid artery arteriogram 
were negative. 

2. Literature review. The problem of 
mental deficiency vs. organic brain disease 
is a particularly salient one. Previous reports 
of the Laurence-Moon-Bied] syndrome have 
usually either labeled the patient as men- 
tally deficient or have merely submitted a 
sub-par _I.Q. figure. These reports have 
made no mention of tests designed to dis- 
crimifiate between simple mental deficiency 
and defective mental functioning due to 
brain damage. This is of critical considera- 
tion, since the genetic transmission of this 
syndrome and speculation regarding its 
etiology have drawn heavily on such key 
issues as selective developmental brain pa- 
thology as being of critical importance. 


STEROID SECRETION 


1. Case report. Our patient was diagnosed as 
having Cushing’s syndrome three years before 
entering our hospital. The diagnosis was made 
on the basis of obesity and an elevated steroid 
level. At operation, one entire adrenal and 4 
large portion of the other were removed. Exam- 
ination revealed these specimens to be normal. 
Six months after operation steroid excretion was 
reported as normal. Serious question, therefore, 
must be made of the accuracy of the diagnosis 
of Cushing’s syndrome. Our determinations 
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three years later showed considerable vari- 
ability. On one occasion urinary 17-KS were 
slightly elevated as were 17-OH steroids. On 
another occasion both were normal. On a third 
occasion urinary 17-OH were again slightly 
elevated and 17-KS not done. A few days later 
the plasma 17-OH level was normal. A con- 
siderable fluctuation is frequently seen from 
day to day and from determination to de- 
termination in measuring these steroids. It is 
not possible to state that this boy showed any 
abnormality of steroid excretion when studied 
here. 

2. Literature review. Previous reports of 
excretion in patients with LMBS are lim- 
ited. Those few reports which have included 
‘such information are contradictory. Roth 
(21) reported four brothers with hypogon- 
adism, believed to be secondary to anterior 
pituitary failure. These patients showed no 
polydactyly or mental deficiency, only one 
was markedly obese, and, while theye suf- 
fered with retinal degeneration, this was 
not retinitis pigmentosa. The diagnosis of 
LMBS in these cases must be seriously 
questioned, These brothers never shaved, 
had no pubic hair and their urinary 17- 
KS excretion was markedly low. Gonado- 
tropins were also low. Roth also reported 
another case which seemed a more justifi- 
able example of the syndrome. This patient 
had normal genitalia and normal hormone 
excretion levels. Francke(8) reported two 
patients who demonstrated the cardinal 
symptoms of the syndrome with the excep- 
tion of hypogonadism. One patient was a 
5l-year-old woman with a 17-KS excyetion 
within the normal range, and a 17-OH at 
the upper limit of normal. The second pa- 
tient, also female, had 17-KS and 17-OHCS 
within normal limits, Kessel(11) reported 
a 54-year-old girl with a low 17-KS excre- 
tion. The author speculated that hypopi- 
tuitarism was the cause of the low hgrmone 
level. Bergman and Eden(3) reported a 
6-year-old boy with a normal 17-KS level. 
Oettlé(18) described a case with hypo- 
gonadism. This patient excréfed a high 
normal amount of 17-KS and a normal 17- 
OHCS level. Germinal aplasia was con- 
sidered a primary defect and not secondary 
to pituitary failure because of the presence 
in the testis of adult Sertoli cells and Ley- 
dig cells and a high normal urinary excre- 
‘tion of FSH. 


Beamish(2) reported a 20-year-old Eski- A 
mo woman with an abnormally high steroid | 


level. This patient had a 17-KS excretion of 
23.4 mg./24 hrs., with no evidence of mas- 
cylinization. Glucose tolerance test was nor- 
mal. No menstruation had occurred. A 
16-year-old male Eskimo whose external 
genitalia were hypoplastic was reported by 
the same author. 17-KS and 17-OHCS levels 
were low. Leon et al.(13) reported a 12- 
year-old girl who, at 7, grew pubic and axil- 
lary hair, and by 10 had intermammillary 
and abdominal hair. Menses commenced 
at 9. The patient had hearing loss, polydac- 
tyly, mental deficiency, and moderate obes- 
ity—retinitis pigmentosa was not present. 
Urinary 17-KS and 17-OHCS levels were 
within normal limits. This patient received 
an ACTH test and the results interpreted as 
revealing a “probable hyperactivity of the 
reticular zone of the adrenals.” The adren- 
als were not directly examined. Fasting 
blood glucose was normal. No mention of 
an enlarged clitoris was made ; the external 
genitalia were described as “somewhat pre- 
pubertal.” Two maternal aunts had retinitis 
and baldness. From the data given this does 
not appear to be a case of the adrenogenital 
syndrome. Finally, Ciccarelli(7) reported a’ 
9-year-old boy with apparently abnormally 
small genitalia who had a slightly low 17- 
KS excretion and a normal 17-OHCS level. 
FHS was normal. This boy’s 17-year-old 
sister, who was also believed to represent 
the syndrome, in addition to having symp- 
toms of Friedreich's ataxia, had a low 
17-KS level and a normal 17-OHCS level. 
To summarize the previously published 
endocrinologic reports of those cases which 
appear to be reasonably authentic cases of 
LMBS, among males, there are three normal 
excretion levels of 17-OHCS reported, one 
low and one high. (Our patient was border- 
line high on one occasion.) There are two 
reports df normal excretion levels of 17-KS, 
two reports of low levels and one af a high 
level. (Our patient was borderline high on 
one occasion.) Among females, there are 
three normal 17-KS excretion levels re- 
ported, two low and one high. There is one 
normal 17-OHCS level reported, one low 
and one borderline high. Obviously, no 
regular patterns emerge. k 


` 


CONCLUSION 


Our patient combines all the discrepan- 
cies of the above reports into one case his- 
tory. He poses a particularly perplexing 
problem because of the previous diagnosis 
of Cushing’s syndrome made on the basis 
of elevated steroid excretion in the absence 
of abnormal adrenal cortices. The source of 
the excessive steroid output is somethin; 
of a mystery. d 

Considering the inconsistencies reported 
from case to case of the Laurence-Moon- 
Bied] syndrome it is small wonder that not 
only has no specific etiology for it been de- 
termined, but the serious question as to 
its very right to be thought of as a disease 
entity has been posed, Considering the 
vagaries of this case concerning the reason 
for the low I.Q. and the confusion over the 
steroid excretion, it could perhaps be one 
unrelated symptom complex. One might 
ask, “Does it really matter ?” From the point 
of view of understanding the clinical pic- 
ture’s significance from a genetic and em- 
bryologic standpoint, it does. Someone 
unfamiliar with the existence of the Laur- 
ence-Moon-Biedl syndrome might well re- 
gard this patient as a brain-damaged boy 
with retinitis pigmentosa and an unde- 
scended testis. Yet, he more closely fulfills 
the criteria for a diagnosis of LMBS than 
in many previously reported instances. 

At the outset of this case report it was 

stated that the material would in no way 
clarify the pre-existing confusion regarding 
the Laurence-Moon-Biedl syndrome but 
might well add to it. The scientific com- 
munity may have to bear with many more 
isolated reports before it is able either to 
tie loose ends together to achieve a compre- 
hensive understanding of the picture or to 
become aware of the fact that there is, in- 
deed, no picture at all. Hopefully, future 
reports will include more complete bio- 
chemical and psychologic information. Cou- 
pled with postmortem anatomic findings 
this might lead to a resolution of this chal- 
lenging enigma. If vagueness and ambiguity 
be the rub with the case presented here, 
it may lie not so much with the patient him- 
self, but with the syndrome he may bear. 


SUMMARY 
The Laurence-Moon-Bied] syndrome is 
. 


senting the signs of obesity, hypogenitali 
retinitis pigmentosa, polydactyly and m 
tal deficiency. The case reported here is 
the first presented to a psychiatric hospital 
as a behavior disorder. In addition, this 
same patient, on the basis of behavior, phys- 
ical appearance and laboratory determina- 
tions had been previously misdiagnosed as 
having Cushing’s syndrome. p 

The literature pertaining to the Laurence- 
Moon-Biedl syndrome is reviewed with 
particular reference to psychiatric and en- 
docrinologic data. Closer psychologic seru- 
tiny of this patient revealed that his mental 
deficiency may have been secondary to 
brain damage and not part of a genetically ` 
linked symptom complex. An appraisal of — 
previous reports indicates a lack of effort 
at making this distinction in the past. The ` 
question, of the usefulness and validity of 
viewing the symptom aggregate of Lau- 
rence-Moon-Bied] patients as a discrete, 
genetically transmitted syndrome is dis- 
cussed, ; 
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PERSONALISM IS NOT PATIENTISM : 
A PHILOSOPHICAL POSITION APPLIED IN 
PSYCHOTHERAPY 


MICHAEL E. CAVANAGH, M.A. 
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In the field of mental health a Personalist 
can be described as a therapist who in gen- 
eral ascribes to, William Stern’s«lefinition of 
a Person as “, . . a living whole that is in- 
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dividual, unique, goal-directed, self-con- 
tained, yet open to the world around him” 
(1). Like most philosophical positions, the 
foundations of Personalism include specific 
aspects, but are unstructured to an extent 
that allows for great leeway in the personal 
interpretation and application of its prin- 
ciples. Personalism takes on various shades 
and colors as it is practiced by each in- 
dividuak depending primarily on the indi- 
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vidual’s needs and situation. For example, 
a tough prison warden could be as personal- 
istic in his attitude as a medical missionary. 
Within the realm of mental health, psy- 
chologists, psychiatrists and social workers 
who feel that they hold a personalistic atfi- 
tude toward their fellowman have indi- 
vidual ways of concretizing these abstract 
principles. 
This article presents some thoughts rę- 
garding Personalism as it can be applied 
and misapplied in therapy. The point 
_ offered is that good intentions aside, the 

finished product of the reification of Per- 
 sonalism often only vaguely resembles 
Personalism and, in fact, can be contrary to 
it. Some therapists seem to practice a coun- 
terfeit form that might be called Patientism. 

Patientism occurs when the relationship 
between therapist and patient ceases to be 
a bilateral interaction, becomes unilateral 
in the direction of the patient, and the onl} 
Person in the relationship is the patient. 
The therapist excludes his own Person and 
focuses his entire attention on that of the 
patient. In neglecting and, in many cases, 
sacrificing his Person to the patient, the 
therapist is not Personalistic in his outlook 
(or “inlook”) but patientistic. 

Patientism can be very insidious. It can 
lull the sincere therapist into comfortable 
complacency; more important, it can be 
harmful to the patient. It can render the 
therapist complacent because he feels he 
is being a gentle, humble person, and both 
he and the patient leave each therapy 
hour with a good feeling. The patient is 
. happy (because the therapist allows him to 

remain neurotic), and the therapist thinks 

he is doing a good job (because the pa- 
tient is happy!). This does not mean that 
every therapy hour should be a welter of 
agonies. But, whenever both the therapist 
and the patient terminate a therapy hour 
feeling good, the therapist should ,examine 
very thoroughly what transpired. Some- 
times the good feeling is the shared happi- 
ness at the recognition of genuine progress, 
and at other times it reflects the neurotic 
gratifications of the therapist being met. 

Because we all have acceptance needs, in- 

securities, perhaps problems of impulse 

control, perhaps guilt feelings about being 

a therapist, we may pass up a cdnfronta- 
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tion with the patient when our Person is 
being transgressed. It is not difficult to 
think up excuses for continually neglect- ` 
ing to point out encroachments on our 
Person—it is cathartic for the patient to use © 
the therapist as a doormat; the patient is 
too pdorly defended to withstand such a 
threatening therapeutic experience; the 
patient may misinterpret such an experi- 
ence; he may become angry and then 
terminate therapy. However, these gener- 
ally appear to be weak excuses for skirting 
the patient’s pathology. If these situations 
do occur, they can be skillfully turned into 
“here and now” therapeutic experiences for 
the patient. 

Recognizing the Person of the therapist 
and rendering it recognizable to the patient 
inot always easy. Patients who are in psy- 
chotherapy almost by definition find it 
difficult to be aware of other Persons. For 
example, the neurotic patient who is in 
an egocentric bind and is ambivalent about 
breaking out of his shell will often indulge 
in the part of his personality that is resis- 
tant to recognizing anything of worth out- 
side of himself. One method of resistance 
is to sabotage therapy by devaluating the 
Person of the therapist. If the therapist al- 
lows the patient these neurotic victories 
without pointing out what is happening, 
therapy becomes merely another situation 
which the patient can manipulate, and the 
efficacy of therapy vanishes with the “gen- 
tleness” of the therapist. The same is true 
for the conduct disorder of the sociopath — 
who delights in the patientistic therapist's 
attitude: “You may act-out your anger here, ~ 
but you cannof act-out outside.” When the 
psychotic outpatient is allowed to use ther- 
apy as a’place to “act crazy”—to vent anger — 
stemming from his distortions onto the 
therapist, to manipulate the therapist, and, 
which éften happens, throw an entire clinic | 
into consternation, the therapist is allow- 
ing the reality situation to be violated and — 
is doing no¢avor for his patient. The point - 
is legitimate that the hostility and manipu: 
lations of the patient are symptoms of his _ 
illness. It is equally true that the proper 
object of therapy is the patient and not the — 
therapist. However, if therapy is a learning — 
or relearning experience for the patient, he — 
can hardly be expected to learn about the 
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value and boundaries of the Person if he 
gets practice each week in ignoring or 
violating them, 

Patientism can be a particular problem 
for some social workers who have trouble 
distinguishing between themselves as wel- 
fare workers and as psychotherapists. As 
a welfare worker, the social worker “does 
favors”—he finds jobs for the unemployed, 
he gets financial aid for the needy, and, in 
general, takes a very active part in doing 
things for the patient that ordinarily the 
patient should be doing for himself. How- 
ever, in therapy, the social worker*is faced 
with the problem of examining the efficacy 
of assuming the patient’s own responsibil- 
ities. If the patient is indecisive, irrespon- 
sible, lethargic, etc., this is part of his 
pathology and not something for the thera- 
pist to remove in order to get at the patHol- 
ogy. A chronically unemployed patient will 
not have his problem alleviated’ ff the 
therapist finds him a job. It may be easier 
and give the therapist a good feeling to 
find employment for the patient, but it is 
not necessarily psychotherapy. 

While there may be a thin line in therapy 
between being an accepting therapist and 
being patientistic, there is nevertheless a 
line which is neither arbitrary nor unim- 
portant. Unfortunately, many words used 
to express the therapist’s attitude in therapy 
have a patientistic ring. However, the word 
accepting does not mean permitting, un- 
derstanding does not mean encouragement ; 
support does not mean approval; and humil- 
ity does not mean masochism. The therapist 
is hardly doing the patient a favor when 
he allows the patient freedoms that would 
not be allowed or tolerated*in any other 
possible situation outside of as neurotic 
symbiotic relationship. 


The intent of this article is not to advo- 
cate an unnecessarily tough-minded ap- 
proach to therapy, nor is it to dilute love 
and tenderness in the therapeutic relation- 
ship, for real love is doing what is best for 
the patient, not what is easiest for the 
therapist. This article only presents the 
point of view that Personalism in psycho- 
therapy is not merely the immediate grati- 
fication of the altruistic and acceptance 
weeds of the therapist, but it is a philo- 
sophical position which holds that the pa- 
tient has his own unique value. It holds 
that the therapist also has his own 
unique value, goals, and intentions that 
should not be ignored particularly when 
the recognition of such values can be bene- 
ficial and a learning experience for a pa- 
tient. A Personalistic approach enables the 
therapist and the patient to grow in the re- 
lationship, to learn from each other, to 
shave the opportunity to share emotions _ 
with each other, and to respect each other 
for the qualities each possesses. A Person- 
alist can do the patient a great service by 
respecting the patient’s unique value and 
allowing him to learn the unique value of 
the therapist and the respect and responsi- 
bilities this entails. However, if the Per- 
sonalistic therapist does not see his own 
value as a Person he will be crippled in 
his attempt to respect the Person of the 
patient. By the same token, if the so-called 
Personalist cannot see the Person in the 
patient, but only the gratification of his 
own needs, therapy cannot help but be 

at best a vacuous experience. 
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lar anxiety which some people have that we should all think alike. Would 
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PSYCHOLOGY OF A PINSETTER 


Editor, THE AMERICAN JOURNAL OF PsycHI- 
ATRY: a 
Sm: Only occasionally is one afforded a 
glimpse of the psychological factors in some 
_ of the less familiar occupations. I had such a 
glimpse when I treated a patient who had 
worked as a pinsetter in a bowling alley when 
I was on the staff of St. Elizabeths Hospital, 
Washington, D. C. The patient, a 29-year-old 
_ schizophrenic Negro, had made up for his 
lack of formal education by extensive reading. 
His thought disorder, affective lability and 
delusions cleared rapidly with phenothiazine 
' treatment, but partly as a result of the prob- 
lem with his aged and eccentric mother, he? 
was still in the hospital when I left St. 
Elizabeths in the summer of 1960. 

The following letter was written by the 
` patient. I think it demonstrates that he had a 
degree of insight and an unusual talent for 
= self-expression. 


” 


LETTER FROM “JOE” TO “MR. M— ` 


Dear M. È 

I take pen in hand to let you know that I 
am fine and hope you are the same. I know I 
should use unlined paper but I cannot write 
in a straight line. Mother was out to see me 
_ Sunday. I enjoyed the visit. They have placed 

_ a piano in the visiting room. 
I hope it will be here when you come so you 
can play for me as she did. I believe the doc- 
tor would, allow me to leave soon if, I really 
= convinced him that I wanted to leave. I do 
want to leave but I have no trade and I do 
not want to go back to pinsetting though I 
_ probably would, were it not that the automatic 
pinsetter is fast replacing pinboys. I suppose 
I will have to take a job as a general laborer 
or a janitor or a porter or some other equally 
menial job. Pinsetting, for me, was more than 
just a way of earning money. It was a way of 
life.,A pinsetter’s life was carefree for the most 
part. He knew there would always be work to 
be had because pinsetters were scarce and 
good ones were really hard to find. He did 
not have to be nice to his boss or to the cus- 
tomers. Usually he was a man who could not 
conform to the ethics of society. He was a 
gambler, a man who liked to drink’ though 
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not necessarily a drunkard. He got paid every 
day, averaging about $1.75 per hour, and it 
was easy come, easy go, and why not? There 
was always tomorrow. If something happened 
that he didn’t like he would quit and be cer- 
tain of employment in another establishment. 
the very’ next day. If he got fired he could 
rest assured the same man who fired him 
would look for him the next day to beg him to 
come back. Most of the time a pinboy worked 
hardest from five p.m. to one a.m. With these 
hours it was impossible for him to meet people 
soeially. As for the people that knew him, they 
resented him, disrespected him, and quite 
possibly, envied him. They would not have 
anything td do with him socially. 

It was strictly a question of money. In 
Washington a person without a profession is 
measured socially by his earning capacity and 
very few customers knew or would believe 
that a pinboy earned more than the average 
customers. Ninety-nine out of 100 believed 
that when they tipped a pinboy that was all 
he got. Actually a pinboy collected one-fourth 
of everything the management took in plus 
generous tips from customers. Customers never 
understood what made a pinboy so arrogant. I 
did. I was one. As for me, I played it straight. 
I didənot gamble foolishly and then only at 
bowling. I did not drink nor did I become 
arrogant, though I never thought much of a 
person vho would spend his hard-earned mon- 
ey to go bowling for bowling’s sake. It is the — 
very same thing as throwing away money. You 
get nothing forit, even if you gamble and win, a 
even if yoy join a money league and your team — 
wins first place. You get exercise, not another 
thing more. It is like going to a whore house, — 
only at a whore house you think you are get- 
ting sonfething even if you analyze the situa- 
tion, Customers and management so deeply 
resented the attitude and/or performance of 7 
pinboys that when the electric pinsetter was 
placed on the market, they jumped at it, even 
though a machine is a poor substitute for even 
the sorriest pinboy. And so the curtain comes 
down on act one in the life of yours truly. I 
am not a psychiatrist but I do believe this is 
the root of my mental trouble. I was not total- 
ly insane when I was apprehended, but I 
know now that I was headed for a crack-up- 
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They got me at a good time. It took only about 
a month for me to come back to normal. But 
what in the hell car I do to make a living for 
myself? How will I cope with economic and 
social pressures, things I never concerned my- 
self with before ? Perhaps it was fear of these 
pressures that caused me subconsciously to 
seek psychological refuge. It is not a question 
of getting out. If it were I would have eloped 
months ago. It is a question of convincing 
the doctors that you want to get out, and after 
that, staying out. You would be surprised at 
the number of people who don’t want to get 
out, and those who can’t stay out. 
Bye now, 
Joe 
P.S. This is better than that damned orphan- 
age. 
AnTHONY Horpern, M.D. 
London, England 


BIRTH CONTROL PILLS 
Editor, THE AMERICAN JOURNAL gF* Psycui- 
ATRY + 

Sm: During the past year I have become 
deeply concerned about the side effects of 
birth control pills. The side effects that are 
listed with the products are nausea, spotting 
or bleeding, weight gain, etc., but I have 
found many more side effects that are not 
listed and are much more serious. 

The most common and most serious that I 
have experienced are: 1) mild to severe ner- 
vousness ; 2) mild to deep depression ; 3) the 
patient’s feeling that she does not want to do 
anything—a “lost” feeling; and 4) *a_ slight 
decrease to complete absence of sexual’ desire. 

You can see that there could be a complete 
change of personality, which can take a 
big difference with the whole family unit. 

I have gradually taken most of my patients 
off the pills. I do not prescribe the pills except 
in rare cases, and warn patients not to take 
the pills should they get any of sthe above 
symptoms. Also I ask every new patient if she 
is on the pills. 

I have had a number of my patjents tell 
me that they have gone to a psychiatrist be- 
cause of these depressed and changed feel- 
ings. I am therefore taking this opportunity 
to bring this matter to the attention of your 
readers ; I am sure that many psychiatrists are 
not aware of these side effects, and feel that 
if they could be informed of them, it would 
aid considerably in the diagnosis and treat- 
ment of many patients. 

W. O. VENNARD, M.D. 
Baton Rouge, La. 


ATTITUDES OF MEDICAL STUDENTS | 


Editor, THe AMERICAN JOURNAL oF PsycH- 
ATRY : 
Sır: It has been a source of satisfaction 


to read Dr. Lisbeth J. Sachs’ communication 


about the need of changing the patterns of 
teaching medicine in order to lead the student 
to be a helper of men and not a cold tech- 
nician. What you propose as a solution is 
precisely what we have been doing in our 
University (Universidad Nacional Mayor de 
San Marcos, Lima) since 1961, when its re- 
organization took place. 

During the teaching of medical psychology, 
we have the first-year students (in small 
groups led by an instructor) interview pa- 
tients as human beings. 

The methodology has been explained else- 
where(3) and its first results commented upon 
in several publications(1, 2, 4, 5), but a few 
words seem to the point. 

The period of training is divided into three 

stages. During the first one, each student 
“interviews a patient, in the presence of the 
instructor and the other students of his group. 
The interview is analyzed afterwards by the 
group, emphasizing the different aspects of 
the interhuman relationships and trying to 
understand not only the reactions of the pa- 
tient, but those of the student, with all their 
implications. 


During the second stage, we teach the 


students to understand what we call “the 
world of the patient,” that is, the way in 
which the fact of being ill has modified his 
human adjustment in all its dimensions. The 
interview is directed to discovering what the 
patients feel about the illness itself and about 
how it has influenced their outlook on the 
past, the present and the future, what changes 
it has brought about in their relationship 
with their families and, in general, with their 
world. We try to have the students understand 
also the meaning for the patient of the hospital, 
the doctors, the nurses and of each of the 
medical procedures he has to submit to: 
dieting, medications, injections, physical thera- 
py, operations and so forth. 

The third stage is dedicated to the study 
of the relationship of the patient’s personality 
to his life history and his illness. 

We try always to engage thé students 
personally in the case, rather than op a stfictly 
intellectual level. For that purpose, we use 
several devices, such as asking the students 
to remember their own illnesses and their 
reaction to them and “their world” during 
them, their feeling toward the doctor and the 
treatméht, etc. We ask them to suppose a 


ete the approach we have our 
students interview mothers with, 
observe and interview pre- 


all 

s, from their first day at medical school, 
divided into groups of ten—groups that, 

‘a leader and an observer, meet once a” 
uring the whole year doing what we 

ke to call “group dynamics,” activity which 
enerally leads to very active group psycho- 


is being practiced, the stu- 


[he references are : 
eguin, C. A. : Groups in Medical Educa- 
tion, J. Med. Educ, 40:281-285, 1965. 
2. Seguin, C. A.: La Enseñanza de las 
_ Ciencias Psicológicas en la Facultad de 
_ Medicina de la Universidad de San Mar- 
cos de Lima, Acta Psiquiátrica y Psico- 


légica de la América Latina (Buenos Ai-a- 


res) 10:327-334, 1964. 
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cos, 1964. 

. Seguín, C. A.: La Psicologia en la En- 
señanza de la Psicología, An. Fac. Med. 
Limg 46:570-586, 1963. 

. Seguin, C. A.: Psychological Training of - 
the Medical Student, J. Med. Educ., in — 
press. ‘ 

CARLOS ALBERTO SEGUÍN, M.D, 
Lima, Peru > 


. DR. SACHS’ REPLY 


Editor, THE AMERICAN JOURNAL OF PsyCHI- 
ATRY : i 
Sır: I am pleased to learn that the idea of i 
humanizing medical students’ attitudes has 

been conceived by others (unknown to me) 
and, furthermore, has been put into practice ~ 
successfully. 5 

ae ae Lispetu J. Sacus, M.D. 

Brooklyn, N. Y. — 


Ton Xou had better not write down that observation, for very likely I shall think 
- differently next year. à 


“ae Wea 

ore —Joun Hunter 

+ (lecturing to students) 
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HANDBOOK oF COMMUNITY PSYCHIATRY AND 
Community Mentat Hearts, Edited by 
Leopold Bellak, M.D. (New York’: Grune 
and Stratton, pp. 465. $14.50.) 


This book, through the contributions of 
authorities in the field, provides comprehen- 
sive coverage of this subspecialty in both the 
theoretical and practical components. 

The content is divided into four, sections, 
The first deals with the basic concepts of 
community psychiatry, including emphasis on 
training programs. The second describes a 
number of existing programs, covering both 
intramural and extramural components, and 
with a description of programs in two other 
countries. The third emphasizes contributtons 
which might be made by the general practi- 
tioner, the pediatrician and the private prac- 
titioner of psychiatry, with a discussion of 
varying role relationships and of programs 
designed to make the contributions of each 
more meaningful, And the fourth deals with 
examples of administrative structure designed 
to implement comprehensive services. 

Preceding each section the editor provides 
us with a commentary in which he focuses on 
the main issues to be discussed in the suc- 
ceeding chapters and, in certain instances, 
attempts to reconcile some of the differing 
points of view of the various contributors. In 
this respect he achieves some measuse of suc- 
_ cess, In a field as new and rapidly expanding 
“as community psychiatry, a certain disparate- 
hess of viewpoint is inevitable and indeed a 
concomitant. of continuing growth and ex- 
pansion. A degree of ambiguity should be 
tolerated in a discussion of the issues ; it would 
be restrictive and damaging to the develop- 
ment of ithe field if commitinent vere made 
to tenets which had not been tested ade- 
quately through practice and evaluation. To 
those familiar with the field, therefore, the lack 
of consensus poses no great problerh, but to 

ose less conversant with the rapidly growing 
body of knowledge concerning community 
Psychiatry, its goals and objectiyes, this diver- 
Zence of opinion among authorities might be 
disquieting, As editor of this volume Bellak 
acts as the coordinating and integrating mech- 
anism, providing the thread of continuity 
throughout, 

If community psychiatry is conceptualized 
as having four basic interrelated functions— 
administration, training, research and the pro- 
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vision of services—then this volume meets. the 
test of comprehensiveness of coverage. y 
In still another frame of reference (namely 
the federal regulations delineating the sel 
vices which constitute comprehensive cove 
age), this handbook contains a description 
*programs illustrative of those services desig- 
nated as essential: i.e., inpatient, outpatient, 
partial hospitalization, emergency services and 
consultation and education services. Also in- 
cluded are descriptions of the services desig- 
nated in the regulations as being adequate, 
in terms of comprehensiveness, which include, 
in addition to the essential services, diagnostic, 
rehabilitative and transitional services, training, 
and research and evaluation. ` 
As might be expected in such a handbook, 
the majority of chapters are devoted to de- 
scriptions of training and service programs, 
which contain a great deal of meaningful in- 
formation based on the experiences of the — 
various contributors. Particularly impressive, 
however, is the allocation of chapters to 
“Mental Health Consultation” (one of the most 
effective ways to utilize psychiatrists and con- 
serve scarce professional manpower) by Clarice 
H. Haylett and Lydia Rapoport ; to “Psychiat- 
tic Rehabilitation in the Community” (an area 
for the most part neglected in evolving total 
treatment facilities for the mentally ill) by 
Bertram J. Black, with the appropriate em- 
phasis on the rehabilitation program being 
conducted in the community—away from the 
hospital—and with community involvement and 
participation ; and to “Research in Community 
Psychiatry” by Daniel Adelson, ; 
This area of program evaluation ‘is one of 
the most perplexing and difficult to deal with. 
It is generally asserted that there is a great — 
need for program evaluation, and yet, within: E: 
the most comprehensive programs im thesi 
country, such evaluation is* the greatest defi- 
cit. The reason is obvious : we simply do not ~ 
have the instruments available to us to do this 


pragmatically 
to present to oth 


for such programs. x t. 
Throughout the volume there is emphasis on ~ 


the need for sound psychiatric training base: 
on undérstanding of psychodynamics and psy’ 
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ic 
little argume: fowever, Bellak, in his com- 
‘mentary preceding the section on basic con- 
cepts, extends this view further to include the 
following statement: “Physicians, or even 
certified psychiatrists who are not trained in, 
psychotherapy, should not be permitted to 
function as psychotherapists.” And Robert 
Blank, in his chapter on “Community Psychia- 
try and the Psychiatrist in Private Practice,” 
adds, “One is also impressed by the fact that 


k 


community psychiatrist who has not had this 
(psychoanalytic) training are not as effective 
2 as they could be... . .” 

_ With regard to the first statement, no 
attempt is made to spell out the requisites 
for training to do psychotherapy, and we are 
_ all aware of the difficulties involved in evalua- 
__ ting the effectiveness of psychotherapy, regard- 
~ less of who does it. With regard to the latter 
statement, psychoanalytic training per se does 

not necessarily equip a psychiatrist to become 


an effective community psychiatrist. Indeed, « 


there is evidence to the contrary, that be- 
q cause of his orientation the psychoanalyst may 
; have considerable difficulty in shifting his focus 
_ from the one-to-one relationship to identifying 
_ with a group or a whole community. The 
_ point to be made, in the opinion of this re- 

viewer, is that there is a need to modify and 
_ augment our existing techniques by drawing 
on the accumulating body of knowledge and 

experience in the field of community psy- 
chiatry so that every psychiatrist can make 

a more effective contribution, whatever his 

basic orientation or persuasion, X 

Bellak provides an epilogue to this volume 
in which he raises a most controversial issue : 
namely, the idea of enforced psychotherapy 
for those in need. He goes even further to 
suggest that “psychiatric awareness will have 

__ to enter political considerations and the sound- 
ness of legislators and executives. . . .” Al- 
though Bellak is unquestionably aware of the 
far-ranging implications of such suggestions, 
he does not atterfipt to deal with them nor 
to allay the anxieties of many who could find 
the suggestions disquieting. The raising of such 
issues is valid, but the assertion of an ‘opinion 
regarding their validity without more complete 
discussion Might well lead to misinterpretation 
of the facts and an antipsychiatric attitude 
which ultimately might prove destructive to 
the profession. 

This volume is highly recommended to those 
working in the field of community mental 
health. It provides us with a broad coverage 
of the training, research and programmatic 


all too frequently the contributions of the” 


ful deliberation. wi 
A. R. Forey, M.D. > 


Psycuo-ANnatytic DraLocue. Tue Let- 
TERS OF SIGMUND FREUD AND KARL ABRA- 
HAM, 1908-1926. Edited by Hilda C. 
Abraham and Ernst L. Freud. Translated 
by Bernard Marsh and Hilda C. Abraham. 
(New York: Basic Books, 1966, pp. xvii 
+ 406. $7.50.) 


The history of the psychoanalytic move- 
ment has yet to be written. The reason usu- 
ally given for the nonexistence of such a 
history is probably one of time: we are still 
too close to the founder to have an “objective” 
destription of history. Also, most of the re- 
sources which such a vast project would re- 
quire arë gill lacking. Slowly, they are ap- 
pearing: Freud's letters to Wilhelm Fliess 
were published in 1954; in 1961, one of 
Freud’s sons, Ernst, published a selection of 
his father’s letters; and two years later, 
Freud’s correspondence with Oskar Pfister 
was published. Another publisher bas sup- 
plied us with the “Minutes” of the Vienna 
Psychoanalytic Association, covering the pre- 
World War I years of the association. And 
now, almost simultaneously, Freud's corre- 
spondence with Abraham and a book contain- 
ing sketches of 41 friends and students of 
Freud (Psychoanalytic Pioneers, edited by the 


late De: Franz Alexander and by Drs. Samuel | 


Eisenstein and Martin Grotjahn) have been 
published. In the latter work, the very first 
pioneer}alphabetically, is Abraham. 

A Psycho-Analytic Dialogue is important 
in that, for the first time, Freud’s letters (220) 
are combined with those of his correspondent 
(272). Thjs gives the reader an excellent 
two-way screen of observation. In addition, it 
is obvious that Karl Abraham (as well as 
Freud) was an outstanding analyst, brilliant 
thinker arid excellent writer. t 

This reviewer disagrees with the editors’ 
rationale for omissions and cuts in this cor- 
respondence, which is “to avoid repetition,” 
they say, “or details about the various psycho- 
analytical organizations which were of purely 
local interest, and finally, to avoid uñimpor- | 
tant personal details about the writers and | 
t 


heir families, which do not contribute to the 
knowledge and understanding of their per- 


sonalities and of their scientific work.” Obvi- 


ously, with a genius like Freud, almost noth- — 


aspects of community psychiatry and. com- — 
munity mental health and raises certain theo- — 
retical issues, some’ of which are controversial, — 
to which we should direct our most thought- 
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ing is “unimportant,” and all personal details 
are worth knowing and contribute to our un- 
derstanding. Are the editors, then, to presume 
which knowledge about Freud is “important” 
and which will further our “understanding” ? 
Again, in a future history of the psychoanalyt- 
ic movement, they say that details about local 
organizations will not be of “purely local in- 
terest”! In spite of all this, even the most 
hero-worshipping reader will have to thank 
the editors (and the translators) for a job ex- 
cellently performed—a gift to those of us who 
either have never known Freud and Abraham 
personally, or have known each of them a 
little, like this reviewer. 

The introduction is by Edward Glover 
(himself a pioneer, represented in Psychoan- 
alytic Pioneers). He makes some valuable com- 
ments on the correspondence, in my opinion. 
For instance, he decries the current ten- 
dency to regard the works of the earlier þsy- 
choanalysts as “somewhat démodé.” He ad- 


monishes analysts to listen to Frepď—even to , 


the Freud of the early days, when his psy- 
choanalytic concepts were crystal-clear, sim- 
ple, not as complicated as the concepts of the 
aging Freud. Glover rightly stresses some of 
the richness of the correspondence, where it 
deals with exchanges of prognosis for obses- 
sional neurosis (“a subject that still intimi- 
dates our modern faint-hearts”) , flying dreams, 
dreams and myths, fetishism and “partial” re- 
pression; with traumatic neurosis (of which 
modern texts say almost nothing), agora- 
phobia, depression; with impotence, maso- 
chism, narcissism, exhibitionism, transference, 
melancholia, female sexuality and st? forth. 

The reader will find many familiar names, 
as well as many relatively unknowns today : 
Jung, Rank, Riklin, Maeder, Eitingon, Ferenczi, 
Jones, Pfister, Ossipow, Bleuler, Storfer, Brill, 
Putnam, Fliess, Adler, Stekel, Sachs, Reik, 
Sadger, Horney, Andréas-Salomé, Federn, 
Eder, Jelgersama, Hug-Hellmuth, Jeliffe, van 
Ophuijsen, Simmel, Forsyth, Boehm, Deutsch, 
Rado, Coriat, Groddeck and others. 

Glover feels the correspondence has the 
flavor of “late Victorian idiom.” Perhaps he is 
right when he believes that a modern genera- 
tion “would almost certainly shrug the matter 
off with the condescending or jndulgent com- 
ment that both writers were typical represen- 
tatives of the professional bourgeoisie.” I hope 
that Glover is wrong, as even the brilliant 
analyst can afford to engage in some hero- 


- worship and hence tolerate the bourgeois at- 


titudes of people who lived in a different era. 
But I do not agree with Glover's apparent 
bias that both men “exhibited, each in his own 


am surprised that the editors of this corre- 


spondence could have permitted the printing 
of such nonanalytic nonsense. I am equally — 
surprised that Glover seemingly was unfamil- 


“iar with the fact that, at the time he wrote 


the Introduction, Martin Grotjahn was writing 


the biography of Karl Abraham, now con- 
tained in Psychoanalytic Pioneers ; for Glover 
still thinks that the best account of Abraham’s 
elife was contained in Ernest. Jones’ Obituary 
Notice, and he seemed to think it necessary to 


add an inadequate and incomplete sketch of — 


Abraham’s life in his Introduction. 

The correspondence has to be read to be 
appreciated. In my opinion, it makes for lively 
reading. I am citing only two examples which 
struck me as significant of two of Freud’s 
character-traits. One of these was humility. An 
inquiring and eager Abraham asks about 
methods of treatment for masochists, and 
Freud replies: “I have had little success with 
masochists” (p. 120). The other trait was a 
sense of humor. In returning to Abraham 
newspaper cuttings which describe the dis- 
covery of the tomb of Tutankhamen, Freud 
writes : “It now seems certain that they soon will 
find the mummy of the king and perhaps also 
that of his consort, a daughter of our analytic 
Pharaoh. According to a rumor spread by the 
Swiss here, Jung’s Frau X has announced she 
knows she was this queen. Personally I hope 
Tutankhamen had better taste. What a crazy 
hussy” (p. 334). And so it goes on and on, 
Not only analysts, but doctors of any special- 
ty—in fact people in all walks of life—will en- 
joy reading this immensely rich document of 
a bygone era. It is to be hoped that soon 
(and the sooner the better) we will have 
more of Freud’s correspondence published, be- 
cause Freud (who was known to hate the 
telephone and used it very little) was one of 
the last great letter-writers. 

Hans A. Ivuine, Ph.D. 
Los Angeles, Calif. 


IcTAL AND SuBICTAL Neurosis. By A. D. 
Jonas, M.D. (Springfield, Ill. : Charles C. 
Thomas, 1965, pp. 113. $6.00.) 


This small monograph is a well-written 
reminder of the difficulties in differentiating 
some epileptic seizures from psychiatric prob- 
lems. Dr. Jonas properly notes that these epi- 
leptic disorders are frequently mistaken for 
“ . , malingering, hysteria, hypochondriasis, 
psychopathy, pseudoneurotic schizophrenia and 
schizo-affective psychosis.” 

Thege are many previous descriptions of 
these disorders, and one of the strengths of 


Sites 


ts having mi 
have come to the attention of an interested 
practicing psychiatrist. This has resulted in a 
_ selection of cases which are particularly in® 
tructive to those engaged in the practice of 


hiatry. 
. The stated objective of this book is “. . . to 
stablish the criteria for a diagnosis of ictal 
and subictal neuroses.” The only conclusione 
ched, however, is that “. . . ictal and sub- 
tal states cannot be unequivocally defined.” 
s results in the dangerous conclusion that 
diagnosis can only be made on the basis of a 
worable response to medication. The addi- 
_ tional statement is added that an “. . . unsuc- 
essful response to anticonvulsants . . . does 
‘not rule out the possibility that epileptic 
quivalents exist.” 
This book is a useful reminder of the fre- 
quently overlooked minor epileptic seizures. 
t does not provide an adequate statement of 


Donard W. Mutper, M.D. 
Rochester, Minn. 


 ĪNTERDISCIPLINARY PROBLEMS IN CRIMINOL- 
OGY: PAPERS OF THE AMERICAN SOCIETY 
- oF Criminoxocy, 1964, Edited by Walter 
C. Reckless and Gharles L. Newman. (Co- 
lumbus : The Ohio State University, 1965, 
pp. 227. $2.50.) 


"This volume contains the papers delivered 
before the meeting of the American Society of 
Criminology in 1964 in Montreal. It com? 


tions by psychiatrists. 
_ “The Police Dilemma in England and Amer- 
ica,” by Gerhard Falk, touches on the inherent 
resentment of the public against police officers 
_who do their duty. The historical basis for this 
_ lack of confidence is elaborated upon, parti- 
cularly as it has affected the American police 
officer. The contrasting picture is the relation- 
ship between the English public and their 
police officers, The better education of the 
_ police is a contributing factor to their more 
respected status. This paper is an excellent 
_ statement of the police service problem in 
America artd pleads for the professionalism of 
the police comparable to that which has been 
achieved in Great Britain. In addition there 
are papers on the “Prevention Role of the 
Police in Juvenile Delinquency,” on “The Per- 
sonality of the Police Officer” and on the 
“Training Problems of the Police” (with the 
plea for greater use of “uncommon sepse” in 
recruitment and training of the police). -~ 


e diagnosis or treatment of these disorders, ” 


rises some 23 papers, with a few contribu- . 


cent sentenced for sexual offenses. The author 
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“Patterns of Violence in San Juan,” by 
Samuel E. Wallace, develops some interesting 
observations of violence in San Juan, Puerto 
Rico, pointing to the phenomenon of the in- 
teraction between the aggressor, the victim” 
and the community audience. 

“Treatment Variables in Non-Linear Pre- 
diction,” by Tadeusz Grygier, discusses meth- 
ods of predicting behavior of released crimi- 
nal offenders. The author admits the limitations 
of several predictive methods and is not san- ~ 
guine regarding the probability of achieving a 
satisfactory method. He cautions against what — 
may be considered the power of science “. . . 
in the field of criminology and corrections 
where any errors may introduce unwarranted 
interference in human lives and severe re- — 
strictions of the individual’s freedom on claims 
based on error of logic and mathematics . . « 
deadly both to civil liberties and to the ad- 
varftement of science.” 

In the paper, “The Development of a Crim- 
inality eLeyel Index,” Walter C. Reckless de- 
scribes the problems of measuring delinquency, 
of finding an index level, of establishing 
a predictive system affecting disposition, 
probation and parole, etc. This report is a fair 
indicator of the current thinking in this field. 

The gist of “The Attitudes of Offenders To- 
ward Occupations in the Administration of = 
Justice,” by Paul B. Weston, is that all crimi- — 
nal offenders cannot be categorized as “mad — 
dogs” who hate everybody. The offender may 
be described as not unlike “the consumer” of — 
market research or “the man in the street” of — 
political science. The inventory of his hates — 
and prejudices is measured by the degree of 
impact of various law-enforcement people. 

“A Spectrum of Sexual Problems Found in 
an Out-Patient Setting,” by R. E. Turner, re- 
ports 266 sex offenders referred from a popu- 
lation of 2,000,000 in an 18-month period — 
during 1963 and 1964, Sixty percent of the 
referrals came frém law-enforcement agencies. 
All cases were processed through the Forensic 
Clinic, which was established in 1956 as an ~ 
outpatient division of a Toronto psychiatri 
hospital. ° oe 

In the paper “Psychosexual Development in ts 
the Antisocial Character,” by A. T. Galardo, 
are reported the interesting findings that 94 
percent of the prison population (particularly 
among persistent offenders) had sexual prob- 
lems equal to or more severe than the six per 


W 


points out that the chronic criminal is bur- 
dened with a polymorphous sexuality. The 
author makes the further interesting observa- 
tion that persistent offenders present 
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the severest problems of sexual misconduct, 
but also that other offenses connected with 
such misconduct are often the products of dis- 
turbed homosexual relationships. 

In “The Sex Offender: Report of the New 
Jersey Experiment,” Ralph Brancale gives an 
excellent description of the law enfgrcement 
and treatment program for sex offenders in 
New Jersey. 

There are three papers that deserve more 
than passing notice. These set forth the argu- 
ments relating to compensation of victims of 
criminal attacks. The first of these papers is 
“The Correctional Rejuvenation of Restitution 
to Victims of Crime,” by Stephen Schafer. The 
second paper, entitled “A Modest Proposal 
to Insure Justice for Crime Victims,” by James 
E. Starrs, discusses the relative merits of pri- 
vate ys, compulsory insurance for victims ‘of 
crime. The third paper, “Victim Compensation 
in Crimes of Personal Violence,” by Mavin 
E. Wolfgang, gives an exhaustive background 
of the development of this idea and an ex- 
cellent statement of the current thinking. 

In “Father-Daughter Incest: Treatment of 
a Family,” Miriam Kennedy and Bruno M. 

Cormier relate the experience of some 20 cases 
of father-daughter incest, the majority of 
which were handled without recourse to pris- 
on sentences. Treatment programs were in- 
stalled and, in some instances, excellent re- 
habilitation of the families was achieved. This 
treatment involves the family as a group, and 
the experience with these cases in the Forensic 
Clinic in Toronto suggests a reevaluation of 

_ our present methods of dealing with incest 
problems. s so 

In “Typologies of Delinquent Girls: Some 
Alternative Approaches,” Edgar W. Butler and 

Stuart N. Adams give an accounteof the 

adoption of a new form of classification in a 

R school for delinquent girls.,The current psy- 
chiatric classification of delinquent girls was 

‘found to be inadequate, particularly with ref- 

erence to proper placement and determining 

the appropriate treatment. i 

Two studies of male and female delinquents 

report rather noteworthy observations. In “Di- 
vergence of Attitudes Toward Constituted 
Authorities Between Male and Female Felony 
Inmates,” Barbara A. Kay and Christine G. 

‘Schultz conclude that women have more anti- 
social attitudes than men. In “Similarities in 

Components of Female and Male Delinquen- 


M. Clark sets forth the thesis that in the 
comparison of male and female delinquents 
there is more actual delinquency (exclusive of 
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‘ey: Implications for Sex-Role Theory,” Shirley ` 


waywardness) among girls than is gen 
assumed. 


PuiLir Q. Roce, M.D, 
Philadelphia, P; 


NORMALITY AND PATHOLOGY IN CHILDHOOD- 
ASSESSMENTS OF DEVELOPMENT. By Anna 
Freud. (New York: International Univer- — 
sities Press, 1965, pp. 235. $5.00.) 


A major work by Anna Freud needs no ree. 
*ommendation. Normality and Pathology in 
Childhood is required reading for all con 
cerned with the psychological aspects of child 
hood. This is an important book presenting 
Dr. Freud’s mature observations on differences 
in technique between child and adult analy- 
sis, her concept of the normal metapsychology 
of emotional development and a formalized — 
scheme for diagnostic assessment in childhood — 
and adolescence. a 
Practical experience has brought a consid- 
erable measure of accord among child thera- — 
«pists on certain basic issues which call for 
special techniques in psychotherapy with the 
child. Dr. Freud states in historical after- 
view, “It seemed almost a matter of prestige 
for those analysts who were also engaged in 
treating children to maintain that they felt — 
bound by the same therapeutic principles to 
which they were committed in the analysis of 
adults.” However, in psychotherapy with the 
child the parents must be included in the 
process; treatment is essentially at an ego 
level; verbal communication is more direct — 
and immediately significant ; and limits must 
be set for the child in relation to his aggres- 
_sive impulses in the therapeutic sessions. Dis- 
cussing technique she states, “It is to be 
expected that, owing to their immaturity, chil- _ 2 
dren lack many of the qualities and attitudes ~ 
which, in adults, are held to be indispensable 
for carrying out an analysis; that they have 
no insight into their abnormalities; that ac- 
cordingly they do not develop the same wish 
to get well and the same type of treatment 
alliance . . .; that they do mot decide on their 
own to begin, to continue, or to complete 

treatment; that their relationship to the an 
lyst is got exclusive, but includes the parents 
who have to substitute for or supplement the 
child’s ego and superego in severak respects.” 
A major factor in determining technique 
is “the child’s ability or unwillingnéss to pro- 
duce free associations (without which) there 
is no reliable path from manifest to latent 
content.” Furthermore, under the pressure of 
the unconscious the child acts instead of 
talking. Dr. Freud states, “It is no help to- 
promise child patients that they can let all 
faa 
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restraints go in the analytic hour and—paral- 
lel to the license to talk given in adult analysis 
—‘do as they want.’ The child will soon con- 
vince the analyst that such treatment of action 
is not feasible and that the promise cannot be 
kept.” It is pointed out that free action (ever? 
if only comparatively free) liberates aggres- 
sive trends. “Acting-out which does not lead 
to interpretation, or for which interpretation is 
not accepted, is not beneficial . . . it does not 
lead to insight or to change.” ° 

Treatment with the young child is essen- 
tially at an ego level. “The ego of the young 
child has the developmental task to master on 
the one hand orientation in the external world 
and on the other hand the chaotic emotional 
states which exist within himself. It gains its 
victories and advances whenever such im- 
pressions are grasped, put into thoughts or 
words, and submitted to the secondary pro- 
cess. . . . With young children the process of 
interpretation proper goes hand in hand with 
verbalizing numerous strivings which as such | 
are not incapable of consciousness (i.e., un-* 
der primary repression) but have not yet suc- 
ceeded in achieving ego status, consciousness, 
and secondary elaboration.” 

The inevitability and importance of working 
with parents during the treatment of a child 
patient is emphasized in the following re- 
marks : “As regards the carrying out of ther- 
apy, the analyst of children has every reason 
to envy his colleagues who deal with their 
adult patio ina person-to-person relation- 
ship. . . . In child analysis, it is not the pa- 
tient’s ego but the parents’ reason and in- 
sight on which beginning, continuance an 
completion of treatment must rely. It is the. 


_ task of the parents to help a child’s ego to 
" overcome resistances and periods of negative 


transference without truanting from analysis. 
The analyst is helpless if they fall down on 
this task.” 

An assessment of normality is arrived at 
through the evaluation of a variety of devel- 
opmental lines. Developmental lines are con- 
ceived as developmental sequences laid down 
with regard to particular circumscribed parts 
of the child’s personality. Dr. Freud» states, 
“Concerning the development of the sexual 
drive, for ékample, we possess the sequence of 
libidinal phases (oral, anal, phallic, latency, 
preadolescence, adolescence, genitality) which, 
in spite of considerable overlapping _ cor- 
respond roughly with specific ages. . . . On 
the side of the ego, the analytically known 
stages and levels of the sense of reality, in 
the chronology of defense activity and in the 
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‘of he unique format. The material is sys- 


[ June. 


growth of a moral sense, lay down a norm.” 
A variety of developmental lines indicating ` 
age-adequate behavior and development are 
outlined. Examples of developmental lines 
are : -from suckling to rational eating; from 
wetting and soiling to bladder and bowel con- 
trol; from irresponsibility to responsibility in 
body management; from egocentricity to 
companionship. 

Emphasizing the importance of utilizing dy- 
namic categories, rather than static classical 
diagnoses, a method is outlined for establish- 
ing “a metapsychological profile” of the child, 
with a sçheme for tabulating diagnostic data 
into a “Siagnostie profile” leading to a’ final 
diagnostic evaluation. 

The book contains a wealth of psychologia 
and clinical observations and conclusions from 3 
Dt. Freud’s long experienée and unusual clini- 
cal opportunity. Reading is a pleasure because 


tematically organized, often in tabulated 
form. Each, paragraph is subtitled and com- 
prises a segment of a carefully arranged pròs — 
gression of thought so that the reader can 
glance back over a chapter or segment ofsa 
chapter and view thé whole in easy perspec- 
tive. This renders the text exceptionally useful — 
for reference. 
J. FRANKLIN Ropinson, M.D. 
Wilkes-Barre, Pa. 


PSYCHOPATHOLOGY OF PERCEPTION : PROCEED- 
INGS OF THE 53RD ANNUAL MEETING OF THE 
AMERICAN PsYCHOPATHOLOGICAL ASSOCIA- 
tion.*Edited by Paul H. Hoch, M.D, and — 
Josph Zubin, Ph.D. (New York: Grune 
and Stratton, 1965, pp. 336. $12.50.) 


Many. experimental and clinical aspects of 
normal and pathologic perceptual phenomena 
are examined in this volume, which is in the ~ 
finest tradition of the American Psychopatho- 4 
logical Association. That “perception” is not a 
unitary concept is clearly conveyed in the 
different approaches and points of view repre- 
sented in this collection of 13 papers. Al- 
though this disparity precludes the possibility 
that the reader will achieve a sense of “clo- 
sure,” it focuses attention on the many and 
varied dimensions of perceptual processes 
which can malfunction in mental disease 
states. 

Heinrich Kliiver, 1963 winner of the associa- 
tions Samuel W, Hamilton Award, presents 
a particularly impressive review of his work, 
with emphasis on perceptual defects associated 
with the Kliiver-Bucy syndrome and’ related | 
neuroendocrine disorders. Those characteristics 
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of visual- and somatosensory-evoked potentials 
which differentiate normal from psychiatric 
patients are summarized (without controls for 
age) by Charles Shagass. In a review of 
Russian research, Gregory Razran emphasizes 
the need for increased study of the role of 
interoceptive stimulation in perceptual process- 
es. Richard Allen Chase ingeniously varies the 
information content and feedback delay” of 
human sensory inputs to resolve crossmodal 
and intramodal components of sensory pro- 
cesses. Drs. Fischer, Griffin and Pasamanick 
present fascinating evidence that the sense of 
taste may be used as an indicator of personali- 
ty and psychoactive drug potency, although 
caution seems warranted in some of their 
conclusions about correlations with psychologi- 
cal tests. Theodore Schaefer Jr, demonstrates 
that preexperimental ‘instructions can influence 
the number and character of hallucinatory 
reports during very short periods of sensory 
deprivation. Drug investigators who are not 
already familiar with Henry Beecher’s studies 
of the quantification of subjective pain experi- 
ence with regard to the placebo effect will 


. find his paper a “must” (also see Henry K. 


Beecher : Pain: One Mystery Solved, Science 
151:840-841, 1966). 

Space does not permit comment on other 
interesting papers dealing with the following 
subjects: Time Judgement (William T. Lha- 
mon), Depersonalization (Nolan D.C. Lewis), 
Perceptual Defense (Charles Eriksen), Sleep 
Studies (William C. Dement) and Early Ex- 
perience (Ronald Melzack). 

As in previous volumes in this seyies, the 
editors have been most perspicacious im their 
selection of outstanding contributors and dis- 
cussants and have collaborated with the pub- 
lisher in producing a book almost entirely 
free of technical error. Noteworthy is the fact 
that each of the papers begins with a suffi- 
ciently general introduction so*that the non- 
specialist will not become lost. Pertinent and 
often lengthy bibliographies at the end of 
each paper should be most useful. 

Several minor faults should be mentioned. 
Although discussion papers are included, re- 
plies by contributors to questions raised by 
discussants are not; the paper by Lhamon 
follows the discussion paper refétring to it by 
60 pages; figure 1, referred to on page 117, 
does not appear; and several of the authors 
present experimental evidence without statisti- 
cal evaluation. 

The over-all success of this symposium in 
exploring the focal role of perceptual anomalies 
in mental illness suggests that the association 


should schedule a second meeting on this 
important subject in the near future. 


CHARLES F. STROEBEL, Px.D, 
Hartford, Conn, 


Tue Twenty-Minvute Hour. By Pietro Castel- 
nuovo-Tedesco, M.D. (Boston: Little, 
Brown and Co., 1965, pp. 184. $5.95.) 


Since the end of World War II, a substan- 
tial number of psychiatrists have been trying 
to persuade general practitioners and other 
physicians to learn techniques of psychothera- . 
peutic management. Although some converts 
have been made, it is probably safe to say that 
the majority of physicians have held out. The 
usual major objection even to considering 
the use of psychotherapeutic techniques is the 
amount of time psychotherapy is assumed to 
require. This assumption unfortunately has 


-been fostered by the psychiatric hierarchy of 


values that tends to depreciate any psycho- 
therapeutic procedure that is not “intensive” 
‘and “long-term.” 

Dr. Castelnuovo-Tedesco in The Twenty- 
Minute Hour makes a valiant effort to dis- 
pose of this objection. For the treatment of 
many of the less disabling neurotic distur- 
bances, he recommends a dynamic psychother- 
apy condensed into brief sessions and a short 
span of treatment, emphasizing that setting 
limits to the time of each session and to the 
duration of the treatment process not only fits 
into the schedule of the overworked doctor, 
but is in the best interests of the patient as 
well. The book, although not elegantly writ- 
ten, is reasonably clear and concise and should. 
be particularly helpful as a basis for discus- 
sion in courses in psychiatry for general prac- 
titioners and other physicians. It avoids psy- 
chiatric lingo and to some extent is the general 
practitioner’s counterpart of Colby’s valuable 
Primer for Psychotherapists. 

The major flaw of the book results from its 
origin. The material for The Twenty-Minute 
Hour developed out of a coerse given by the 
author to a group of medical residents, In 
adapting the course material to practitioners 
outside the training milieu, the author has 
failed to take into account some of the realities 
of practice, For example, he seems ¢o assume 
that the physician has no previous knowledge 
of the patient and the patient's family, ahd 
he underestimates the extent of the transfer- 
ence phenomena that can develop in treat- 
ment by a family doctor. The physician in 
practice seldom has access to supervision and 
requires a more adequate preparation for man- 
aging outbursts of tears, or other manifesta- 
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tions of affect, than is provided by the emphasis 
on intellectual content characteristic of this 
book. 
- Although the book is specifically restricted 
“to a discussion of the treatment of relatively 
_ mild neurotic reactions, there is an implication 
that the physician should limit his treatment of 
psychiatric patients to this group : for example, 
in a generally well-structured chapter on re- 
ferral to psychiatrists, the reader is left with 
the impression that the general practitiones 
or internist should refer all psychotic and or- 
ganically ill patients for psychiatric care. Out- 
" side of hospitals with active psychiatric ser- 
vices, this procedure is not always practical 
(especially in rural areas) and may not always 
be desirable. Physicians in general practice 
certainly should be encouraged to undertake 
_ the management of many patients discharged 
~ from mental hospitals. 
_ Except for a brief description of the man- 
agement of addiction, there is no discussion of 
the kind of behavior disorders, particularly in, 
adolescence, that the physician in practice fre- 
~ quently encounters. There is no clear indication 
of the differences in management between real- 
"istic and unrealistic guilt and shame, and not 
much indication of the differences between the 
thought and the act. A final criticism concerns 
- the frequent use of the word “must,” which im- 
plies an arbitrariness in’ technique that might 
discourage physicians from appropriately adapt- 
"ing some of the principles to their own idio- 
- syncratic styles. 
Despite its faults, however, the book serves 
a real purpose in establishing a point of de- 
‘parture for teaching techniques of brief psy- 
hotherapy. It will be helpful to teachers in 
undergraduate as well as in postgraduate 
‘courses, and should encourage more extensive 
nd more effective use of psychotherapeutic 
techniques by physicians outside of the spe- 
cialty of psychiatry. 
C. Knicur ALDRICH, M.D. 
Chicago, Ill. 


(Kingsport, Tenn. 
pp. 400. $4.95.) 


Two problems seem to have troubled Dr. 
Dearman to the point where he ted 
write this*book. First, he is concerned about 
the use of polygraphs as lie detectors ; and 
second, he has anxiety about the continued 
acceptance of the M’Naghten rule. To express 
his protest, Dr. Dearman has fashioned an in- 
teresting murder story. It is just as e | y 
as the traditional whodunit, and to the sophis- 
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Nor tae Critic. By H. B. Dearman, M.D. i 


ticated reader a lot more interesting. The 
psychodynamic factors that lead the hero into 
a false confession are well formulated and the 

thesis is reasonable. On the last page, the truth 
comes out. a 
But apart from this deus ex machina solu- 
tion, the book is a well-written, soundly con- 
structed story. While the psychiatrist in this i 
yarn is perhaps a bit too good to be believable, 
the summaries of the prosecutor and the de- 
fense attorney are beautifully done—each 1 
speech rings true, each is just what an articu- 
late advocate would say under the circum- i 
stances. I was absorbed by the story, found ~ 
the details of the polygraph test plausible and — 
recognized the points of view so eloquently 
presented by each side. The somewhat sim 
plified theory of responsibility (“direct con- 
nection between mental illness and the act 
charged”) is a broadening of the Durham ~~ 
rule, probably a bit too plastic for most of © 
us ; but the author makes-a good case for it. 
Theodore Roosevelt once said, “It is not the 7 
critic who counts . . . the credit belongs to the 
man in the arena, whose fate is marred by — 
dust, and sweat and blood.” This is the source 
of the title of this book. And the author is 
right. Many who criticize forensic psychiatrists i 
consistently avoid the arena itself and make ~ 
their criticism from a box in the balcony. Dr. < 
Dearman (an APA member) has served us a 
by highlighting this simple truth, by making” 
us think about polygraphs and about the i 
responsibility formula and by giving us an i 
absorbing story of real people. # 
» Henry A. Davinson, M.D. 
è Cedar Grove, N. J 
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Psycumatric per VERFOLGTEN. By W. Ritter 
vor Baeyer, H. Häfner and K. D. Kisker. — 
(Berlin: Springer-Verlag, 1964, pp. 397.5 
DM.78.) STA 

The authors’ ,the Chief of Service and th 
professors*in the Department of Neuropsych' 
atry of the University of Heidelberg, present | 


man indemnification offices, 535 have been 
statistically analyzed, 139 of the victims per 
sonally interviewed, and 398 evaluated, a 
cording to their files. f 

The initial chapter concerning the sociolo 
of the Nazi terrors and the growth of persec 
tion proves the authors’ empathic understan' 
ing of the unbelievably gruesome sufferings: 


aftereffects is handled with scientific thorou. 


a Beh ee AN 


1966 ] 


.BOOK REVIEWS 


ness. The comparison between experiences in 
concentration camps and inhuman war im- 
prisonment is especially informative, and 
reveals the deep “annihilation of the socio- 
historical existence” in concentration camps. 
The sociological considerations of uprooting 
and re-rooting follow A. Weinberg’s book, 
Migration and Belonging; the survey of the 
ecific literature is somewhat comprehensive 
and avoids devaluations. 

In line with their existential and anthro- 
pological approach, the authors only glimpse 
the modern psychoanalytic contributions, al- 
though they are deeply committed «to psy- 
choanalytic thinking in the psychodynamic 
considerations of their case histories. The 
authors base their concept on E. Straus and 
V. Gebsattel but are aware of the limitations 
this concept’ imposes. (No mention is made 
of the critical evaluation of E. Straus’ work 
by L. Binswanger 34 years ago.) It appears 
questionable whether the coining of the term 
“Verunsicherung” (insecuring) illuminates the 
fundamental loss of trust in the outside world, 
aside from the semantic awkwardness of the 
term. om 

The clinical and statistical data of symptoms 
are very important, and, together with the 
chapters about the legal principles and the 
problems of indemnification practice; they rep- 
resent a sine qua non for anyone concerned 
with restitution. 

i Kraus D. Horre, M.D. 
Beverly Hills, Calif. 


PATTERNS OF MEANING IN PsycuiaTnic PA- 
qrEeNTS. Institute of Psychiatry Maitdsley 
Monographs 13. By 1. M. Marks. (Lon- 
don: Oxford University Press, 1965, pp. 
142, 55s. net.) à 
This volume, No. 13 in the Institute of 
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formula is asslumber that, prolonged, means death. e 


To rest upon a 


Psychiatry Maudsley Monographs, deals wii 
the application of Osgood’s semantic differen 
tial technique to the descriptive differentiation 
of two hospitalized psychiatric groups (20 
psychopathic patients and 20 obsessive-com-= 
pulsive cases), with a group of 30 orthopedic 
patients as.controls. The semantic differential 
involves the rating of various concepts on a 
series of scales whose points range from one 
to seven along some spécific continuum. Thus, 
the patient might be asked to rate sexual — 
intercourse as ranging from good to bad, beau- 
tiful to ugly, clean to dirty and valuable to 
worthless. 

Some of the results—that obsessive-compul- 
sives and psychopaths both displayed dis- 
turbed self concepts, with the addition of poor 
parental concepts for the psychopaths, or that 
only the controls showed a mature erotic love 
factor—are hardly startling. Some, such as the 
absence of any evidence that obsessives use 
their symptoms as a defense against aggres- 
gion or the evidence for conscience among 
psychopaths, are more interesting. The study 
is open to the usual criticisms of. limited 
sampling and of the ambiguity surrounding | 
the significance of the semantic differential as 
a method, but the author is well aware of 
these problems and cautious in his conclu- 
sions. 

To the reader unfamiliar. with the semantic 
differential as an experimental method, this 
volume will serve as a clear introduction to 
the technique. The more sophisticated reader 
may wonder if rigorous condensation might 
not have resulted in the more suitable pub- 
lication of the study as a journal article rather 
than an expensive monograph. 

Wittram A, HUNT — 
Evanston, Ill. 7 
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Auditory Eyoked Response as a Diagnosfic 
and Prognostic Measure in Schizophrenia, R. 
Jones, 33-41, July 1965. ere 

Organic Cognates of Acute Psychiatric Illness, 
I. Small, 790-797, Jan. 1966. 

“Skull Roentgenography in Hospitalized Psychi- 

atric Patients, R. Rubin, 1028-1032, March 
1966. 

DREAMING : see SLEEP AND DREAMING 

| DRUG ADDICTION : see NARCOTIC ADDICTION 
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EBAUGH, FRANKLIN G. 

70th Birthday Celebration Supplement, 
(Suppl.), June 1966. 

ECT : see ELECTROCONVULSIVE THERAPY 
DUCATION Me 

Attitude Changes in Medical Stu@ents During 
Their Training, L. Sachs, 819-821, Jan. 1966. 

Attitudes of Medical Students (Corr.), U. Se- 
guin, and L. Sachs’ Reply, 1449-1450, June 
1966. 

Challenges in Undergraduates Psychiatric Edu- 
cation, G. Saslow, 129-134, Aug. 1965. 

Combined Psychiatric Residenty and Psycho- 
analytic Training, H. Kaplan, 8067809, Jan. 
1966, ki 

Consideration of Psychoanalysis in Relation to 
Psychiatry Generally, Circa 1965, V, B.- O. 
Hammett, 42-54, July 1965. — 

Education of the Graduate Physician : Attempts 
at Evaluation, L. Zabarenko, 500-504, Nov. 
1965, 

_ Experience wi 
ticing Physicians, M. Bro 
ite L965. 

Experiment in Programmed Teaching of Psy- 

chiatry, J. Mathis, and Discussion, H. Jason, 

937-940, Feb. 1966. ; 

Methodology in Postgraduate Psychiatric Edu- 

cation, W. Sheeley, 494-497, Nov, 1965. i 

New Horizons in Undergraduate Psychiatric 
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$ 4d 
th Small Group Seminars for Prac- 
dy, 497-500, Nov. 


Education, A. Silverman, 68- 

New Trends in Education, R. Tyler, 
June 1966. - 

On Meeting Psychiatry: A Note on- 
dent’s First Year, J. Elkes, 121-1! 

_ 1965. i 

* Psychiatric Liaison Department of the Uni 
sity of Colorado Medical School and Hosp 
tals, E. Billings, 28-33 (Suppl.), June 

Psychiatric Training and the General 
tioner, C. Branch, 485-489, Nov. 1965. 

Psychotherapeutic Training (Corr.), R. 

© 1067-1068, March 1966. À 

Regressive Emotional Behavior in Colle; 
dents, R. Berns, 1378-1384, June 1966. 

“Tandem” Teaching to Nonpsychiatrist’ Pl 
cians, J. Nicholas, 489-494, Nov. 1965. 

Teaching of Forensic Psychiatry in Law Si 
Medical Schools and Psychiatric ‘Reside 
in the United States, N. Barr, 612-616, 
1965. 

Teaching Program in Public Health Psychiatry, 
J. Coleman, 285-289, Sept. 1965. 

Techniques for Evaluating the Effectiveness 
Psychiatric Teaching, R. Monroe, 61-67, 
1965. ee 

© That Most Difficult Year, J. Ungerleider, 
545, Nov. 1965. i 

Toward Sociocultural Flexibility in Re 
Education, S. Woods, 876-880, Feb. 1966 

Training the Psychiatrist (Corr.), W. Bari 
1067, March 1966. i 

Twenty-Five Years of University Depari 
Chairmanship, J. Romano, 7-27 (Suppl. ), 
June 1966. 

Unrest in the Colleges (Ed. 
worth, 91-93, July 1965. 

EEG : see ELECTROENCEPHALOGRAPHY 
ELECTROCONVULSIVE THERAPY 

Controlled Comparison of Amitriptyline ani 

© Electroconvulsive Therapy in the Treatm 
of Depression, I. McDonald, 1427-1431, Jun 
1966. 

Electroshock Therapy in High-Risk Patients, 
Malmquist, 1265-1269, May 1966. 

Maintenance Convulsive Therapy (Corr.), M. 
Rapp, 111, July 1965. 

Memory and Electroconvulsive Therapy, E. Za- 
mora, 546-554, Nov. 1965. 

ELECTROENCEPHALOGRAPHY é 

Auditory Evoked Response as a Diagnostic and 
Prognostic Measure in ‘Schizophrenia, 
Jones, 33-41, July 1965. S 

Borderlands of Petit Mal, M. Charlton, 669-672, 
Dec. 1965. 

Electric’ Sleep-Producing Devices : An Evalui 
tion Using EEG Monitoring, L. Woods, 1 
158, Aug. 1965. 

Familial Occurrence of Retinitis Pigment 
Mental Disorders and EEG Abnormalities, — 
J. Small, 1286-1289, May 1966. 

ELECTROSLEEP . 

Electric Sleep-Producing Devices: An Evalu: 
tion Using EEG Monitoring, L. Woods, 153- 
158, Aug. 1965. 

Use mfd Effectiveness of Electrosleep i 


N:); D. Farns- 


ome Common Psychiatric 
2, Oct. 1965. © 


Animals’: 


Enuresis, Firesetting and Cruelty to 
D. Hell- 


A Triad Predictive of Adult Crime, 
man, 1431-1435, June 1966. 
Epilepsy and, A. Poussaint, 1426-1427, June 
_ 1966. 
Nocturnal Enuresis: Remission in a Patient 
Treated with Desipramine and Protriptyliné, 
C. Ayres, 947-948, Feb. 1966. 
__ EPAMINANDOS PHENOMENON 
J. Titchener, 98-99, July 1965. 
| (Corr.), E; Lieberman, 350, Sept. 1965. 
EPIDEMIOLOGY ` 
Illness in the Physician’s Wife (Corr.), L. Tec, 
472, Oct. 1965. A 
Psychiatric Illness in the Physicians Wife, J. 
Evans, 159-163, Aug. 1965. 
EPILEPSY a 

Borderlands of Petit Mal, M. Charlton, 

_ Dec. 1965. 

Borderlands of Petit Mal (Corr.), S. Rosen- 
thal and M. Charlton’s Reply, 1315-1316, 
-May 1966. 
and Enuresis, A. Poussaint, 

1966. 
EVALUATION OF TREATMENT 
ig} with Recorded Interviews, M. Alpert, 
f 1264, May 1966. 


P 


669-672, 


1426-1427, June 
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FOLLOW-UP STUDIES 

Childhood Schizophrenia: 30 Years Later, S. 
Bennett, 1121-1124, April 1966. 

Follow-Up Study of Formerly Hospitalized Vol- 

` untary Psychiatric Patients: The First Two 
Years, S. Levenstein, 1102-1109, April 1966. 

Follow-Up Study of 618 Suicidal Patients, A. 
Pokorny, 1109-1116, April 1966. 

Narcotic Addiction Among Physicians : A Ten- 

» Year Follow-Up, P. Putnam, 745-748, Jan. 
1966. 

Prognostic Factors in Recovered and Deteriorat- 
ed Schizophrenics, J. Stephens, 1116-1121, 
April 1966. 

Seven-Year Follow-Up Study of Patients in a 
-a General Hospital Psychiatric Service, A. Bu- 
Cove, 1088-1095, April 1966. 

Twelve-Year Follow-Up of New York Narcotic 
‘Addicts: I. The Relation of Treatment to 
Outcome, G. Vaillant, 727-737, Jan. 1966. 

Two-Year Follow-Up Evaluation of Acute Psy- 

» choti Patients Treated in a Day Hospital, 

„> J, Wilder, 1095-1101, April 1966. 

FORENSIC PSYCHIATRY 
Competency for Trial and Due Process Via the 


State Hospital, A. McGarry, 623-630, Dec. 
1965. 
> Confidentiality and the Request for Psychiatric 


Information for Nontherapeutic Purposes, W. 
Menninger, 638-644, Dec. 1965. kd 


US 


Criteria for Competency to Stand Trial: 
Checklist for Psychiatrists, A. Robey, 616- 
622, Dec. 1965. 

Lawyers’ Use of Psychiatry, 
Aug. 1965. 

Legal Control of Dangerous Behavior, J. Biggs, 
Jr., 652-655, Dec. 1965. 

Became and Chronic Alcoholism, 

R. Moore, 748-756, Jan. 1966. 

Liability of Hospital and Psychiatrist in Sui: 
cide, I. Perr, 631-638, Dec. 1965. 

New York’s Pioneering Admission Law (Ed. 9% 
N.), C. Terrence, 569-571, Nov. 1965. JH 
Psychiatric Aspects of Dangerous Behavior : Them 
Retarded Offender, H. Boslow, 646-652, Dec, 7 
1965. 

Scere Testimony in Military Courts, RS 
Sadoff, 1344-1348, June 1966. 4 

Teaching of Forensic Psychiatry in Law Schools, 
Medical Schools and Psychiatric Residencies 
in the United States, N. Barr, 612-616, Dec. 
1965. 

Television Evidence in Court, J. Ryan, 655-658, 

* Dec, 1965. : 

That Other Helping Profession (Ed. N.), Hag 
penser: 691-692, Dec. 1965. J 
Tranquilizers and “Recovery to Legal Sanity,” 7 
W. Tuteur, 220-221, Aug. 1965. $ 
Use of Court Probation in the Management of | 
the Alcohol Addict, K. Ditman, 757-761, 
Jan. 1966. 


M. Selzer, 212-213, 


G 
GENERAL PRACTICE 

General Practitioners Approach to Emotional — 
Problems: A Comparative Study in Two 4 
Countries, C. Aldrich, 504-508, Nov. 1965. 

Psychiatric Training and the eneral Practition- 
er, C. Branch, 485-489, Nov. 1965. 

GENETICS 

Genetic and Biochemical Correlates 
Pteference in Mice, K. Schlesinger, 
Jan. 1966. 

GERIASRICS Í 

Estregen Treatment of Patients with Chronic 
Brain Syndrome Associated with Cerebral 
Atherosclerosis, K. Lifshitz, 329-331, Sept: 
1965. , * 

Experiences in the Management of Geriatri 
Patients with Chronic Brain Syndrome, 
Green, 586-589, Nov. 1965. 

Experiences with Amitriptyline in Elderly P. 
tients, M. Hader, 1289-1291, May 1966. 

Use ôf Chlorprothixene in the Disturbed Geri 
atric Patient, J. Smith, 213-214, Aug. 1965. 

GROUP PSYCHOTHERAPY : see PSYCHOTHERA| 


of Alcohol 
767-773, 


GROUP ® 
. 
H 
HALLUCINOGENS : see PSYCHOPHARMACOLOGY i 
HALLUCINOGENS 
HEALTH 


White House Conference on, Some Impressions 
of (Com.), R. Robinson, 826-829, Jan. 196 
HISTORY R: 
Dedication of a Plaque at the Grave of 


1966] 


poe Rush (Com.), D. Blain, 704-706, Dec. 
1965. 
Dewey Pitcher and the Gold-Headed Cane 
(Corr.), J. Schneck, 713, Dec. 1965. 
Mary Todd Lincoln ; A Case History, J. Suarez, 
816-819, Jan. 1966. 
1965 Anniversaries (Ed. N.), G. Mora, 94-95, 
July 1965. 
Nonpsychiatrie Pioneer of Childhood *Neuro- 
psychiatry, E. Harms, 229-223, Aug. 1965. 
St. Augustine ; On Grief and Other Psychologi- 
cal Matters, S. Block, 943-946, Feb. 1966. 
Some Notes on the History of the Journal, Its 
Editors and the Silver Pitcher (Ed, N.), F. 
Gerty, 89-91, July 1965. 
We Too Knew Dr. Southard (Corr.), E. Smith, 
712-713, Dec. 1965. a 
HOSPITAL ADMINISTRATION : 
TION 
HOSPITAL, GENERAL 
Psychiatric Inpatient 
tal: A Functional Analysis, 
1329-1343, June 1966. 
Psychiatric Treatment in General Hospitals and 
Private Practice, H. Tompkins, 1011-1014, 
March 1966. 
HOSPITALIZATION, LENGTH OF e 
Length of Hospitalization with Various Treat- 
ments for Depression, D. Langsley, 208-209, 
Aug. 1965. 
(Corr.), D. Goodwin and D. Langsley’s Reply, 
711-712, Dec. 1965. 
HYPERVENTILATION 
Hyperventilation Syndro’ 
ty as Sequel to, J. Si 


see ADMINISTRA- 


Unit in a General Hospi- 
M. Mannucci, 


me, Multiple Personali- 
lverman, 217-220, Aug. 


1965. 

HYPNOSIS k 

Hypnosis, Motivation and Compliance, M. 
Orne, 721-726, Jan. 1966. 

Sodium Amytal, Hypnosis and Psychother- 


¿e apy, S. Kraines, 458-460, Oct. 1965. * 


- HYPOMAGNESAEMIA 
and Delirium Tremens : 
Fatal Outcome, G. Milner, 


« 

Report of a Case with 

701-702 Dec. 
« 


A 1965. i 
IDENTITY 
and Character Formation, H.?Carlson, 821-823, 
Jan. 1966. j 


* 


IDIOT SAVANTS 
_ (Corr.), S. Rosenthal, 109, July 1965. 
“INCEST $ 
Incestuous Fathers : 
allin, 1132-1138, April 1966. 
INFORMATION PROCESSING 
ı Computers in Psychiatry (Ed. N.), B. Glueck, 
= Jr, 325-326, Sept. 1965. ‘ 
_ Information Explosion—Information Retrieval 
(Ed. N.), H. Brosin, 453-454, Oct. 1965. 
IN- MEMORIAM : see OBITUARIES 
INSURANCE 
Mental Disorders and Health Insurance, 
i 1021-1027, March 1966. 
~ Short-Term Treatment U 
Medical Insurance Plan, 
Aug. 1965. 


A Clinical Report, H. Cav- 


e 


C. Hall, 


nder Auspices of a 
H. Avnet, 147-151, 


INTAKE : RA 
Evaluation of the Physical Examination as P 
of Psychiatric Clinic Intake Practice, F. Man- 
nino, 175-179, Aug. 1965. b 
Nationwide Survey of Outpatient Psychiatric 
Clinic Functions, Intake Policies and Prai 
tices, B. Rosen, 908-915, Feb. 1966. 
Psychiatric Intake in Groups : A Pilot Study of 
Procedures, Problems and Prospects, D. Abra- 
hams, 170-174, Aug. 1965. j 
INTER-AMERICAN COUNCIL OF PSYCHIATRIC 
ASSOCIATIONS E 
Psychiatric Council for the Americas (Ed. N:), 
H. Rome, 930-932, Feb. 1966. 


J 
JOURNALS Be f 
and Editors (Ed. N.), F. Braceland, 1172- — l 


1173, April 1966. 
L 


LAW : see FORENSIC PSYCHIATRY 


M 


MACROPSIA 
* (Corr.), C. Raphael, 110-111, July 1965. ¢ 
and Micropsia (Corr.), J. Schneck, 350, Sepi 
1965. N 
MARRIAGE 
Mental Health of the Unmarried, G. Knupfer, 
841-851, Feb. 1966. 
MEDICARE 
Medicare Legislation, 
464-466, Oct. 1965. 
MENTAL HEALTH 
of the Unmarried, G. Knupfer, 841-851, Feb. 
1966. f: 
MENTAL HEALTH ASSOCIATIONS 
Role of the Mental Health Worker as a Me- 
» dium of Interaction, Mrs. W. Rockefeller, 


1004-1007, March 1966. 


Conference on (Com.), ; 


MENTAL HOSPITAL ADMINISTRATORS, CERTIFICA- 
TION 
Results of May 1965 examinations (Off, Act.), 


112, July 1965. si 
Results of September 1965 examinations (Off. 
Act. ), 825, Jan. 1966. ; 
MENTAL RETARDATION 
Cinderella and the Prince : „Mental Retardation 
and Community Psychiatry (Ed. N.), G. Tar- 
jan, 1057-1059, March 1966% ` 
Facade of Mental Retardation : 
to Child Psychiatry, F. Menolascino, 
1235, May 1966. 
Integration of a Mental Retardation Program 
Into a Service of Child and Adolescent — 


Its Challenge. 
1237 


1966. 
Psychiatry and Mental Retardation : Two State- 


ments Published with the Approval of the 
Council of the American Psychiatric Associa- 
tion (Off. Act.), 1302-1314, May 1966. Say 
MILITARY PSYCHIATRY apie 
Commynity Psychiatry and Military Psych 


Medical Officer as a Psychiatric Patient, 
Arthur, 290-294, Sept. 1965. 
tric Re-Examination of Unsuitable Naval 
its: A Two-Year Follow-Up, J. Pla% 
1, Nov. 1965. 
tric Testimony in Military Courts, R. 
adoff, 1344-1348, June 1966. 
e Observations on Airmen Who Break 
Down During Basic Training, A. Kiev, 184- 
188, Aug. 1965. 
TIPLE SCLEROSIS 

hiatric Disorders in Multiple Sclerosis, F. 
Lemere, 55-58 (Suppl.), June 1966. 
DER 

in Mental Disorder, Characteristics of, L. 
__~ Varma, 1296-1298, May 1966. 


N . 


|ARCOLEPSY 

Neurotic Component of, A. Morgenstern, 306- 

312, Sept. 1965. 

RCOTIC ADDICTION 

Drug Dependence: No Longer Can We “Let 

George Do It” (Ed. N.), D. Cameron, 810- 

811, Jan. 1966. 

Drug Use Among Adolescents (Ed. N.), A 

Stanton, 1282-1283, May 1966. 

Management of the Opiate Abstinence Syn- 
drome, P, Blachly, 742-744, Jan. 1966. 

Narcotic Addiction Among Physicians : A Ten- 
Ria Follow-Up, P. Putnam, 745-748, Jan. 

Treatment of Drug Addiction: Private Practice 

_ Experience with 84 Addicts, M. Pearson, 164- 

169, Aug. 1965. 

‘Twelve-Year Follow-Up of New York Narcotic 
Addicts: I. The Relation of Treatment to 
Outcome, G. Vaillant, 727-737, Jan. 1966. 

Urine Detection Tests in the Management of 
the Narcotic Addict, A. Kurland, 737-742, 
Jan. 1966. 

NEUROPHYSIOLOGY 

_ of Motivation,® O. Langworthy, 

March 1966. 

NURSING 

Observation of Hospitalized Prisoners by the 
Psychiatric Nurse, B. Stankiewicz, 555-559, 
Nov. 1965. 

NURSING HOMES 

»A Dim.Band in the Mental Health Spectrum, 
J. Dykens, 320-323, Sept. 1965. 


1033-1039, 


o 
OBITUARIES 
John D. Benjamin (1902-1965), 227- 228; Aug. 
1965. 


Ewing H. Crawfis (1910-1965), 1063, M;i 

1966. 

Maxwell Gitelson (1902-1965), 469-470, Oct. 

1965. 

David Kennedy Henderson (1884-1965), 467. 

469, Oct. 1965. 

Ladislas von Meduna (1896-1964), 226- 297, 

Aug. 1965. 

OBSESSIONAL STATES 
Therapy of, L. Salzman, 1139-1146, April 1966, 
OCCUPATIONAL MENTAL HEALTH 

Occupational Mental Health: Review of aa 
Emerging Art, A. McLean, 961-976, March — 
1966, 

Personality and Cognitive Characteristics of 
Engineering Students: Implications for the 
Occipational Psychiatrist, H. Rosett, 1147- 
1152, April 1966. a 

ORGANICITY 

Organic Cognates of Acute Psychiatric Ulness, 

I. Small, 790-797, Jan. 1966. 
QUTPATIENT TREATMENT 
Nationwide Survey of Outpatient Psychiatrie” 
ə Clinic Functions, Intake Policies and Praci 

tices, B. Rosen, 908-915, Feb. 1966. i 


> 
R > 


P 
PHYSICIAN’S WIFE 

Illness in the (Corr.), L. Tec, 472, Oct. 1965. ~ 

Psychiatric Illness in the, J. Evans, 159-163, — 
Aug. 1965. H 

PLAY PRODUCTION p 

in a Mental Hospital Setting, R. Green, 1181- 

1185, April 1966. 
POLICE TESTING 

(Corr.), I. Hassenfeld, 954, Feb. 1966. 

(Corr.), E. Kal, 1064-1065, March 1966. 

(Corr.), I. Persyko, 1191, April 1966. 

More on Police Applicants (Corr.), R. Levy, 
1318, May 1966. 4 

Testing Police Applicants (Corr.), E. Dengrove 
592, Nov. 1965. 

POSTPARTUM ILLNESS a 

Trengs in, J. Oltman, 328-329, Sept. 1965. wi 

POVERTY ‘ 

Intervention Against Poverty: A Fielde! 
Choice for the Psychiatrist (Ed. N.), 
Yolles, 324-325, Sept. 1965. 

Lives of Migrant Farmers, R. Coles, 271-2 
Sept. 1965. 

On the Treatment of the Poor, J. Yamam 
267-271, Sept. 1965. 

Psychepathogenesis of Hard-Core Families, F 
Howells, 1159-1164, April 1966. 

Some Principles of Dynamic Psychiatry in 
lation to>Poverty, V. Bernard, 254-267, 
1965. o 

PRISONERS 

Observation of Hospitalized Prisoners by 
Psychiatrie Nurse, B. Stankiewicz, 
Nov. 1965. 

PRIVATE PRACTICE 

Private Practice of Psychiatry : A Sympo 

1372-1377, June 1966. 

Psychiatric Treatment in General Hospi 
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Private Practice, H. Tompkins, 1011-1014, 
March 1966. ws el a 

Treatment of Drug Addiction: Private Prac- 
tice Experience with 84 Addicts, M. Pearson, 
164-169, Aug. 1965. 

PSYCHIATRY, GENERAL 

Conceptual and Cognitive Psychiatry, S, Arieti, 
361-366, Oct. 1965. 

Introduction to four papers related to THe Chal- 
lenge to Psychiatry in a Changing World : 
A Symposium, A. Leighton, 1385-1386, June 
1966, 

Medical Institution and Modification of Disease 
Patterns, W. McDermott, 1398-1406, June 
1966, 

New Trends in Education, R. Tyler, 1394-1398, 
June 1966. : 

Private Practice of Psychiatry; A Symposium, 
1372-1377, June 1966, 

Problems of Underdevelopment: An Econo- 
mist’s View, M. Millikan, 1387-1394, June 
1966. 

Psychiatric Problems of Overdeveloped Coun- 
tries, G. Carstairs, 1406-1414, June 1966. * 
Psychiatry and Public Policy, M. Gorman, 55- 

60, July 1965. ts 

Sciences of Psychiatry: Fields, Fences and 
Riders, R. Grinker, Sr., 367-376, Oct. 1965. 

Dr, Szasz’s Contributions (Corr.), R. Elias, 
953, Feb. 1966. 

PSYCHOANALYSIS 

Brief Psychotherapy: A Psychoanalytic View, 
R. Gillman, 601-611, Dec. 1965. 

Challenges in Undergraduate Psychiatrie Edu- 
cation, G. Saslow, 129-134, Aug. 1965. 

Combined Psychiatric Residency “and Psycho- 
analytic Training, H. Kaplan, 806-809, 

_ Jan. 1966. 

Consideration of Psychoanalysis (Corr.), D. 

Marcus and V. B. O. Hammett’s Reply, 590, 

Nov. 1965. A 

- Consideration of Psychoanalysis in Relatfon to 
Psychiatry (Corr.), M. Stein and V. B. O. 
mett, 830-833, Jan. 1966. < 
See of Psychoanalysis in Relation to 
yehiatry Generally, Circa 1965, V. B. O. 
Hammett, 42-54, July 1965. 

Dreaming, Drawing and the*Dyeam Screen in 
the Psychoanalysis of a Two;and-a-Half-Year- 
Old Boy, J. Hirschberg, 37-45 (Suppl.), June 


Psychiatric Rhetoric (Corr.), R. Joseph, 350- 
351, Sept. 1965. 
ychoanalysis and Ongoing History : Problems 
of Identity, Hatred and Nonviolence, E. 
Erikson, 241-250, Sept. 1965. 
hoanalyst as Community Psychiatrist, H. 
rickman, 1081-1087, April 1966. 
eaches of Intrapsychic Conflict, J. Arlow, 425- 
= 431, Oct, 1965. . 
Some Perspectives in Psychoanalysis, D. Bond, 
481-484, Nov. 1965. 
‘CHODRAMA. A 
j eatment for Hospitalized Patients: A 
Controlled Study, P. Slawson, 530-533, Nov. 


as if 


PSYCHOLOGICAL TESTS : see TESTIN( 


PSYCHOPATHIC PERSONALITY 

(Corr.), A. Jonas and H. Quay’s Repl 
710, Dec. 1965. 

as Pathological Stimulation-Seeking, H. Quay, 
180-183, Aug. 1965. i 

e Prompt Diagnosis of Psychopathic Personali 
J. MacDonald, 45-50 (Suppl.), June 19 

PSYCHOPHARMACOLOGY : GENERAL 

Tranquilizers and “Recovery to Legal Sanit 
W. Tuteur, 220-221, Aug. 1965. Ore 

PSYCHOPHARMACOLOGY : DRUG EFFICACY — 

e Blinding Hysterical Blepharospasm Treated 
Pipradrol Hydrochloride, J. Stiefel, 1294 
May 1966. 

Clinical Evaluation of SU-10704 in Anxi 
Patients, E. Raab, 210-211, Aug. 1965. 

Clinical Trial of Alpha-Methyldopa in Elai 
States, L. Mosher, 1185-1188, April 1966. 

Combined Phenothiazine, Chlordiazepoxidi 
Primidone Therapy for Uncontrolle 
chotic Patients, R. Monroe, 694-698, 
1965. 

Comparison of Drug Treatment Before 
During Psychiatric Hospitalization, R. Kaelb- 
ling, 900-907, Feb. 1966. 

Controlled Comparison of Amitryptyline 
Electroconvulsive Therapy in the Treatm 
of Depression, I. McDonald, 1427-1431, Juni 
1966. 

Deanol (Corr.), I. Green, 954, Feb. 1966. 

Desipramine and Imipramine in an Outpatient 
Setting: A Comparative Study, H. Lafave, 
698-701, Dec. 1965. y 

Desipramine and Nortriptyline in Mental De: 
pression, A. Arieff, 1291-1292, May 1966. 

Diazepam in Long-Term Chronic Schizophrenia, 
N. Borelli, 1292-1293, May 1966. 

Effects of Methionine and Hydroxychloroquine 
in Schizophrenia, G. Haydu, 560-564, Nov. 

e 1965, z 

Experience with Greater than Recommended 
Doses of Fluphenazine and Triflupromazine, 
T. Kushner, 1061-1062, March 1966. S 

Experiences with Amitriptyline in Elderly Pa- 
tients, M. Hader, 1289-1291, May 1966. Tiy 

Haloperidol—A Preliminary Clinical Study, A. 
Holstein, 462-463, Oct. 1965. Š 

Hypomanic Alert: A Program Designed for 
Greater Therapeutic Control, J. Jacobso 
295-299, Sept. 1965. 

Influence of Personality Type on Drug Ri 
sponse, A. Frostad, 1153-1158, April 1966, 

Lithium ‘Treatment of Hypomanic Patients 
(Core.), S. Rosenthal, 714, Dec. 1965. 

Modification of Autistic Behavior with LSD- 

J. Simmons III, 1201-1211, May 1966. 

Nocturnal Enuresis: Remission in a Pat 
Treated with Desipramine and Protriptyli 
C. Ayres, 947-948, Feb. 1966. ` 

Protriptyline in the Treatment of Depres: 
Reactions, J. Oltman, 582-584, Nov. 1965. 3 

Sensitivity of Symptom and Nonsymp! 
Focused Criteria of Outpatient Drug Effi 
R. Lipman, 24-27, July 1965. 
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[June 


Sodium Amytal, Hypnosis and Psychotherapy, 
S. Kraines, 458-460, Oct. 1965. 

Trifluoperazine in Children and Adolescents 
with Marked Behavior Problems, S. Smith, 
702-703, Dec. 1965. r 

_ Triperidol in Newly Admitted Schizophrenics, 
~ L. Hollister, 96-98, July 1965. 3 
Use of Chloroprothixene in the Disturbed Geri- 

atric Patient, J. Smith, 213-214, Aug. 1965. 

PSYCHOPHARMACOLOGY : HALLUCINOGENS 
Drug Use Among Adolescents (Ed. N.), A. 

< Stanton, 1282-1283, May 1966. 

Psychedelic Drugs (Ed. N.), M. Rinkel, 1415% 

1416, June 1966, 

Use of Hallucinogenic Drugs Among College 
Students, W. McGlothlin, 572-574, Nov. 
1965. 

PSYCHOPHARMACOLOGY : SIDE EFFECTS 
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